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WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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Tobacco  marketing  to  children 
continues  to  draw  the  ire  of  health 
policy  makers,  especially  in  New 
Jersey.  Backing  regulations 
proposed  by  departing  Food  and 
Drug  Commissioner  David  A. 
Kessler,  MD,  JD,  the  Whitman 
administration  entered  the  federal 
court  case  testing  the 
groundbreaking  regulations' 
legality. 

In  a Garden  State  averse  to  the  tobac- 
co leaf,  scores  of  towns  have  banned  cig- 
arette vending  machines,  which  service 
youth  disproportionately.  According  to 
New  Jersey  BREATHES  a tobacco 
control  coalition  based  at  the  Medical 
Society  of  New  Jersey  (MSNJ) 
almost  one-half  of  municipal  vending 
machine  bans  in  the  United  States  were 
adopted  here  but  now  are  vulnerable. 
Unless  the  Whitman  administration 
applies  for  a waiver,  local  bans  will  be 
pre-empted  by  the  federal  regulations, 
which  allow  cigarette  vending  machines 
in  bars  and  other  supposedly  "adults 
only"  spots. 

The  local  bans  also  are  being  chal- 
lenged in  New  Jersey  courts,  where 
MSNJ  has  appeared  as  amicus  curiae  in 
support.  Tobacco  is  an  arena  where 
physicians  and  Health  and  Senior 
Services  Commissioner  Len  Fishman, 
last  year's  New  Jersey  MEDICINE  Person 
of  the  Year,  frequently  appear  in  mutually 
supporting  roles. 

Why  do  Fishman  and  MSNJ  care  so 
much?  Every  day  about  40  New 
Jerseyans  die  of  tobacco-related  disease. 
Three-fourths  of  smokers  begin  before 
reaching  age  18.  Evidence  is  piling  up 
that  tobacco's  appeal  to  children  results 
largely  from  the  sleazy  industry's  youth- 
directed  marketing.  At  a recent  New 
Jersey  BREATHES  meeting,  nationally 


prominent  tobacco  control  advocate 
John  D.  Slade,  MD,  displayed  "collec- 
tor" cigarette  packages  featuring  the  like- 
ness of  Joe  Camel  and  other  tobacco 
icons  that  could  appeal  only  to  children  or 
very  unsophisticated  adults. 

The  campaign  against  tobacco  also  is 
entering  physicians'  offices  in  a big  way, 
as  HMOs  and  other  forces  implement 
tobacco  cessation  measures.  Channeling 
their  anger,  clinicians  are  expected  to 
inquire  about  tobacco  use,  and  encour- 
age and  assist  quitting,  almost  reflexively. 

To  cool  our  anger,  let's  turn  to 
managed  care.  The  new 
Washington,  DC-based  Center  for 
Health  System  Change  reviewed 
three  recent  studies  of  Medicare 
HMOs  and  concluded  that  per- 
haps HMOs  are  overpaid. 

A study  team  led  by  Gerald  F.  Riley, 
MSPH  of  the  Health  Care  Financing 
Administration  (HCFA)  found  that 
Medicare  HMO  enrollees  were  healthier 
than  their  fee-for-service  counterparts 
based  on  level  of  functioning,  activity  lim- 
itations, and  self-perceptions  of  health  sta- 
tus. Research  by  Christopher  Hogan, 
PhD  of  the  Physician  Payment 
Review  Commission  determined  that 
enrollees  generated  relatively  low  health 
care  costs  for  six  months  before  joining, 
and  relatively  high  costs  for  six  months 
after  leaving,  HMOs. 

By  contrast,  Jack  Rodgers,  PhD,  of 
Price  Waterhouse,  in  a study  funded 
by  the  American  Association  of 
Health  Plans,  the  HMOs'  trade  associ- 
ation, found  that  HMO  enrollees  on  bal- 
ance were  no  healthier  than  the  fee-for- 
service  population.  Dr.  Rodgers'  method- 
ology was  criticized  by  the  Center  on 
three  counts:  a small  sample  including 
only  371  respondents;  use  of  a database 
two  years  older  than  HCFA's;  and  exclu- 
sion of  enrollees  who  died  or  shifted  in  or 
out  of  an  HMO. 
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In  response  to  the  findings,  analysts 
proposed  policy  initiatives  that  included 
incentives  for  HMOs  to  furnish  HCFA  with 
better  utilization  data,  lower  payments  to 
HMOs  coupled  with  higher  premiums 
paid  by  enrollees,  and  more  accurate 
adjustments  for  risk  coupled  with  a pay- 
ment increase  from  95  percent  to  100 
percent  of  adjusted  average  per  capita 
costs. 

As  to  physician  pay,  Xact,  the 
Medicare  carrier  for  New  Jersey, 
announced  regional  fee  changes. 
The  changes  reflect  a reduction  in 
the  number  of  payment  localities 
nationwide,  from  2 1 0 to  89. 

Fees  will  not  change  in  Area  1 , con- 
sisting of  Bergen,  Essex,  Hudson, 
Hunterdon,  Middlesex,  Morris, 
Passaic,  Somerset,  Sussex,  Union, 
and  Warren  counties.  But,  central 
New  Jersey  physicians  (situated  in  old 
Area  2 consisting  of  Mercer,  Mon- 
mouth, Ocean,  and  Burlington 
counties)  will  sustain  an  average  1 per- 
cent decrease,  while  southern  New  Jersey 
physicians  (situated  in  old  Area  3,  which 
consists  of  Atlantic,  Camden,  Cape 
May,  Cumberland,  Gloucester,  and 
Salem  counties)  enjoy  an  average  1 .5 
percent  rise,  as  these  groups  consolidate 
into  a new  Area  99. 

As  the  National  Committee  for 
Quality  Assurance  garners  enor- 
mous publicity  for  its  Health  Plan 
Employer  Data  and  Information 
Set  (HEDIS)  standards  assessing 
HMOs,  attention  must  be  paid  as 
well  to  the  URAC  National  Utili- 
zation Management  Standards  for 
utilization  review  organizations. 

Proposed  URAC  changes,  supported 
by  the  American  Medical  Association, 
would  restrict  access  to  claims  data, 
require  prompt  telephone  transfers  to 
reviewers,  involve  relevant  specialists  in 


development  of  all  review  criteria,  incor- 
porate complaint  review  into  quality  man- 
agement, ban  retrospective  denials  in  the 
absence  of  false  information,  and  let  clin- 
icians obtain  reasons  for  denial. 

Utilization  review  generally  is  prospec- 
tive or  concurrent,  whereas  claims  review 
is  retrospective.  URAC  standards  are  fol- 
lowed mostly  in  the  fee-for-service  market. 

A "chronic  care  perspective"  is 
being  touted  by  The  Robert  Wood 
Johnson  Foundation  (RWJF),  in 
Princeton,  whose  newest  chart- 
book  shows  that  99  million  Amer- 
icans suffer  from  chronic  medical 
conditions.  Authors  note  that  this 
population  accounts  for  70  per- 
cent of  personal  health  care 
expenditures  in  the  United  States 
and  that  tax  dollars  are  used  to 
pay  40  percent  of  chronic  care 
expenditures,  compared  with 
only  20  percent  of  acute  care 
expenditures. 

In  furtherance  of  this  perspective,  more 
preventive  efforts  and  support  for  informal 
caregivers,  often  the  wives  and  daughters 
of  patients,  are  urged.  RWJF's  incoming 
executive  vice-president,  Lewis  G. 
Sandy,  MD,  observes  that  the  health 
care  system  is  far  more  accommodating 
to  patients  with  acute  needs  than  patients 
with  chronic  conditions.  Moreover,  the 
chartbook  declares  that  "the  managed 
care  industry  overall  has  yet  to  implement 
. . . practices  that  would  meet"  chronic 
care  needs. 

The  nationally  praised  exhibit 
"Hospice:  A Photographic  Inquiry"  is  on 
view  until  February  23  at  The  Morris 
Museum  in  Morristown,  courtesy  in  part 

of  the  New  Jersey  Hospice  Organ- 
ization. Call  201/538-0454.  "And 
death  shall  have  no  dominion." 


NJM 


NJM 

NJM 

NJM 

NJM 

NJM 

NJM 


2 


New  Jersey  Mebicine 


"Recently,  my  first  and  hopefully  last  malprac- 
tice suit . . . concluded  . . . Words  cannot  express  the 
emotional  relief  and  vindication  I felt  after  a swift 
and  favorable  verdict  was  announced. 

"What  I will  attempt  to  express,  however,  is  my 
gratitude  toward  . . . my  legal 


[my  attorney's]  legal  expertise,  but  he  assimilated  the 
medicine  so  well  that  by  trial  I was  conversing  with 
him  as  though  speaking  to  a colleague  who  was 
practicing  medicine  for  many  years.  The  area  I 
owe  . . . my  greatest  gratitude  is  the  compassion  he 
showed  me.  He  understood  my  anxiety,  anger,  and 
feelings  of  betrayal.  He  refocused  these  and  helped 
me  to  display  my  usual  sense  of  compassion  and 
competence  in  front  of  the  jury." 


Princeton  Insurance  Companies 
746  Alexander  Road,  Princeton,  NJ  08540-6305 
800-555-5162 

Sound  professional  liability  protection  for 
the  medical  and  health  care  community  since  1975. 
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Princeton — it's  worth  it. 


counsel.  No  attorney  could  have 
represented  Princeton  Insurance 
Company  or  myself  in  a more 


professional,  proficient  and  com- 
passionate manner. 


"I  always  had  confidence  in 


A Princeton-insured  physician 
insured  9 years 
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AT  THIS  LEVEL,  ONLY  50  HOSPITALS 
CAN  BE  CALLED  THE  BEST 


WE'RE  PROUD  TO  REPRESENT  THE 
STATE  OF  NEW  JERSEY. 


UXNEWS 

AMERICA’S 

BEST 

HOSPITALS 


When  U.S.Ne uv>  c~>  World  Report  ''  examined  every  major  medical  institution 
in  America,  its  researchers  and  editors  measured  each  one  according  to 
the  strictest  quality  standard.  While  quite  a few  of  New  Jersey’s  hospitals 
performed  respectably  within  the  confines  of  their  own  geographic  areas, 
a closer  look  shows  that  one  hospital  emerged  as  the  best  in  the  entire  state. 
Hackensack  University  Medical  Center.  The  only  hospital  in  New  Jersey 
to  receive  six  national  rankings  in  the  specialties  of  Cardiology,  Geriatrics, 
Orthopedics,  Ear-Nose-and-Throat,  Gastroenterology,  and  Rheumatology.  Three  times  more  than 
any  other.  And  the  only  hospital  in  New  Jersey  to  be  honored  with  the  Magnet  Award 
for  the  best  nurses  in  the  country.  To  make  an  appointment  with  the  one  hospital  that  | III 
is  the  pride  of  New  Jersey,  please  call  us  at  1-800-346-0000.  Internet  www.humed.com  CGiiV 

HACKENSACK  UNIVERSITY  MEDICAL  CENTER 


©1997  Hackensack  I 
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Patient  Right  To 
Know  Act 


I strongly  support  legisla- 
tion, including  H.R.  2976,  the 
"Patient  Right  To  Know  Act," 
which  would  have  prohibited 
health  insurance  companies 
from  placing  restrictions  on 
what  doctors  can  discuss  with 
their  patients.  Unfortunately, 
this  bill  did  not  pass  before 
Congress  adjourned  for  the 
year.  I plan  to  support  similar 
legislation  in  the  next  session 
of  Congress. 

I strongly  oppose  restrictions 
placed  on  physicians  that 
betray  the  trust  patients  place 
in  their  doctors.  Not  only  do  I 
believe  that  this  restriction 
should  be  lifted,  I also  believe 
that  more  needs  to  be  done  to 
address  the  amount  of  care 
and  coverage  that  patients  get 
from  their  managed  care  or 
HMO  plans.  In  the  next  ses- 
sion of  Congress,  I will  work 
to  guarantee  that,  when 
patients  disagree  with  their 
HMO's  decision  about  treat- 
ment or  care,  they  have  the 
right  to  appeal  to  a neutral, 
independent  panel  that  would 
determine  what  the  course  of 
treatment  should  be  in  a timely 
manner.  Health  insurance  com- 
panies would  be  required  to 
comply  with  the  decision  of 
this  body.  I also  will  work  to 
insure  that  patients  who  are  in 


and  other  materials  to  our 
Special  Collections. 

The  original  materials,  such 
as  the  Bylaws,  Rules  and 
Regulations  of  the  District 
Medical  Society  of  Warren 
County,  and  the  many  pho- 
tographs will  be  added  to  the 
New  Jersey  Medical  History 
Collection. 

I've  just  completed  sorting 
through  the  books  and  jour- 
nals and  am  pleased  to  report 
that  many  will  be  added  to 
our  rare  book  collection. 

It  is  only  with  outstanding 
donations  such  as  this  that  we 
are  able  to  expand  Special 
Collections  resources.  Our 
appreciation  goes  to  MSNJ  for 
this  generous  contribution  to 
UMDNJ. 

Barbara  Smith  Irwin, 
Managing  Librarian, 
UMDNJ,  Special  Collections 

continued  on  page  1 0 

Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368)  or  mail  a copy  of 
your  letter  to  New  Jersey  MEDICINE,  Two  Princess  Road, 
Lawrenceville  NJ  08648.  Letters  should  be  typed  and  double- 
spaced and  should  be  no  longer  than  400  words  with  up  to  4 
references,  if  necessary.  Include  your  full  name,  affiliation, 
address,  and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief 
and  are  subject  to  editing  and  abridgment.  Financial  associa- 
tions or  other  possible  conflicts  of  interest  must  be  disclosed. 
Letters  represent  the  opinions  of  the  authors. 


managed  care  programs  or 
HMOs  are  allowed  to  see  an 
out-of-network  physician  to  get 
a second  opinion.  The  insur- 
ance company  should  be 
required  to  pay  the  out-of-net- 
work physician  the  same  fee  it 
pays  to  its  in-network  provider. 
The  patient  would  pay  the  dif- 
ference between  the  out-of-net- 
work  physician  fee  and  what 
their  managed  care  plan  or 
HMO  pays. 

Robert  E.  Andrews,  First 
District,  NJ,  Member  of 
Congress 

Special  thanks 
On  behalf  of  the  UMDNJ 
Libraries,  I would  like  to  thank 
the  Medical  Society  of  New 
Jersey  for  its  generous  dona- 
tion of  medical  books,  manu- 
scripts, photographs,  artifacts, 
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Santander  Consulting  Group,  ltd. 


• Accounting  Services  • Tax  Services 

• Professional  Practices  • Start-Up  Enterprises 

• Small  to  Medium  Sized  Companies 


Timely  • Dependable 

For  Further  Information 
Call  (201)  379-3654 


P.O.  Box  141  Springfield,  N.J.  07081 

i 


Is  Managed  Care 
MakingYou  Sick? 


We’ve  got  the  remedy.  We  specialize  in 
medical  marketing/public  relations 
programs  that  build  private  and  group 
practices  and  keep  them  thriving. 

Give  us  a call  and  let  our  expertise  cure 
your  managed  care  ills. 


3 marketing 
3 public  relations 
3 advertising 
3 direct  mail 


3 brochures 
3 newsletters 

3 and  now... Internet 
Web  sites 


SCF  Enterprises 


'Marketing  & Public  Relations  Consultants 

1^  for  medical  practitioners 

292  Main  Street,  Hackensack,  NJ  07601 
(201)996-0910  Fax:  (201)996-0907 
E-Mail  secor@ix.netcom.com 

Stephanie  Frey,  Principal 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Prosram  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  FJere  are  your  options. 

1.  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 

These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


For  quotations  or  more  information, 
please  call  us  today. 

&CO. 

226  Walnut  St,  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 
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Parkinson’s  disease 

An  active  interest  in  the  sur- 
gical treatment  of  Parkinson's 
disease  has  been  re-kindled. 
Several  factors  are  operable: 
the  loss  of  efficacy  with  time  of 
L-DOPA  and  the  side  effects 
(dyskinesia)  in  a number  of 
patients;  the  noninvasive  accu- 
racy of  CT  and  MR  imaging 
for  localization;  and  the  recent 
description  of  the  efficacy  of 
posteroventral  pallidotomy  for 
tremor,  rigidity,  dyskinesia, 
and  bradykinesia. 

The  focus  of  this  letter  is  to 
describe  MR  data  acquisition 
and  the  accuracy  of  localiza- 
tion in  our  image  technique  as 
confirmed  by  postoperative 
MR.  A preliminary  report  on 
the  first  six  patients  has  been 
presented.  Our  experience  at 
Robert  Wood  Johnson  Medical 
School  is  about  60  patients. 

Preoperative  MR  images 
with  the  patient  in  the  stereo- 
tactic head  frame  are 
acquired  on  a GE  Medical 
1 ,5T  System  (Milwaukee, 
Wisconsin)  using  the  standard 
quadrature  head  coil.  Images 
were  acquired  in  axial,  sagit- 
tal, and  coronal  projection 
parallel  and  perpendicular  to 
the  anterior-post  commissural 
line  using  multiplanar  spin- 
echo  T1  (TR/TE=500/14)  and 
spoiled  grass  (SPGR) 
(TR/TE=40/14,  30°  flip  angle) 
techniques.  The  image  acquisi- 


tion matrix  was  256  X 256 
and  the  field  of  view  was  24 
cm,  assuring  an  in-plane  reso- 
lution of  slightly  better  than  1 
mm/pixel.  Data  were  trans- 
ferred to  planning  workstations 
to  guide  the  subsequent  stereo- 
tactic procedure. 

Postoperative  patients  were 
reimaged  without  the  stereo- 
tactic frame  on  the  same  MRI 
system  two  days  and  six 
weeks  after  surgery.  A preop- 
erative 3-D  volume  acquisition 
was  obtained  for  coregistra- 
tion with  the  postoperative  vol- 
ume acquisition  to  more  clear- 
ly confirm  accuracy  of  preop- 
erative coordinates  with  the 
location  of  the  epicenter  of  the 
lesion. 

Variation  only  in  the  vertical 
coordinate  of  ±1.7  mm 
between  the  pre-  and  postop- 
erative studies  was  found  on 
the  first  1 2 patients.  More 
recently,  this  value  has  fallen 
to  ± 1 .3  mm  on  postoperative 


images  obtained  at  1 and  6 
weeks.  The  image  revealed  a 
necrotic  center  of  the  radiofre- 
quency lesion  created  at  75°  C 
for  60  seconds  with  a small 
area  of  hemorrhage,  hemo- 
siderin, and  surrounding 
edema.  The  diameter  of  this 
lesion  decreased  in  size 
between  the  two  postoperative 
studies.  Motor  improvement 
occurred  in  80  percent  of  our 
patients.  Complications 
include:  1 — pulmonary  embo- 
lus and  death;  2 — cerebral 
hemorrhages,  both  improved; 

1 — field  cut;  and  1 — mono- 
paresis. 

All  procedures  were  carried 
out  with  semi-microelectrode 
recordings  and  this  has  led  to 
electrode  adjustment,  usually 
in  the  vertical  coordinate. 
Richard  M.  Lehman,  MD 
Associate  Professor, 

Division  of  Neurosurgery, 
UMDNJ-Robert  Wood 
Johnson  Medical 


NJM 


MSN J is 
on-line. 

Visit  our  web  site 

http://www.msnj.org 

MSNJ's  site  will  be  "live"  in  late  January  1997. 
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Investment  Seminar  Series 


Financial 


Financial  Strategies  for  Physicians  is  an  educational  seminar  to  help  you  understand 
your  financial  options.  These  seminars  are  presented  by  the  investment  consultants 
at  MIIX  Capital  Management,  a member  of  the  MIIX  Group  of  Companies. 


February  26  or  27 

Parsippany  Hilton 
Parsippany,  NJ 

9:15  a.m.  - 12:30  p.m. 

March  5 or  6 

Ramada  Hotel 
Rochelle  Park,  NJ 

9:15  a.m.  - 12:30  p.m. 

March  11  or  12 

Westwood  Restaurant 
Garwood,  NJ 

6:15  p.m.  - 9:30  p.m. 

March  26  (evening) 
March  27  (morning) 

IL  Tulipano's  Restaurant 
Cedar  Grove,  NJ 

6:15  p.m.  - 9:30  p.m. 
9:15  a.m.  - 12:30  p.m. 

April  1 or  2 

The  Brownstone 
Paterson,  NJ 

6:15  p.m.  - 9:30  p.m. 

May  6 or  7 

Hilton  Meadowlands 
Secaucus,  NJ 

6:15  p.m.  - 9:30  p.m. 

All  sessions  include  buffet  meal 

Tuition:  Member  - $65  Non-member  - $75 
• Spouses  attend  at  no  charge  • VISA  or  Mastercard  accepted 
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Patient  satisfaction  director 

Newark  Beth  Israel  Medical 
Center,  an  affiliate  of  the  Saint  Bar- 
nabas Health  Care  System,  ap- 
pointed Joan  T Harewood, 

RN,  MA,  director  of  the  Depart- 
ment of  Patient  Satisfaction  at  the 
medical  center.  She  will  collect  and 
monitor  patient  feedback,  analyze  problems  and 
initiate  process  improvements,  assist  with  staff 
development  and  training,  and  oversee  the  depart- 
ment staff.  This  new  department  is  committed  to 
achieving  the  highest  level  of  patient  satisfaction. 


Assistant  dean  named 

Mark  J.  Rametta,  DO,  has 

been  appointed  assistant  dean  of 
osteopathic  medicine  at  Seton  Hall 
University  School  of  Graduate 
Medical  Education.  One  of  his 
responsibilities  will  be  to  develop 
and  manage  a new  grant-assisted  postgraduate 
training  program.  Dr.  Rametta  serves  as  director  of 
osteopathic  medical  education  at  Saint  Michael's 
Medical  Center,  in  Newark,  and  chair  of  the 
Professional  Medical  Education  Committee  at 
Chilton  Memorial  Hospital. 


Joan  T. 
Harewood, 
RN,  MA 


Mark  J. 
Rametta,  DO 


Media  focus 

The  Medical  Society  of  New  Jersey 
underwrites  "Caucus  Up  Close,"  a 
series  of  indepth,  one-on-one  interviews 
with  interesting  and  influential 
Garden  State  citizens.  This 
program  is  part  of  CAUCUS: 

NEW  JERSEY,  an  award-winning 
public  affairs  television  series. 

This  season's  guests  tentatively 
include  Velvet  Miller,  deputy 
commissioner  of  the  state 
Department  of  Human  Services; 


Leonard  Coleman,  president  of  the 
National  Baseball  League;  Glenn  Ritt, 
executive  director  at  The  Record  of  Bergen 
County;  and  Sister  Mary  Theresa 
Martin,  president  of  Felician  College. 

The  show  is  hosted  by  the  Emmy 
award-winning  television  anchor, 
Steve  Adubafo,  Jr,  who  also  hosts 
"Democracy  Works/'  also  under- 
written by  MSNJ.  Both  programs 
air  on  Channel  1 3,  New  Jersey 
Network,  and  various  cable  systems. 


Steve  Adubato,  Jr 


Hospitals  honored  for 
community  outreach 

The  Health  Research  and 
Educational  Trust  of  New  Jersey 
(HRET),  a nonprofit  division  of 
the  New  Jersey  Hospital 
Association  (NJHA),  honored 
six  hospitals  with  the  communi- 
ty service  award,  presented 
annually  to  New  Jersey  hospi- 
tals for  their  outstanding 


efforts  to  reach  out  and 
improve  their  communities. 

The  winners  are  Saint 
Barnabas  Medical  Center, 
Kimball  Medical  Center, 
Bergen  Pines  County 
Hospital,  Burdette  Tomlin 
Memorial  Hospital,  Hel- 
ene Fuld  Medical  Center, 
and  Medical  Center  of 


Ocean  County.  "Community 
involvement  is  a key  compo- 
nent of  the  health  care  mis- 
sion," stated  Gary  Carter,  pres- 
ident of  NJHA.  "These  excellent 
programs  can  serve  as  an 
example  of  the  good  hospitals 
and  community  groups  can  do 
when  they  work  together."  Mr. 
Carter  is  a member  of  WPfl 
the  NJM  Review  Board.  LaUiJ 


continued  on  page  14 
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call  the  people  tike  experts  are  calling. 


For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


T 

Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  A merican  Association  of  Physician-Hospital  Organizations-lntegrated  Healthcare  Delivery  Systems 
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People  in  the  news 

Dorothy  Flemming, 
MSN,  RN,  CAE,  is  retiring  as 
executive  director  of  the  New 
Jersey  State  Nurses  Associa- 
tion; Ms.  Flem- 
ming has  been 
with  NJSNA  since 
1980.  Nationally 
renowned  forensic 
expert,  Howard 
Adelman,  MD, 
has  been  elected 
to  membership  in 
the  International  Academy  of 
Cytology.  David  M.  Smith 
has  been  named  assistant  vice- 
president  of  financial  account- 
ing services  for  the  Kennedy 
Health  System.  Newly  appoint- 
ed director  of  research  for 
Kessel  Institute  for  Rehabilita- 
tion, Michael  Zanakis, 
PhD,  will  explore  new  tech- 
niques and  areas  of  research. 
Mavola  L.  Tench,  MD,  now 
is  affiliated  with  Family  Health 
Services,  a division 
of  Kennedy  Mem- 
orial Hospitals. 
Ron  Jones  has 
been  promoted  to 
the  position  of  di- 
rector of  environ- 
mental services  at 
Raritan  Bay  Med- 
ical Center.  Lisa  Tan  Clay- 
ton, MD,  has  joined  the  staff  at 
Mercer  Medical  Center.  Saint 
Barnabas  announced  the  ap- 
pointment of  Ted  Kanarek  as 
operations  manager  and 
Steve  Wozniak  as  director  of 
radiology  and  biodiagnostics. 
Debra  Benewick  was  ap- 
pointed medical  affairs  coordi- 
nator for  Union  Hospital. 


Ron  Jones 


Winter  reminder 


Health  care  professionals  should  alert  patients  who 
face  the  greatest  risk  of  contracting  the  flu  to  consider 
getting  the  influenza  vaccination.  This  reminder  is 
from  The  Peer  Review  Organization  of  New  Jersey, 
Inc.  (The  PRO)  as  part  of  Partnership  for  Prevention — 
a statewide  coalition  of  agencies  and  organizations 
committed  to  improving  the  quality  of  life  for  the 
Garden  State's  senior  citizens.  Effects  of  the  flu  can  be 
devastating  for  high-risk  groups  such  as  the  elderly, 
reports  Joseph  Spagnuolo,  MD,  associate  medical 
director  for  The  PRO. 


Joseph 

Spagnuolo,  MD 


MSNJ  awards  Representative  Roukema 


Women  from  around  the 
Garden  State  gathered  for  "The 
Health  Care  Gender  Gap: 
Strategies  for  Women." 

The  program's  multidisci- 
plinary panel  members 
included  Ronnee 
Schreiber,  PhD,  pro- 
fessor of  women  studies 
at  Rutgers  University; 
Katherine  Benesch, 

Esq,  in  private  practice 
in  Princeton;  Eileen 
Moynihan,  MD,  MSNJ  trea- 
surer; and  Palma  E. 
Formica,  MD,  MSNJ  fellow. 
The  program  was  sponsored 
by  the  MSNJ  Advisory  Council 

NJSNA  wins  grant 

The  New  Jersey  State 
Nurses  Association 

(NJSNA)  has  re 

ceived  a national 
grant  funded  by 
the  American 
Nurses  Associa- 
tion. The  grant  will 
form  a partnership 
project  with  the 
National  Student 
Nurses  Association 
in  New  Jersey  and 


on  Women  in  Medicine  and 
chaired  by  Leah  Ziskin,  MD, 

MS.  The  event  was  highlighted 
with  the  presentation  of 
the  prestigious  MSNJ 
1996  Palma  E.  Formica, 
MD  Women  in  Medicine 
Award  to  Representa- 
tive Marge  Rou- 
kema. Representative 
Roukema's  commitment 
to  the  health  care  needs 
of  New  Jersey  citizens 
coupled  with  her  recent  efforts 
in  taking  New  Jersey's  48-hour 
maternity  platform  to  national 
levels,  made  her  a worthy 
recipient  of  the  award. 

NJSNA.  "This  pilot  project  will 
help  nursing  students  become 
more  cognitive  of  the  important 
issues  facing  the  nursing  pro- 
fession," notes 
Gingy  Harshey- 
Meade,  MSN, 
RN,  CNAA,  Head 
Nurse  — Emer- 
gency Services, 
VA/New  Jersey 
Health  Care  Sys- 
tem, East  ■■■■■■ 


NJM 


Representative 

Roukema 


Andrea  Aughenbaugh, 
Dorothy  Flemming,  and 
Mary  Ellen  Carroll 
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Adventure  awaits  aboard 
tbe  tall  skips  of 
Wind, 


[jammer 
Barefoot  Cruises, 


brochure  call  ^ 

1-800-327-2601 

department  5626 
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Medical  Society  of  New  Jersey 
Web  Site 
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]/  New  Jersey  MEDICINE 
\/  Endorsed  programs 
)/  New  Jersey  BREATHES 
Member  and  county  home  pages 
And  much  more! 
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New  Year’s  resolutions 
for  Washington 


The  elections  are  over  and  politicians  are 
trying  to  cleanse  themselves  of  all  the  mud. 
The  temptation  to  prognosticate  is  irresistible; 
what  can  we  expect  from  the  President  and 
the  105th  Congress  in  the  next  two  years? 

Although  three  more  physicians  were  elect- 
ed to  Congress,  the  basic  political  ratios  are 
unchanged.  As  most  pundits  agree,  if  the  leg- 
islative and  executive  branches  are  controlled 
by  different  parties,  health  care  reform  is  like- 
ly to  be  done  in  slow,  incremental  steps,  not  in 
bold  sweeping  measures.  The 
tempo  appears  to  be  inherendy 
slow. 


The  Medicare  and  Medicaid 
programs  will  receive  a great 
deal  of  attention.  For  the  first 
time,  the  Medicare  trust  fund 
that  pays  hospital  bills  ran  a 
deficit.  Although  doctor  bills 
are  paid  from  a different 
account  that  is  not  in  danger  of 
running  out  of  money,  it  seems 
to  be  increasing  at  an  unac- 
ceptable annual  rate  of  9 per- 
cent. Hence — managed  care 
will  be  foisted  on  the  Medicare 
and  Medicaid  eligibles.  There 
now  are  about  4 million 
Medicare  recipients  under  managed  care,  a 67 
percent  increase  since  1993;  in  the  same  peri- 
od the  numbers  in  the  Medicaid  program  have 
increased  140  percent,  representing  one-third 
of  those  eligible. 

Partly  because  of  new  rules  that  took  effect 
last  May,  exempting  out-of-hospital  proce- 
dures from  the  ordinary  limiting  charges,  the 


With  the 
legislative  and 
executive 
branches 
controlled  by 
different 
parties,  health 
care  reform  will 
be  done  in  slow, 
incremental 
steps. 


cost  of  Medigap  policies  has  esca- 
lated. Regional  HMOs  have 
increased  their  offerings  for  basic 
and  extended  Medicare  coverage, 

“at  no  out-of-pocket  cost  to  the 
subscriber.”  The  American  Asso- 
ciation of  Retired  Persons,  which 
contains  the  largest  block  of 
active  voters  in  the  country,  is 
scrapping  its  $3.5  billion  contract 
with  Prudential  Insurance  Company  and 
negotiating  with  nine  others,  in  18  national 
markets,  for  supplemental 
Medicare,  managed  care,  and 
long-term  care  policies,  to 
become  operative  mid-year. 


Howard  D.  Slobodien,  MD 


Fortunately,  the  Office  of 
Managed  Care  in  the  Depart- 
ment of  Health  and  Human 
Services  is  promulgating  new 
rules  to  strengthen  the  appeals 
rights  of  Medicare  beneficiaries 
who  disagree  with  their  HMOs. 
We  hope  the  rules  will  follow 
the  ones  developed  in  New 
Jersey,  and  that  the  New  Jersey 
Legislature  will  expand  the  field 
to  include  insurers  other  than 
HMOs. 


It  will  be  interesting  to  see  how  the  inclu- 
sion of  much  larger  numbers  of  the  old  and 
elderly,  many  with  chronic  diseases  or  disabil-  ■ 
ities,  will  affect  the  bottom  lines  of  the 
Medicare  funds.  The  week  after  the  election, 
the  Institute  for  Health  and  Aging  at  the 
University  of  California  at  San  Francisco 
reported  that  nearly  100  million  Americans 
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Those  who  govern,  having  much  business  on  their  hands,  do  not  generally  like  to  take 
the  trouble  of  considering  and  carrying  into  execution  new  projects.  The  best  public  mea- 
sures are  therefore  seldom  adopted  from  previous  wisdom,  but  forced  by  the  occasion. 

Benjamin  Franklin,  Autobiography,  1771-1790 
In  a free  society  the  state  does  not  administer  the  affairs  of  men.  It  administers  justice 
among  men  who  conduct  their  own  affairs.  Walter  Lippmann,  The  Good  Society,  1937 


were  so  afflicted  and  caring  for  them  con- 
sumed three-fourths  of  our  health  care  dol- 
lars. Previously,  a report  from  the  New 
England  Medical  Center  in  Boston  concluded 
that  elderly  people  and  the  poor  with  chronic 
illnesses  did  better  in  fee-for-service  plans 
than  in  HMOs.  Predictably,  the  American 
Association  of  Health  Plans,  representing 
HMOs,  disagreed  with  the  study,  but  the  direc- 
tor of  the  Center  for  Health  Policy  Research  at 
George  Washington  University  concurred 
with  the  study  and  felt  “we  were  going  much 
too  fast  in  converting  Medicaid  to  a managed 
care  program.”  Will  that  also  be  true  of  the 
expanded  Medicare  population? 

The  Health  Insurance  Portability  and 
Accountability  Act  of  1996  also  is  slated  for 
modification.  It  should  be,  as  noted  previous- 
ly in  this  column,  because  of  lack  of  portabil- 
ity and  coverage,  and  the  problems  associated 
with  coverage  for  mental  health  problems. 
The  deductions  for  long-range  care  and  the 
(limited)  trial  of  MSAs  are  pluses;  the  latter  is 
subject  to  later  evaluation. 

We  can  expect  accreditation  activities  to 
expand.  Hospitals,  managed  care  organiza- 
tions, rehabilitation  facilities,  and  others  are 
being  surveyed  by  a plethora  of  review  organi- 
zations, many  self-appointed.  Outcome  stud- 
ies for  institutions  and  individual  practition- 
ers also  are  proliferating.  Unfortunately,  stan- 
dardized processes  and  measures  are  elusive; 
we  still  seek  accurate  measurements  of  quali- 
ty of  care. 

Dr.  David  Kessler  announced  his  resigna- 
tion but  stated  he  would  remain  until  a suc- 
cessor is  in  place.  If  you  believe  the  Wall  Street 


Journal,  the  resignation  is  a ploy;  “he’s  made 
himself  a perpetual,  and  powerful,  lame 
duck.”  Many  papers  call  his  tenure  a “stormy 
six  years.”  He  has  been  the  most  active  com- 
missioner of  the  Federal  Drug  Administration 
(FDA)  that  anyone  can  remember  and  many 
of  his  efforts  are  commendable.  But  I shall 
never  forgive  him  for  his  breast  silicone 
implant  decisions.  He  has  ignored  an  ocean  of 
scientific  evidence,  to  the  detriment  of  so 
many  deserving,  and  the  enrichment  of  so 
many  undeserving.  Even  if  he  were  to  recant, 
too  much  damage  has  been  done  for  me  to 
excuse  him.  Whether  he  remains  or  not,  the 
FDA  opponents  in  Congress  probably  will 
forestall  meaningful  legislation. 

Former  New  York  Governor  Mario  Cuomo 
spoke  recently  at  a Health  Research  and 
Educational  Trust  luncheon.  He  asked  the 
group  to  invest  in  each  other,  to  create  a 
renewed  community  ethic,  pragmatically,  for 
the  common  good.  He  should  have  consid- 
ered the  findings  of  the  recendy  deceased 
Lloyd  A.  Free,  public  opinion  researcher  par 
excellence,  who  demonstrated  the  schizo- 
phrenic nature  of  Americans;  we  believe  in 
small,  low-tax  government,  while  simultane- 
ously backing  expensive,  expansive  pro- 
grams. 

So  our  prognostications  must  be  hedged. 
That  is  fitting  for  January.  Janus,  the  month’s 
namesake,  was  the  god  of  doors  and  gateways, 
and  of  beginnings.  He  also  was  two-faced, 
looking  in  opposite  directions  to  see  both  the 
past  and  the  future.  Can  our  leaders  do  the 
same — be  two-faced  and  yet  reconcile 
the  present  and  future  with  the  past? 
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When  was  the  last  time 
your  medical  practice 
had  a legal  checkup? 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


With  practicing  health  care  professionals  on  staff, 
the  law  firm  of  Richmond,  Hochron  & Bums  is 
qualified  to  protect  your  medical  practice. 

908-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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Doctor's  Offices. 

Tell  Me  Where  It  Hurts! 

' / $|||  Mary  Ann  Hamburger  has  triumphed  as 

f , Tffek  the  most  comprehensive  and  efficient 

T s'ng*e  source  for  medical  office  set  ups 

'•■■■  .ma  reorganizations.  She  is  an  expert  in 

every  detail  of  office  administration,  from 
personnel  hiring  and  training,  to  phone 
systems,  hilling  and  collections,  to  CPT 
and  ICD  updates.  Mary  Ann  is  expert  in 
third-party  payments,  setting  fee 
schedules,  and  the  selling  of  medical 
ractices.  Mary  Ann  is  dependable.  She  has  the  contacts, 
ackground  and  practical  know-how  to  set  up  or  improve  your 
office  systems. 

Your  medical  practice  is  a business,  and  if  that  business  does 
not  run  efficiently,  it  will  affect  your  patient  and  public  rela- 
tions. You  know  what  you  need,  but  you  don't  know  how  to  go 
about  it.  Call  for  a whole  new  approach  to  medical  office 
practice. 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 


MEDICAL  WEAR 


A Textile  Rental  Laundry  Service 

A weekly  rental  linen  service 
meeting  the  needs  of 
doctors  and  their  patients. 

• Lab  Coats 
•Dentist  Jackets 
•Patient  Gowns 
•Towels 
•Sheets 
•Pillow  Cases 

For  Information  Call 

1-800-345-7520 
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Bill  Berlin,  PhD 


Interview  with 
Karen  Hasby 


Karen  Hasby  is  the  host 
of  "HealthCall,"  a weekly, 
live,  call-in  talk  show 
with  a studio  audience 
broadcast  on  New  Jersey 
Public  Television.  Ms. 
Hasby  explores  health 
and  science  issues  with  a 
concentration  on  disease 
prevention  and  wellness. 
Ms.  Hasby  has  been 
hosting  the  NJN  show 
since  1994.  In  addition, 
Ms.  Hasby  anchors, 
writes,  and  reports  on 
health  news  for  Channel 
1 1 News  at  Ten,  WPIX- 
TV,  in  New  York. 

Q.  How  did  you  get 
involved  in  reporting  on  health 
and  medical  issues? 

A.  I'd  been  a general 
assignment  reporter  on  radio 
and  television  from  the  time  I 
was  in  college  through  my 
time  as  an  anchor  and 
reporter  at  WPIX  Channel  1 1 . 


Eventually,  I was  looking  for  a 
different  pace  in  my  job. 
Coincidentally,  WPIX  decided 
that  it  needed  someone  for  a 
medical  beat.  Along  with 
another  reporter,  we  began  to 
do  medical  segments  five  days 
a week,  and  I just  loved  it. 

Q.  What  did  you  like 
about  it? 

A.  I loved  the  response  you 
get  from  the  audience.  You  get 
telephone  calls  from  people 
saying,  "This  is  important  to 
me.  It's  made  a difference  in 
my  life." 

Q.  Have  you  found  that 
over  the  years  people  begin  to 
look  to  you  as  an  expert,  and 
want  answers  to  their 
problems? 

A.  Yes.  That's  something  I 
really  have  to  be  careful 
about,  because  people 
sometimes  automatically 
assume  that  I am  a medical 


professional,  and  I'm  not.  I 
have  to  say,  "Go  see  your 
doctor,"  or  I may  have  the 
name  of  someone  to  refer 
them,  because  I've  interviewed 
that  doctor. 

Q.  What  about  the  issue  of 
time?  You've  dealt  with 
medical  issues  as  a reporter 
with  one  or  two  minutes  to 
deal  with  an  issue  and  as  a 
host/anchor  having  25 
minutes  to  focus  on  a topic. 

A.  That's  what  I love  about 
"HealthCall."  A half  hour  to 
deal  with  a topic  is  a 
wonderful  luxury.  If  you  only 
have  a minute  or  two,  it  is 
very  frustrating  because  you 
may  have  a lot  of  information 
you  want  to  convey  about 
breast  cancer,  genetic  testing, 
or  a new  treatment  for  prostate 
enlargement.  You  can  spark 
interest  and  create  a sense  of 
awareness  in  viewers,  but  they 
have  to  talk  to  their  doctors  or 
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We  try  to  pick  program  topics  that  will  appeal  to  men  and 
women  and  people  of  all  ages , in  areas  where  new  treatments 
and  research  are  occurring. 


do  the  rest  of  the  research 
themselves. 

As  a reporter,  I 
underestimated  the  viewers' 
knowledge.  When  we  started 
to  do  "HealthCall,"  and  we 
started  to  talk  to  people  live 
over  the  telephone,  I was  so 
impressed  with  their 
knowledge. 

Q.  How  do  you  choose 
your  medical  topics? 

A.  We  meet  at  the 
beginning  of  the  season  with 
each  of  our  underwriters  to  get 
ideas  for  programming.  But 
we're  very  careful,  because 
we  don't  want  anyone, 
including  the  underwriters,  to 
get  the  idea  that  they  are 
picking  the  topics.  There's 
nobody  on  the  planet  who's 
more  conscious  than  I am  of 
keeping  the  product  pure.  But, 
by  the  same  token,  our 
underwriters  have  a lot  of 
experience,  are  out  in  the 
field,  and  know  what  people 
are  saying.  Some  of  their 
suggestions  may  already  be 


on  our  programming  list,  and 
some  may  not.  But  we 
consider  them  with  an  open 
mind. 

We  go  through  the  media 
like  anyone  else.  We  think 
about  our  own  lives.  We  get 
ideas  off  our  hotline  telephone 
number  that  we  give  out  at  the 
end  of  every  show.  We  come 
up  with  about  1 00  possible 
topics.  We  try  to  pick  a range 
of  topics  that  will  appeal  to 
men  and  women  and  people 
of  different  ages,  but  in  areas 
where  something  new  is 
happening  in  terms  of 
treatment  and  research. 

Q.  Do  outside  interests 
ever  try  to  influence  you  to 
cover  a particular  topic? 

A.  At  a station  like 
Channel  11,1  get  between 
1 00  and  200  press  releases  a 
week.  Many  of  them  purport 
to  be  something  that  they  are 
not,  and  they  can  be  kind  of 
insidious.  Several  years  ago, 
for  example,  I received  a 
release  from  a "population 
control  council"  about  a 


problem  that  supposedly 
existed  with  some  generic 
birth  control  pills  that  were  low 
dosage  and  causing  women 
to  get  pregnant.  Now,  that's 
an  important  story.  I had  to 
spend  days  researching  to  find 
out  that  this  population  council 
actually  was  a manufacturer  of 
birth  control  pills,  and  that  in 
fact  there  was  no  problem 
with  the  public  being  exposed 
to  these  low  dosage  pills.  If 
you  don't  have  the  time  or 
awareness,  some  members  of 
the  media  can  be  manipulated 
this  way.  Small  market 
television  stations,  where  you 
have  to  fill  up  a half  hour 
every  night,  are  especially 
vulnerable  to  this  type  of 
manipulation. 

Sometimes  you  see  a 
tremendous  public  concern 
about  a particular  disease  that 
happens  to  coincide  with  the 
introduction  of  a new  drug. 
There  may  not  be  any  hard 
news  that  has  to  do  with  this 
topic,  but  you  know  that  a 
public  relations  firm  is  doing  a 
very  good  job  creating  a 
sense  of  awareness. 
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Q.  What  do  you 
look  for  in  choosing 
guests? 


someone  who  does  community 
health  work  or  a nurse 
practitioner  who  deals  with  the 
same  issue.  We  always  try  to 
get  someone  who  has  been 
affected  by  the  topic  or 
condition  under  discussion. 

We  don't  often  get  a chance 
to  assess  whether  or  not  our 
guests  will  be  telegenic  before 
we  put  them  on. 


Karen  Hasby 

Q.  What  are  the  topics  that 
get  the  most  viewer  response? 

A.  You  hate  to  admit  it,  but 
topics  that  have  to  do  with 
appearance  always  get  a big 
response — plastic  surgery, 


liposuction,  weight  loss,  and 
skin  care.  I just  did  a segment 
at  Channel  1 1 on  a new  laser 
hair  removal  procedure,  and 
we  received  about  300 
telephone  calls.  The  other 
topics  that  really  hit  a nerve 
are  AIDS,  heart  issues, 
cholesterol,  breast  cancer  or 
prostate  cancer,  and  concerns 
having  to  do  with  children. 


A.  Yes,  we've  covered 
it  a lot,  but  it's  such  a 
huge  issue.  I think  it's  the 
kind  of  issue  you  have  to 
do  again  and  again 
because  people  just  don't 
understand  it.  No  matter 
how  many  times  we've 
reported  on  it,  it  really 
doesn't  seem  as  if  the 
public  has  the  big  picture.  I 
think  that  it's  evolving  so 
rapidly  and  there  are  so  many 
ways  that  it's  affecting  health 
care,  that  it's  real  hard  for 
people  to  get  a grasp 
of  it. 


Q.  How  do  you  prepare 
for  these  programs?  Do  you 
educate  yourself? 


A.  I do,  and  on 
"HealthCall"  we  have  a 
wonderful  producer,  Paula 
Levine,  who  goes  through  the 
journals  and  magazines  and 
puts  together  the  research  for 
me  to  review.  This  weekend, 
for  example,  I have 
about  five  or  six  hours 
worth  of  reading  on  new 
topics  that  we've  got 
coming  up.  I do  a lot  of 
background  reading. 

And  frequently,  topics 
that  come  up  on 
"HealthCall"  are  ones 
I've  dealt  with  at 
Channel  1 1 , so  over 
time  I build  up  a good 
store  of  knowledge. 


A.  We  look  for 
expertise,  but  beyond  this 
we  try  to  balance  our  panels 
in  terms  of  experience  and 
knowledge.  We  don't  want  to 
have  three  doctors  with  the 
same  credentials  talking  about 
a topic.  If  we  have  a doctor  in 
one  area,  we  might  try  to  find 


Q.  One  of  the  big 
issues  today  is  the 
tremendous  economic 
and  organizational 
changes  occurring, 
especially  with  managed 
care.  Have  you  dealt 
with  this  issue? 
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Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• aPPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 


Don’t  Buy  Medical  Practice  & Office  Management 


Automation  Until  You  Have  Talked  to  Us, 
The  #1  Specialist  In  The  Region 


ARE  UNPAID  INSURANCE  CLAIMS  TURNING 
YOUR  CASH  FLOW  INTO  A TRICKLE? 

The  solution  is: 
"The  System”  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


MANAGEMENT  SYSTEMS  FOR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 


BM  is  a repstered  trademark  of  the 
international  Business  Machines  Corporator 


24 


■i 


M®  F E A T l R E 

The  debate  over  Bi" Berlin’ phD 

cardiac  catheterization 


At  first  glance,  there 
would  seem  to  be  little 
controversy  over  cardiac 
catheterization,  a 
diagnostic  procedure  used 
to  evaluate  problems  with 
heart  function  and  blood 
supply.  In  a typical 
cardiac  catheterization,  a 
long  thin  tube  is  inserted 
through  blood  vessels 
into  the  heart  to  evaluate 
blood  pressure,  inject 
dye,  and  take  x-rays. 

While  there  is  concern  about 
the  usefulness  of  right  heart 
catheterization,  there  is  no  dis- 
pute about  the  overall  value  of 
this  diagnostic  tool.  Cardiac 
catheterization  can  detect  heart 
abnormalities  that  may  lead  to 
surgery  or  other  corrective  mea- 
sures. In  many  cases,  cardiac 
catheterization  saves  lives. 

Given  the  benefits  of  this  pro- 
cedure, why  is  cardiac  catheteri- 
zation at  the  center  of  a small 
storm  that  involves  some  of  the 
major  forces  in  health  care 
today?  How  can  something  so 
right  seem  so  wrong  to  many 
hospitals  and  cardiologists 
throughout  the  state?  And,  the 


answer  to  this  question  is  a com- 
bination of  economic,  policy, 
and  medical  factors. 

For  many  years,  cardiac 
catheterizations  were  performed 
at  regional  centers,  often  univer- 
sity hospitals  located  in  urban 
areas.  The  1994  American 
Hospital  Association’s  Annual 
Guide  listed  28  hospitals  in  New 
Jersey  with  cardiac  catheteriza- 
tion laboratories,  including 
Atlantic  City  Medical  Center, 
Newark  Beth  Israel  Medical 
Center,  Jersey  City  Medical 
Center,  Robert  Wood  Johnson 
University  Hospital,  and  Mor- 
ristown Memorial  Hospital. 
While  an  urban  county  like 
Essex  might  have  seven  hospi- 
tals with  cardiac  catheterization 
facilities,  less  populated  Burling- 
ton, Monmouth,  and  Ocean 
counties  had  only  one  each.  On 
the  other  hand,  some  counties, 
like  Hunterdon  and  Warren,  had 
no  hospitals  with  catheterization 
laboratories. 

In  1995,  the  New  Jersey 
Department  of  Health  and  Senior 
Services  (DHSS),  following  the 
recommendations  of  its  Cardiac 
Health  Advisory  Panel  (CHAP), 
amended  its  certificate  of  need 


(CN)  regulations  to  create  a pilot 
program  that  permits  new  low- 
risk  cardiac  catheterization  pro- 
grams at  40  hospitals  around  the 
state.  These  newly  eligible  hospi- 
tals included  growing  regional 
institutions  like  Hunterdon 
Medical  Center,  a large  number 
of  small  community  hospitals, 
and  a few  regional  medical  cen- 
ters that  sought  to  expand  exist- 
ing medical  facilities. 

The  new  pilot  program, 
which  went  into  effect  in 
February  1996,  grew  out  of  what 
CHAP  chair  James  Knickman, 
PhD,  described  as  a “spirited 
debate”  on  the  advisory  commit- 
tee. Representatives  of  the  small- 
er hospitals  not  offering  cardiac 
catheterization  urged  liberalizing 
the  CN  regulations  to  provide 
greater  access  to  underserved 
regions  in  the  state.  Some  com- 
munity hospital  physicians  also 
claimed  that  they  faced  obstacles 
in  scheduling  patients  for  car- 
diac catheterizations  at  the  larger 
regional  centers. 

Economic  factors  may  have 
added  a sense  of  urgency  to  these 
arguments.  “In  an  increasingly 
difficult  marketplace,  many  hos- 
pitals want  to  offer  a wide  array 


— 
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of  services  to  remain  competitive,”  notes  Knickman, 
a health  economist,  and  vice-president  of  The  Robert 
Wood  Johnson  Foundation.  Smaller  community 
hospitals  might  strive  to  become  full-service  institu- 
tions to  lure  lucrative  managed  care  contracts.  While 
transferring  patients  generally  is  viewed  as  without 
risk,  most  referring  cardiologists  would  prefer  to 
send  patients  to  a hospital  that  does  angioplasty  and 
cardiac  surgery. 

On  the  other  side,  of  course,  some  regional  med- 
ical centers,  particularly  those 
in  urban  areas,  might  view 
the  emergence  of  new 
catheterization  laboratories 
as  a threat  to  a traditional  area 
of  expertise  and  income.  In  a 
November  1995  position 
paper  commenting  on  the 
proposed  changes,  a coalition 
of  ten  regional  medical  cen- 
ters urged  the  reinstatement 
of  full  CN  review,  based  upon 
“a  clear  demonstration  of 
need  in  the  region  to  be 
served.”  The  possible  devel- 
opment of  cardiac  catheterization  laboratories  in 
regions  where  there  is  no  unmet  need,  the  coalition 
warned,  “will  undermine  the  critical  mass  of  patients 
needed  to  ensure  quality  outcomes  and  cost  contain- 
ment at  all  cath  labs — new  and  old.” 

Now,  more  than  a year  later,  the  pilot  program  still 
inspires  strong  reactions.  “There  is  tremendous  con- 
cern about  its  impact  on  health  care  across  the  state, 
good  and  bad,”  says  Louis  Teichholz,  MD,  chief  of 
cardiology  and  director  of  cardiac  services  at 
Hackensack  University  Medical  Center,  one  of  the 
hospitals  granted  approval  to  expand  its  existing 
catheterization  facilities. 

Physicians  who  question  the  wisdom  of  the  pilot 
program  see  two  possible  risks  in  the  potential  pro- 
liferation of  catheterization  laboratories.  “In  an  era  of 


cost  containment  and  managed  care,  there  is  a dan- 
ger that  new  laboratories  will  too  aggressively  seek 
more  patients  and  inappropriate  procedures  will  be 
done,”  says  Dr.  Teichholz.  Although  a laboratory  can 
cost  a hospital  between  $3  and  $4  million  to  con- 
struct, cardiac  catheterization  can  be  something  of  a 
cash  cow  for  hospitals  searching  for  new  sources  of 
income.  Pressure  from  HMOs  could  shift  fees  and 
volume  downward,  but  roughly  60  percent  of  pa- 
tients who  receive  cardiac  catheterization  are 
Medicare  enrollees,  and,  thus 
far,  immune  from  managed 
care  penetration. 

Many  physicians  also 
express  concern  about  the 
impact  of  this  shift  toward 
deregulation  on  the  quality 
of  care.  The  new  regulations 
include  a number  of  provi- 
sions intended  to  monitor 
quality,  including  a require- 
ment that  all  pilot  facilities 
licensed  to  provide  low-risk 
catheterizations  perform  a 
minimum  of  350  procedures 
a year  by  the  end  of  the  second  year  of  operation. 
However,  comparable  requirements  for  physicians 
are  significantly  lower.  While  the  director  of  the  pilot 
laboratory  will  be  required  to  perform  at  least  150 
left-heart  catheterizations  per  year  (100  in  the  pilot 
laboratory),  the  standard  for  other  physicians  with 
laboratory  privileges  will  be  50  catheterizations  per 
year. 

Outcomes  research  generally  shows  a strong  rela- 
tionship between  the  number  of  catheterizations 
physicians  perform  and  decreased  morbidity  and 
mortality.  The  American  College  of  Cardiology  and 
the  Society  for  Cardiac  Angiography  recommend 
that  a cardiologist  perform  at  least  150  diagnostic 
catheterizations  per  year  to  remain  proficient.  More 
catheterization  laboratoriess  might  mean  more  cardi- 
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ologists  performing  fewer  procedures  per  physician. 
Some  established  cardiologists  worry  that  their  col- 
leagues might  see  this  as  a convenient  source  of  new 
income  at  a time  when  HMOs  are  scaling  down  fees 
in  other  areas. 

Robert  MacMillan,  MD,  professor  of  medicine  and 
associate  professor  of  radiology,  at  Allegheny 
University  Hospitals,  Hahnemann  Division  in 
Philadelphia,  which  draws  many  patients  from 
southern  New  Jersey  cautions  about  the  new  regula- 
tions in  this  regard.  “There  is  a great  temptation  to 
perform  more  cardiac  catheterization  procedures  as 
more  cardiologists  link  it  to  their  income,”  he  says. 
“These  physicians  may  not  meet  the  minimum 
annual  number  of  cases  to  maintain  proficiency,  but 
hospitals  will  be  reluctant  to  enforce  such  restric- 
tions in  privileges  as  it  may  affect  their  economic 
base  and  the  ability  to  attract  catheterizing  physi- 
cians to  their  institution.” 

Beyond  the  specific  debate  surrounding  cardiac 
catheterization,  some  see  a trend  toward  deregula- 
tion behind  the  easing  of  CN  regulations.  Critics  of 
CN  laws  view  them  as  vestiges  of  a time  when  the 
government  tried  to  restrain  health  care  costs 
through  regulation  of  supply.  These  laws  emerged  in 
the  1970s  in  an  effort  to  control  burgeoning  health 
care  expenditures  by  making  most  hospital  expan- 
sions and  purchases  of  major  equipment  subject  to 
approval  by  state  agencies.  By  1972,  20  states  had 
CN  laws  on  the  books,  and  in  1974  Congress 
required  all  states  to  have  them,  a provision  that  was 
later  repealed  in  the  more  deregulatory  Reagan  years. 

Thirty-eight  states,  including  New  Jersey,  retain 
CN  laws,  although  many  states  have  eased  their  reg- 
ulatory grip.  Most  studies  have  failed  to  show  that 
these  laws  are  effective  in  controlling  health  care 
expenditures  or  costs.  Moreover,  in  an  age  of  “man- 
aged competition,”  some  critics  believe  that  CN  laws 
are  impractical  restraints  on  the  ability  of  HMOs  to 
bring  health  care  costs  under  control. 


Is  the  cardiac  catheterization  pilot  program  simply 
the  first  step  in  a long  march  away  from  CN  regula- 
tions? Knickman  believes  that  “there  was  some  sense 
at  DHSS  that  this  might  be  an  interesting  place  to 
experiment  with  loosening  up  CN.”  By  permitting 
more  hospitals  to  build  cardiac  catheterization  labo- 
ratories, DHSS  essentially  shifts  risk  to  the  providers 
and  allows  the  marketplace  to  govern  the  distribu- 
tion of  resources.  Knickman  thinks  that  DHSS  offi- 
cials doubt  that  many  hospitals  will  actually  build 
these  facilities  because  of  their  considerable  cost — a 
view  that  he  does  not  share. 

For  his  part,  DHSS  Commissioner  Len  Fishman 
sees  the  pilot  program  as  a model  of  prudent  dereg- 
ulation tempered  by  stringent,  state-of-the-art  moni- 
toring of  quality  and  volume  requirements.  Fishman 
acknowledges  that  some  skeptics  see  the  cardiac 
catheterization  pilot  program  as  the  wedge  that  will 
open  the  state  to  far  greater  health  care  deregulation. 
While  calling  for  greater  flexibility  and  expedited 
review  for  certain  services,  such  as  MRIs,  Fishman 
says  he  is  committed  to  the  CN  program:  “I  have  said 
repeatedly  that  the  CN  program  remains  important, 
particularly  for  tertiary  and  other  services  where 
there  is  a significant  correlation  between  volume  and 
quality,  such  as  cardiac  surgery  or  transplant  ser- 
vices.” 

In  the  end,  the  debate  over  cardiac  catheterization 
hinges  on  speculation  about  outcomes,  which  at  this 
point  are  unknown.  Will  liberalized  regulations  lead 
to  more  cardiac  catheterization  laboratories  and  a 
spate  of  unnecessary  procedures?  Will  managed  care 
work  to  increase  pressure  to  build  laboratories,  or 
discourage  the  risk  through  pressures  that  drive 
down  costs  and  volumes?  Can  DHSS  effectively 
monitor  the  volume  of  catheterizations  performed  by 
the  new  laboratories?  Will  a proliferation  of  new  lab- 
oratories dilute  the  quality  of  care? 

There  are  so  many  questions  in  this  time  of 
change  and  in  health  care.  The  answers 
remain  to  be  uncovered. 
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Drug-resistant  Streptococcus 

PNEUMONIAE  IN 

New  Jersey 
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Dr.  Paul  is  the  medical 
director,  Division  of  AIDS 
Prevention  and  Control, 
New  Jersey  Department 
of  Health  and  Senior 
Services  (DHSS).  Mr. 

Crane  and  Dr.  Brown  are 
affiliated  with  DHSS. 

Streptococcus  pneumoniae 
is  a leading  cause  of  illness 
and  death  in  the  United  States, 
causing  an  estimated  3,000 
cases  of  meningitis  annually 
with  a 20  percent  case  fatality 
rate,  50,000  cases  a year  of 
bacteremia  with  a 20  percent 
case  fatality  rate,  150,000  to 

570.000  cases  annually  of 
pneumonia  with  a 5 percent 
case  fatality  rate,  and  seven 
million  cases  of  otitis  media 
each  year.M  The  estimated 

40.000  Streptococcus  pneumo- 
n/ae-related  deaths  annually  in 
the  United  States  occur  dispro- 
portionately among  the  elderly 
and  those  with  serious  underly- 
ing diseases.' 

Previously,  Streptococcus 
pneumoniae  was  uniformly  sus- 
ceptible to  penicillin.  However, 
drug-resistant  Streptococcus 
pneumoniae  (DRSP)  was  first 


seen  in  Australia  and  New 
Guinea  in  1967,  in  South 
Africa  in  1976,  and  in  Spain  in 
the  late  1980s,  and  emerged 
as  a problem  in  the  United 
States  in  the  1 990s.56 

The  New  Jersey  Department 
of  Health  and  Senior  Services 
(DHSS)  developed  the  first 
statewide  hospital  laboratory- 
based  antibiotic-resistant  bacte- 
ria surveillance  in  the  United 
States.78  Penicillin-resistant  Strep- 
tococus  pneumoniae  (PRSP) 
blood  isolates  are  included  in 
the  surveillance  system.  This 
surveillance  system  was  used  to 
detect  and  monitor  the  progres- 
sion of  PRSP  in  New  Jersey. 

Methods.  DHSS  antibiotic- 
resistant  bacteria  surveillance 
system  is  a hospital  laboratory- 
based  active  surveillance  sys- 
tem. All  95  acute  care  general 
hospitals  licensed  by  the  state 
of  New  Jersey  participate  in  the 
surveillance  system.  Organisms 
targeted  for  surveillance  include 
methicillin-resistant  Staphylococcus 
aureus,  gram-positive  cocci 
resistant  to  vancomycin;  gram- 
negative bacilli  resistant  to 


imipenem;  gram-negative  bacil- 
li resistant  to  amikacin;  and 
pneumococcal/streptococcal 
isolates  resistant  to  penicillin. 

On  a monthly  basis,  each 
hospital  submits  a surveillance 
form  to  DHSS  that  includes 
information  on  the  number  of 
penicillin-resistant  Streptococ- 
cus pneumoniae  blood  isolates. 
Duplicate  isolates  from  the 
same  patient  are  included  in 
the  number  of  PRSP  blood  iso- 
lates. Hospitals  are  contacted 
on  a reguhr  basis  by  the  sur- 
veillance coordinator  to  verify 
the  number  of  isolates  and  to 
encourage  participation. 

For  the  purposes  of  this 
study,  PRSP  was  defined  using 
the  National  Committee  for 
Clinical  Laboratory  Standards 
(NCCLS)  guidelines. 

The  DHSS  antibiotic-resistant 
bacteria  surveillance  system 
does  not  include  patient  identi- 
fying information.  To  avoid 
bias  due  to  the  reporting  of  mul- 
tiple blood  isolates  from  the 
same  patient,  hospitals  were 
categorized  as  reporting  no 
PRSP  blood  isolates  or  report- 


WM 


New  Jersey  llEBiriNE  29 


FEATURE 

Drug-resistant  Streptococcus  pneumoniae  (DRSP)  is  an 
emerging  pathogen  in  New  Jersey.  The  number  of  DRSP 
reports  have  increased  significantly  in  the  past  four  years. 


Number  of  Isolates 


Quarter  (3-Month  Period) 

Figure  1 . New  Jersey  hospitals  with  penicillin-resistant 
Streptococcus  pneumoniae,  blood  isolates,  1991  through  1995. 


ing  at  least  one  PRSP  blood  iso- 
late. The  Poisson  variance  test 
and  McNamar's  chi-square  test 
were  performed  using  Epi-lnfo 
6.0. 

Results.  All  95  acute  care 
general  hospitals  licensed  by 
DHSS  submitted  monthly  sur- 
veillance reports  from  January 
1991  through  December 
1995. 

The  Table  depicts  the  number 
of  PRSP  blood  isolates  and  the 
number  of  hospitals  reporting 
PRSP  blood  isolates  annually 
from  January  1991  through 
December  1995.  The  increase 
from  nine  isolates  reported  in 
1991  to  83  isolates  reported  in 
1 995  is  statistically  significant 
(P<0.0001).  The  increased 
number  of  hospitals  reporting 


PRSP  blood  isolates  from  6 in 
1991  to  36  in  1 995  also  is  sta- 
tistically significant  (P<0.0001). 

Figure  1 is  a graphical  rep- 
resentation of  the  number  of 
hospitals  reporting  PRSP  blood 
isolates  from  January  1991 
through  December  1995.  An 
increasing  trend  in  the  number 
of  hospitals  reporting  PRSP 
blood  isolates  was  reported 
beginning  in  the  third  quarter 
of  1993  and  continuing 
through  December  1995. 
Since  the  third  quarter  of 
1 993,  the  number  of  hospitals 
reporting  PRSP  blood  isolates 
has  consistently  exceeded  the 
baseline  that  had  been  estab- 
lished for  the  previous  two 
years. 


Figure  2 illustrates  the 
increase  in  PRSP  blood  isolates. 
This  increase,  that  began  in  the 
third  quarter  of  1 993,  persisted 
through  1995.  Since  the  third 
quarter  of  1 993,  the  number  of 
PRSP  blood  isolates  has  consis- 
tently exceeded  the  baseline 
that  had  been  established  for 
the  previous  ten  quarters. 

PRSP  blood  isolates  were 
reported  from  Morris,  Essex, 
Hudson,  Union,  Middlesex, 
and  Ocean  Counties  in  1991. 
Subsequently,  PRSP  blood  iso- 
lates have  been  reported  from 
hospitals  in  all  21  counties  in 
New  Jersey. 

Discussion.  Penicillin-resis- 
tant Streptococcus  pneumoniae 
has  become  an  increasingly 
important  pathogen  throughout 
New  Jersey.  The  number  of 
PRSP  blood  isolates  reported 
and  the  number  of  hospitals 
reporting  PRSP  blood  isolates 
have  increased  significantly 
since  surveillance  began  in 
January  1991 . PRSP  blood  iso- 
lates now  have  been  reported 
from  all  21  counties  in  New 
Jersey. 

The  concern  for  antimicro- 
bial-resistant Streptococcus  pneu- 
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All  95  acute  care  general  hospitals  licensed  by  the  state  of 
New  Jersey  participate  in  the  antibiotic-resistant  surveillance 
system  that  has  been  in  effect  since  the  early  1990s. 


moniae  is  not  limited  to  peni- 
cillin resistance.  Pneumococcal 
resistance  has  been  reported 
for  beta-lactams,  macrolides, 
chloramphenicol,  and  sulfon- 
amides.3 The  advent  and 
increasing  incidence  of  drug- 
resistant  Streptococcus  pneu- 
moniae has 
prompted  some 
changes  in  labo- 
ratory testing  tech- 
niques. Although 
laboratory  identi- 
fication still  de- 
pends largely  on 
the  use  of  suscep- 
tibility to  optichin 
and  bile  solubility 
tests,  there  has 
been  a substantial 
change  in  drug 
susceptibility  test- 
ing. NCCLS  currently  recom- 
mends that  microbiology  labo- 
ratories screen  for  penicillin 
resistance.  Oxacillin  disk  diffu- 
sion is  a simple  method  to 
screen  for  penicillin  resistance. 
If  the  zone  of  inhibition  is  less 
than  or  equal  to  19  mm,  mini- 
mal inhibitory  concentration 
(MIC)  testing  should  be  per- 
formed. Several  methods  cur- 
rently are  available  for  MIC 


testing.  These  include  agar  dilu- 
tion, broth  macro  dilution, 
broth  micro  dilution,  and  gradi- 
ent diffusion  (E-test).  Micro  dilu- 
tion and  the  E-test  are  the  most 
popular.  Many  of  the  automat- 
ed in  vitro  MIC  methods  have 
problems  correctly  determining 


the  concentrations.  The  most 
recent  manufacturer's  update 
list  should  be  examined  with 
respect  to  the  ability  to  perform 
automated  MIC  testing  on 
Streptococcus  pneumoniae.9  ' 1 
The  impact  of  antimicrobial 
resistance  on  the  clinical  out- 
come of  patients  with  invasive 
and  noninvasive  DRSP  is 
unclear.34  However,  emer- 
gence of  DRSP  makes  it  more 


difficult  to  treat  pneumococcal 
infections  and  may  result  in  an 
increased  incidence  of  serious 
complications.12  The  optimal 
treatment  regimen  for  DRSP 
infections  has  yet  to  be  defined. 
The  Centers  for  Disease  Control 
and  Prevention  (CDC)  has 
established  a 
working  group 
to  develop  con- 
sensus guide- 
lines for  the 
management 
of  pneumococ- 
cal infections.3  4 
Vancomycin 
has  been  used 
to  treat  pa- 
tients with  men- 
ingitis caused 
by  Streptococ- 
cus pneumoni- 
ae strains  resistant  to  extended- 
spectrum  cephalosporins,  e.g. 
cefotaxime  and  ceftriaxone.13 

Previously,  when  Streptoco- 
ccus pneumoniae  susceptibility 
to  penicillin  was  universal, 
patients  could  be  treated  empir- 
ically with  penicillin  without 
knowing  the  susceptibility  pat- 
tern.13 However,  in  the  era  of 
DRSP  it  is  important  for  appro- 
priate selection  of  empiric  treat- 
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Figure  2.  New  Jersey  hospitals  with  penicillin-resistant 
Streptococcus  pneumoniae,  blood  isolates,  1991  through  1995. 


New  Jersey  Medicine  31 


FEATURE 

Although  treatment  for  Streptococcus  pneumoniae  has  yet  to 
he  clearly  defined,  a safe  pneumococcal  vaccine  has  been 
available  for  the  past  two  decades. 


Table.  Penicillin-resistant  Streptococcus 
pneumoniae. 

Blood  Isolates-New  Jersey 

1991-1995 


Year 

Number  of 
Isolates 

Number  of 
Hospitals 

1991 

9 

6 

1992 

16 

12 

1993 

27 

19 

1994 

59 

30 

1995 

83 

36 

merit  to  be  aware  of  the  level  of 
DRSP  in  the  community.3  '3 

Although  treatment  for  DRSP 
has  yet  to  be  clearly  defined,  a 
safe  pneumococcal  vaccine 
has  been  available  for  almost 
two  decades.  While  up  to  one- 
half  of  vaccine  recipients  may 
experience  a brief  period  of 
erythema  and  pain  at  the  injec- 
tion site,  more  serious  reactions 
are  very  rare.  Although  studies 
of  the  vaccine's  efficacy  in  pre- 
venting routine  pneumonia 
have  given  mixed  results,  the 
vaccine  does  reduce  the  risk  of 
the  most  serious  invasive  forms 
of  pneumococcal  infection. 

As  with  many  other  adult 
immunizations,  pneumococcal 
vaccine  is  vastly  underutilized. 


National  data  show  that  only 
1 5 to  20  percent  of  candidates 
for  pneumococcal  vaccine  actu- 
ally have  received  it.5'6  A sur- 
vey determines  that  nursing 
homes  have  not  taken  advan- 
tage of  pneumococcal  vaccina- 
tion for  their  residents.6  Thus, 
even  a moderately  effective 
vaccine  will  have  a consider- 
able impact  on  the  incidence  of 
an  extremely  common  disease, 
especially  one  that  is  increas- 
ingly antibiotic  resistant. 

National  recommendations 
for  pneumococcal  vaccination 
have  been  published  by  the 
United  States  Department  of 
Health  and  Human  Services 
Public  Health  Service.  Candi- 
dates for  pneumococcal  vac- 


cine include  people  65  years  of 
age  and  older  and  people  less 
than  65  years  of  age  with 
chronic  underlying  medical 
problems.  For  people  less  than 
65  years  of  age,  these  medical 
conditions  include  cardiovascu- 
lar disease,  pulmonary  dis- 
ease, diabetes  mellitus,  alco- 
holism, cirrhosis,  cerebrospinal 
fluid  leaks,  lack  of  a spleen, 
splenic  dysfunction,  Hodgkin's 
disease,  lymphoma,  multiple 
myeloma,  chronic  renal  failure, 
nephrotic  syndrome,  or  organ 
transplant.  Adults  with  HIV 
infection  also  should  receive 
the  pneumococcal  vaccine.'4 
DHSS  strongly  encourages  any- 
one who  is  eligible  for  the 
pneumococcal  vaccine  to 
receive  it.  However,  children 
under  two  years  of  age  are  not 
vaccine  eligible.  Pneumococcal 
vaccination  is  included  in  the 
reimbursement  schedule  for 
Medicare  and  Medicaid. 

The  impetus  for  the  spread  of 
DRSP  in  communities  has  been 
excessive  antibiotic  usage. 12,15 
Therefore,  along  with  immu- 
nization of  the  vaccine  eligible 
population,  it  is  important  for 
physicians  and  patients  to 
reduce  unnecessary  antibiotic 
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The  impetus  for  the  spread  of  DRSP  has  been  excessive 
antibiotic  usage.  It  is  important  for  health  care  professionals 
and  patients  to  reduce  unnecessary  antibiotic  usage. 


usage.  2 Otherwise,  the  current 
trend  in  antibiotic  resistance 
may  be  the  first  step  in  entering 
the  post-antibiotic  era.  If  this 
were  to  occur,  the  case  fatality 
rate  for  invasive  pneumococcal 
disease  could  return  to  pre- 
antibiotic levels — a 75  percent 
mortality  rate  for  bacteremia 
pneumococcal  pneumonia/ 
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MSN/  WEBSITE  SURVEY 


The  MSNJ  Website  is  coming  in  January  1997!  And,  we  are  interested  in  knowing  about  your  Internet  capabilities. 
If  you  have  access  to  the  world  wide  web,  please  visit  our  on-line  survey  at  http://www.PInGsite.com/msnjsurvey. 
If  you  do  not  have  access  to  the  world  wide  web,  please  fill  out  the  following  survey  and  FAX  to  609/896-1368. 

Name:  

Address:  

Phone:  

E-mail:  

Member:  

Would  you  be  interested  in  assistance  with  gaining  access  to  the  web,  if  provided  by  MSNJ? 

Yes No 

Do  you  have  access  to  a PC  with  a modem?  What  type  of  PC? 

Home Home 

Work Work 

Would  you  purchase  a low  cost  PC  specifically  to  access  the  MSNJ  website? 

Yes No 

What  features  would  you  like  to  see  on  the  MSNJ  website? 

Publications  

Legislation  

MSNJ  Activities  

Referrals  

Guest  Speakers  

CME  

MRAC  

Other  

Would  you  be  interested  in  putting  a Home  Page  on  the  MSNJ  website? 

Yes No 

What  features  would  you  like  to  have  on  your  Home  page? 

First-time  visit  form  

Directions  to  office  

Key  staff  listings  

Personal  messages  

Practice  information  

Brochure  information  

Other  


FAX:  609/896-1368 
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Sheila  Smith  Noonan 


Until  recently,  New 
Jerseyans'  exposure  to 
physician  assistants  (PAs) 
was  through  television 
programs  such  as  "E.R." 
But  with  the  1992 
legislation  enabling  PAs 
to  work  in  New  Jersey 
and  a growing 
acceptance  among 
physicians,  patients  are 
seeing  more  of  these 
health  care  providers  in 
the  examining  room. 

PAs  emerged  in  the  mid- 
1 960s  as  a way  to  meet  the 
growing  demand  for  physi- 
cians' services,  particularly  in 
underserved  areas.  Nationally, 
there  are  26,000  PAs  working 
in  clinical  practice,  with  slightly 
more  than  200  employed  in 
New  Jersey.  PAs  practice  under 
the  supervision  of  physicians, 
who  generally  are  on  site;  in 
some  rural  areas,  PAs  commu- 
nicate with  a supervisor  by  tele- 
phone or  fax. 

"Often  at  first,  a doctor 
closely  supervises  a PA's  prac- 
tice, but  as  the  physician 
becomes  more  comfortable 
with  the  PA,  more  responsibili- 
ties are  added,"  says  Ruth 
Fixelle,  director  of  the  Physician 


Physician  assistants 

COME  OF  AGE  IN  NEW  JERSEY 


Assistant  Program  cosponsored 
by  UMDNJ  and  Rutgers  Uni- 
versity. "It's  a dependent  rela- 
tionship in  which  PAs  must  rec- 
ognize their  role  and  their  limi- 
tations." 

The  role  PAs  play  is  shaped 
by  state  regulations  and  the 
supervising  physician's  normal 
scope  of  practice.  For  example, 
it  is  estimated  that  PAs  can  per- 
form between  70  and  80  per- 
cent of  a general  practitioner's 
clinical  activities,  including  con- 
ducting physi- 
cal examina- 
tions, suturing 
lacerations,  ap- 
plying casts,  as- 
sisting in  sur- 
gery, ordering 
laboratory  tests, 
and  developing 
a treatment 
plan.  While  PAs 
work  in  more 
than  60  special- 
ty fields,  a 
1 995  survey  of  American 
Academy  of  Physician  Assis- 
tants members  found  one-half 
the  respondents  are  in  primary 
care  practice.  Family/general 
medicine  and  surgery  are  the 
two  largest  areas  of  practice 
for  PAs. 


In  some  states,  PAs  can  write 
prescriptions,  but  in  New  Jer- 
sey, they  can  only  do  so  for 
patients  being  discharged  from 
the  hospital.  Plans  to  address 
prescription  writing  privileges 
with  the  state  are  in  formative 
stages,  according  to  Joe 
Thornton,  president  of  the  New 
Jersey  State  Society  of  Phy- 
sician Assistants  and  acting 
director  of  the  Physician  Assis- 
tant Program  cosponsored  by 
UMDNJ  and  Seton  Hall  Univer- 
sity. "Eventually,  we  hope  PAs 
in  New  Jersey 
will  be  able  to 
write  prescrip- 
tions for  all  pa- 
tients, enabling 
them  to  be  used 
to  the  full  capac- 
ity of  their  edu- 
cation and  prep- 
aration," he 
says. 

Although  PAs 
have  not  worked 
in  New  Jersey  for  very  long, 
they  have  trained  here  since 
1975  under  the  Rutgers  pro- 
gram. For  eight  of  the  past  ten 
years,  students  in  this  program 
achieved  a 100  percent  pass 
rate  on  the  National  Certifying 
Examination  for  Physician 


Gloria  Reuben  plays  the  lone  PA  on  the 
television  show,  "E.R.".  © Chris  Haston 
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Assistants.  The 
program's  rep- 
utation, along 
with  the  profes- 
sion's growth, 
may  account 
for  the  high 
number  of  ap- 
plicants vying 
for  classroom 
seats.  Recently, 
according  to 
Fixelle,  the  pro- 
gram has  been 
receiving  800 
to  900  applica- 
tions for  50  student  openings. 

"Some  people  may  see 
becoming  a doctor  as  taking  a 
lot  of  time,  costing  a lot  of 
money,  and  perhaps  interfering 
with  family,  but  may  still  want 
to  care  for  patients.  Becoming 
a PA  is  a good  alternative," 
comments  Fixelle.  "What  do 
they  sacrifice?  They  don't  make 
as  much  money  as  doctors  or 
have  the  autonomy." 

The  Seton  Hall  program, 
now  in  its  second  year,  was 
created  because  of  the  expand- 
ing job  market  in  the  state  for 
PAs  and  because  of  the  advo- 
cacy of  UMDNJ  President 
Stanley  S.  Bergen,  Jr,  MD. 

While  many  PA  programs 
nationwide  are  two  years  and 
award  a bachelor's  degree, 
both  New  Jersey  programs 
require  three  years  of  study  and 


bestow  a master's  degree.  "We 
believe  it's  the  best  program 
design  to  educate  PAs,"  says 
Fixelle.  "We  can  offer  more 
courses  and  more  clinical  clerk- 
ships, and  I think  the  responsi- 
bilities of  PAs  have  evolved 
over  time  that  they  need  that 
kind  of  education." 

Modeled  after  medical 
school,  PA  education  combines 
clinical  science  classes  and 
clinical  training.  In  the  first  half 
of  the  Rutgers  program,  for 
example,  students  take  bio- 
chemistry, medical  physiology, 
and  neuroanatomy  courses. 
The  second  half  consists  pri- 
marily of  hands-on  clerkships 
covering  such  areas  as  pedi- 
atrics, surgery,  emergency 
medicine,  and  family  medicine, 
with  training  in  subspecialties 
as  dermatology  and  cardiotho- 


racic  surgery.  Stu- 
dents spend  about 
50  hours  a week  at 
clinical  sites,  where 
they  make  rounds 
and  are  on  call. 

Christine  Lang,  a 
second-year  Rut- 
gers student,  consid- 
ered medical  school, 
but  opted  for  PA 
training.  "It's  a 
dynamic  and  flexi- 
ble profession  that 
enables  PAs  to  pro- 
vide patient  care 
without  the  years  of  training 
and  other  demands  doctors 
face,"  Lang  says.  "There  are 
doctors  in  my  family,  and  it 
seems  they're  always  on  call." 
Lang,  interested  in  working  in 
an  emergency  room  or  operat- 
ing room  in  a medically  under- 
served area,  believes,  "While 
some  PAs  choose  to  have  that 
workload,  there's  generally 
more  opportunity  for  personal 
time.  I was  encouraged  to 
apply  to  medical  school,  but 
realized  that  the  PA  profession 
was  better  suited  for  me  and  I 
was  better  suited  for  it." 

After  completing  her  training 
next  year,  Lang,  like  other  PA 
graduates,  will  take  the 
National  Certifying  Examina- 
tion for  Physician  Assistants.  To 
maintain  this  certification,  PAs 
must  complete  100  hours  of 
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continuing  medical 
education  over  two 
years  and  pass  a 
recertification  ex- 
amination every  six 
years. 

Why  would  a 
physician  choose  to 
hire  a PA?  To  Dr.  Joe 
Schwenkler  of  Plea- 
sant Run  Family 
Physicians  in  Nesh- 
anic  Station,  there 
are  two  main  rea- 
sons: PAs  provide 
quality  care  for  patients,  and 
financially,  it  is  a sound 
arrangement,  as  PAs  have  a 
median  income  range  of 
$55,000  to  $60,000. 

"It's  a good  idea  for  the 
team  approach  to  health  care. 
When  you  have  someone 
working  under  a doctor's  super- 
vision in  the  office,  and  this  per- 
son can  do  the  job  as  well  as  a 
physician,  it  makes  sense  to 
bring  them  on  the  team,  " he 
says. 

Dr.  Schwenkler,  who  trained 
as  a PA  before  being  accepted 
into  medical  school,  hired  PA 
LaNelle  McKay  in  1 995.  A for- 
mer biology  teacher,  McKay 
became  a PA  to  "stimulate  my 
brain  and  find  a new  chal- 
lenge— the  challenge  of  diag- 
nosis and  treatment."  Before 


patient  educa- 
tion is  ongoing. 


Together  in  the  office,  Dr.  Schwenkler  and  Ms.  McKay 
with  the  office  manager  (seated)  before  office 


review  patient  charts 
hours  begin. 


"PAs 
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a 
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joining  Pleasant  Run,  she 
worked  for  Planned  Parent- 
hood of  Bucks  County,  Pennsyl- 
vania, where  she  performed 
ob/gyn  examinations,  diag- 
nosed and  treated  sexually 
transmitted  diseases,  and  coun- 
seled patients  about  contracep- 
tion. She  also  worked  for 
Rutgers  Student  Health  Service. 

"I  enjoy  family  practice, 
where  I see  a broad  spectrum 
of  patients  ranging  from  new- 
born babies  to  a 104-year-old 
woman  with  Lyme  disease," 
says  McKay.  "I  always  have 
physician  backup,  and  I consult 
with  the  doctors  about  1 0 per- 
cent of  the  time,  either  at  the 
time  of  the  patient's  visit  or  the 
same  day." 

Introducing  McKay  and  the 
PA  concept  to  Pleasant  Run 
patients  began  with  a letter,  but 


While  at  Pleasant  Run,  says 
McKay,  there  have  been  about 
three  "negative  encounters" 
when  patients  asked  to  see  a 
doctor  rather  than  her.  "We 
accommodate  our  patients  and 
respect  their  right  to  choose," 
she  says,  noting  that  the  PA 
concept  still  is  new  to  many — 
and  not  only  patients. 

"After  I was  on  the  job  for 
about  a year,  one  of  our  nurses 
told  me  she  had  reservations 
about  PAs,  but  now  she  thinks 
they're  great!" 

Dr.  Schwenkler  says,  "I 
would  expect,  over  time,  that 
the  majority  of  primary  care 
providers  will  work  with  physi- 
cian extenders,  whether  PAs  or 
nurse  practitioners.  They  just 
haven't  thought  of  it  FjnTl 
yet." 


I 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 


CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 


38  NSW  Jersey  Medicine 


John  A.  Calabria 


Mr.  Calabria  is 
program  manager  for  the 
Department  of  Health 
and  Senior  Services, 
Division  of  Health 
Facilities  Evaluation  and 
Licensing. 

In  the  latter  part  of  1991,  the 
New  Jersey  Department  of 
Health  and  Senior  Services 
(DHSS)  began  a serious  exami- 
nation of  the  state's  long-term 
care  system.  This  examination 
revealed  a dearth  of  care 
options  for  nursing  home-eligi- 
ble individuals.  It  was  deter- 
mined, to  the  greatest  extent 
possible,  that  people  should 
have  a wide  choice  of  settings 
to  receive  needed  long-term 
care  services.  These  new  place- 
ment options  should  emphasize 
privacy,  independence,  dignity, 
personal  freedom,  and  afford- 
ability, and  be  built  around  the 
concept  of  aging  in  place. 

In  response  to  this  examina- 
tion, DHSS  proposed  two  new 
options  for  those  persons 
requiring  long-term  care:  assist- 
ed living,  for  which  licensing 
regulations  were  promulgated 
in  December  1993;  and  alter- 
nate family  care,  for  which  reg- 
ulations were  made  known  in 
February  1996.  These  regula- 


Assisted living  and 

ALTERNATIVE  FAMILY 
CARE  OPTIONS 


tions  were  developed  with  the 
considerable  input  and  exper- 
tise of  advisory  groups  repre- 
senting a broad  spectrum  of 
interested  organizations. 

These  two  options  permit  a 
great  deal  of  freedom  and 
autonomy  to  persons  who  uti- 
lize them.  In  developing  these 
options,  DHSS  has  been  guid- 
ed by  the  following  four  princi- 
ples described  by  Commission- 
er Len  Fishman,  in  a 1995  con- 
ference on  aging: 

1 . Access,  through  the 
development  of  more  long-term 
care  options  covered  by 
Medicaid  and  accessible 
through  a single  point  of  entry 
system  called  New  Jersey  EASE 
(Easy  Access,  Single  Entry)  that 
was  launched  in  eight  pilot 
counties  in  July  1995. 

2.  Responsiveness,  by  en- 
couraging the  implementation 
of  these  new  options  through 
regulations  that  control  only 
what  must  be  regulated  by 
being  flexible  and  nonprescrip- 
tive  wherever  possible. 

3.  Value,  by  encouraging 
the  new  options  to  embrace  the 
moderate  regulatory  environ- 
ment and  offer  services  that 
emphasize  freedom  and  auton- 
omy and,  thus,  "more  bang  for 
the  buck." 


4.  Protection,  which  flows 
from  good  solid,  but  reason- 
able, regulations,  accompa- 
nied by  vigilant  oversight  to 
ensure  that  the  regulations  are 
observed  and  enforced. 

The  licensing  regulations  for 
assisted  living  and  alternate 
family  care  have  been 
designed  to  fully  follow  the  pre- 
ceding principles. 

Assisted  living  is  the  best 
known  of  the  new  options.  The 
aim  of  assisted  living  is  to  pro- 
vide various  supportive,  per- 
sonal, and  health  care  services 
in  an  environment  that  pro- 
motes independence,  dignity, 
participation  in  decision  mak- 
ing, and  privacy.  Assisted  liv- 
ing regulations  are  designed 
around  the  concept  of  aging  in 
place  and  a housing/social 
model,  rather  than  a medical 
model,  so  that  as  an  individ- 
ual's care  needs  increase,  so 
does  the  array  of  services 
available  in  the  facility.  Ad- 
ditionally, because  of  the  more 
flexible  licensing  requirements, 
most  of  these  services  also  are 
less  expensive  than  in  the  tradi- 
tional nursing  home. 

Assisted  living  facilities  offer 
two  to  three  meals  each  day, 
assistance  with  activities  of 
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daily  living,  organized  activi- 
ties, supportive  personal  care 
services,  regular  health  care 
assessments,  and  other  health 
care  services  by  a registered 
nurse,  and  medication  man- 
agement. 

The  latter  two  services  repre- 
sent unique  features  of  the 
assisted  living  service  array  in 
New  Jersey.  New  Jersey  is  the 
only  state  in  the  nation  to 
require  assisted  living  facilities 
to  commit  to  having  20  percent 
of  their  beds  filled  by  nursing 
home-eligible  individuals  within 
three  years  of  licensing.  This 
readily  promotes  the  concept  of 
aging  in  place,  and  allows 
assisted  living  to  function  as  a 
true  alternative  to  a nursing 
home. 


At  the  very  beginning  of  reg- 
ulation development,  DHSS  staff 
successfully  worked  with  the 
State  Board  of  Nursing  to 
ensure  that  in  specified  circum- 
stances, specially  trained  and 


tested  certified  nurse  aides  and 
certified  homemaker/home 
health  aides  are  permitted  to 
administer  medications  in  the 
assisted  living  environment.  This 
visionary  position  by  the  nursing 
board  enables  the  facility's  reg- 
istered nurse  to  delegate  certain 
medication  administration  tasks 
and,  thus,  provides  the  facility 
with  a less  institutional  environ- 
ment, as  well  as  a less  costly  ser- 
vice package. 

Currently  there  are  two  types 
of  assisted  living  environments 
licensed  in  this  state.  Both  offer 
the  same  array  of  services  and 
differ  only  in  their  physical  envi- 
ronment. An  assisted  living  resi- 
dence is  a newly  constructed  or 
extensively  renovated  building 
that  provides  a private  bathroom 
and  kitchenette  in  each 
residential  unit.  A com- 
prehensive personal 
care  home  is  an  option 
for  a structure  that  was 
licensed  or  approved 
as  a residential  health 
care  facility  or  a long- 
term care  facility  by 
DHSS  or  as  a Class  C 
Boarding  Home  by  the 
Department  of  Com- 
munity Affairs  prior  to 
the  promulgation  of  the 
assisted  living  licensing 
regulations  on  December  20, 
1993.  These  are  designed  to 
allow  individuals  who  currently 
reside  in  one  of  these  other  facil- 
ity categories  to  choose  to 
remain  if  they  desire,  so  long  as 


the  facility  is  able  to  provide  the 
assisted  living  service  package. 
Because  installing  private  bath- 
rooms and  kitchenettes  in  each 
unit  in  such  existing  buildings 
would  be  prohibitively  expen- 
sive, comprehensive  personal 
care  homes  will  not  generally 
offer  these  amenities.  In  addi- 
tion, because  they  are  conver- 
sions from  another  kind  of  facil- 
ity, their  room  size  requirements 
are  somewhat  smaller  than 
those  of  an  assisted  living  resi- 
dence. However,  both  types  of 
environments  must  provide 
room  entrance  doors  that  are 
lockable  by  the  occupants  to 
ensure  privacy  and  dignity  at 
all  times. 

As  of  August  15,  1996,  ten 
facilities  with  657  beds  were 
licensed  statewide  to  provide 
assisted  living  services.  How- 
ever, the  true  measure  of  the 
popularity  of  this  option  is  best 
illustrated  by  the  fact  that  more 
than  100  applications  request- 
ing over  12,000  beds  have 
been  approved  by  DHSS  to 
undertake  the  construction/ren- 
ovation  to  permit  their  licensure 
over  the  next  few  years. 
Additionally,  DHSS  receives 
approximately  ten  applica- 
tions/requests for  a total  of 
about  1 ,000  beds  every 
month.  Clearly,  the  market  has 
enthusiastically  responded  to 
this  initiative,  with  its  lessened 
regulatory  burden. 
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By  the  end  of  1996,  DHSS 
plans  to  add  a third  assisted  liv- 
ing modality  called  an  assisted 
living  program.  This  will  be  an 
entity  licensed  to  provide  the 
above-noted  service 
package  to  residents  of 
publicly  subsidized 
housing  in  their  own 
apartments.  This  will 
enable  those  residents 
who  voluntarily  choose 
to  participate  in  the  pro- 
gram to  age  in  place  at 
home  and  postpone  or 
eliminate  the  need  for 
nursing  home  place- 
ment. At  present,  this 
modality  is  limited  to  publicly 
subsidized  housing  because 
such  housing  is  not  permitted 
by  housing  laws  to  become  a 
licensed  health  care  provider 
such  as  an  assisted  living  resi- 
dence; individuals  in  such  hous- 
ing are,  but  certainly  not 
always,  more  frail  and  at  risk  of 
nursing  home  placement  than 
the  general  elderly  or  disabled 
population;  and  the  program 
has  been  piloted  for  over  a 
year  at  Asbury  Towers  in 
Asbury  Park  by  a remarkably 
committed  provider,  the  Pres- 
byterian Homes  of  New  Jersey. 

Alternate  family  care  is 
another  option  that  is  available 
in  New  Jersey's  long-term  care 
continuum.  As  outlined  in  the 
current  regulations,  DHSS  will 
license  a sponsor  agency  that 


will  seek  out  families  willing  to 
care  for  one  to  three  elderly  or 
disabled  individuals  in  their 
homes.  This  setting  provides 


room,  board,  assistance  with 
activities  of  daily  living,  med- 
ication management,  and  limit- 
ed professional  nursing  super- 
vision. The  participant  in  this 
option  becomes  a part  of  the 
caregiver's  family  and  it  is  the 
sponsor  agency,  not  the  care- 
giver or  the  caregiver's  home, 
that  is  licensed.  As  of  August 
15,  1996,  ten  sponsor  agen- 
cies were  approved  to  take  the 
necessary  steps  to  become 
licensed.  All  of  these  are 
licensed  and  in  operation  since 
September  1996. 

To  help  pay  for  assisted  liv- 
ing and  alternate  family  care, 
the  Medicaid  program  has 
received  a three-year  waiver 
from  the  federal  government  to 
permit  the  use  of  Medicaid 
funds  to  reimburse  for  health 


care  services  provided  to 
Medicaid-eligible  individuals  in 
alternative  family  care  and  the 
three  assisted  living  environ- 
ments. The  waiver  provides 
5 00  slots  per  year  for 
each  of  the  three  years 
for  a total  of  1 ,500  indi- 
viduals who  will  be 
served  in  the  third  year. 
It  is  expected  that  both 
assisted  living  and  alter- 
nate family  care  will 
prove  their  effectiveness 
in  terms  of  providing 
quality  care  and  in  cost 
savings  so  that  Medi- 
caid participation  in 
these  options  can  be 
expanded. 

On  July  1 , 1 996,  the  Di- 
vision on  Aging  from  the  De- 
partment of  Community  Affairs, 
the  long-term  care  portions  of 
the  Medicaid  program  from  the 
Department  of  Human  Ser- 
vices, and  long-term  care  insur- 
ance counseling  from  the 
Department  of  Banking  and 
Insurance  came  under  the  aus- 
pices of  DHSS.  Under  the  direc- 
tion of  Deputy  Commissioner 
Susan  Reinhard,  the  Division  of 
Senior  Services  will  implement 
this  consolidation  to  enable  far 
better  planning  and  coordina- 
tion of  the  wide  array  of  senior 
services  currently  available  and 
will  encourage  and  nurture  the 
fostering  of  ideas  and  values 
that  will  be  necessary  to 
meet  the  long-term  care 
challenges  of  the  future.  ■■■■ 
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GIVE  CREDIT 
WHERE 

CREDIT  IS  DUE. 

WHEN  IT’S 
OVERDUE, 


Aren’t  you  tired  of  giving  away  your 
services  to  people  who  have  no  in- 
tention of  paying? 

NCO  can  customize  a collection 
package  that  brings  in  your  money 
without  offending  anyone.  We  work 
to  get  you  your  money...  fast. 

NCO  will  reduce  credit  risks,  reduce 
overhead  and  maximize  profitability. 

As  the  Medical  Society  of  New  Jer- 
sey’s newly  endorsed  vendor  for  col- 
lection services,  NCO  is  offering  a 
“coupon  buyback”  program  to  cur- 
rent I.C.  System  clients.  This  allows 
you  to  switch  to  NCO  without  incur- 
ring a financial  loss. 


For  further  information  on  the 
coupon  buyback  program  or  other 
services,  please  call  Nathan  G. 
Browning  at  NCO. 

Time  is  money... call  today! 

(800)  709-8697 


Financial  Systems,  Inc. 


Endorsed  Vendor  of 


Medical  Society  of  New  Jersey 
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HOW  CAN  WE  PROVIDE 
SUBACUTE  CARE? 


Rich  Abrams 


Gary  S.  Carter 


Freestanding 
nursing 
facilities 
are  better 
qualified  to 
provide 
subacute  care 
in  an 

efficient  and 
cost-effective 
manner: 

During  the  legislative  debate,  proponents  argued 
that  S-368/A-510  was  good  public  policy  because  it 
would  provide  convenience  and  enhanced  access  for 
patients,  and  would  not  burden  taxpayers  with 
unnecessary  and  exorbitant  health  care  costs.  While 
convenience  to  the  patient  of  moving  “down  the 
hall”  rather  than  “across  town”  cannot  be  ignored, 
the  justification  of  enhanced  access  and  cost  neutral- 
ity cannot  be  sustained.  Indeed,  once  we  examine 
the  facts,  subacute  care  services  provided  in  New 
Jersey’s  nursing  facilities  are  quality  services  that 
New  Jersey  residents  have  access  to  at  the  lowest 
possible  cost.  In  the  current  budgetary  environment, 
when  we  balance  the  justification  of  convenience 
against  the  consumers  ability  to  receive  quality  and 
accessible  subacute  care  services  at  the  lowest  possi- 
ble cost,  the  justification  of  convenience  must  be  set 
continued  on  page  44 


On  August  19, 
1996,  Governor 
Whitman  signed  S- 
368/A-510  into  law 
(EL.  1996,  c.102). 
This  bill  allows 
hospitals  the  ability 
to  become  nursing 
facilities  by  allow- 
ing them  to  con- 
vert a portion  of 
their  licensed  med- 
ical-surgical beds 
to  nursing  facility 
beds  to  provide 
subacute  care. 


The  ability 
to  offer 
a subacute 
care  unit 
in  a hospital 
is  a good, 
sound 
strategy 
in  a changing 
health  care 
environment. 


Choice.  Con- 
sumers demand  it. 
Physicians  require 
it.  How  else  can 
they  make  the  most 
appropriate  medical 
decisions?  Thanks 
to  recent  legislation, 
choice  for  patients 
and  physicians  soon 
will  be  available 
when  it  comes  to 
subacute,  or  transi- 
tional, care. 

Take  Martin.  He 
is  76  years  old,  had 
surgery  the  other 
day,  and  needs  daily  catheter  care  for  the  next  sever- 
al days.  His  surgery  was  successful  and  he  is  recov- 
ering as  expected.  He  no  longer  needs  acute  hospital 
care,  but  he  does  need  nursing  services  and  is  not  yet 
well  enough  to  be  home  alone.  What  are  the 
options?  His  physician  could  admit  Martin  into  the 
nursing  home  temporarily,  but  after  discussing  this 
with  him,  Martin  made  it  clear  that  he  would  rather 
be  in  his  local  hospital.  Whether  there  was  even  a 
room  available  for  him  in  a nursing  home  some- 
where nearby  would  have  been  an  issue,  had  he  and 
his  physician  decided  to  pursue  that  option. 


So  Martin  stays  right  where  he  is.  Getting  great 
care,  but  tapping  more  resources  and  higher-level 
staffing  than  he  really  needs  at  this  point.  Not  exact- 
ly a cost-effective  arrangement  for  the  hospital  or  for 
Medicare,  which  is  paying  the  bill. 


Soon  there  will  be  an  alternative.  Governor 
Whitman  signed  state  legislation  last  August  allow- 
continued  on  page  44 
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aside,  so  that  all  people  who  need  quality  subacute 
care  services  will  continue  to  receive  them,  regard- 
less of  payment  source. 

Quality.  The  subacute  care  industry  arose  in  the 
1980s  as  a result  of  pressure  from  payers  upon  hos- 
pitals to  shorten  patient  lengths  of  stay  Today,  many 
nursing  facilities  have  “skilled  up”  to  provide  one  or 
more  of  an  array  of  medical,  rehabilitative,  and  ther- 
apeutic services  to  patients  with  brain  and  spinal 
cord  injuries,  neurological  and  respiratory  problems, 
cancer,  stroke,  AIDS,  and  head  trauma. 

New  Jersey’s  hospitals  give  great  care.  However, 
this  care  is  acute,  episodic  medical  care.  Hospital 
personnel  have  been  trained  to  fix  an  immediate 
medical  problem  and  then  move  to  the  next  problem. 

Subacute  care  is  holistic  care  that  focuses  on  the 
patient’s  physical  and  psychological  needs  as  well  as 
medical  needs.  This  approach  to  patient  care  mirrors 
care  currently  given  in  all  nursing  facilities. 

As  hospitals  implement  S-368/A-510,  they  will 
immediately  recognize  the  substantial  challenge  that 
subacute  care  entails.  It  will  not  be  “business  as 
usual.”  Hospital  personnel  will  have  to  learn  a new 
philosophy  of  health  care  delivery,  as  well  as  a differ- 
ent and  more  intense  regulatory  infrastructure. 
Conversely,  many  New  Jersey  nursing  facilities  have 
provided  quality  subacute  care  services  for  years  and 
the  number  of  participants  is  growing  each  day. 

Access.  During  the  legislative  debate  on  S-368/ 
A-510,  proponents  argued  that  the  legislation  was 
necessary  because  there  was  an  inadequate  supply  of 
nursing  facility  beds  in  the  state.  However,  the 
Department  of  Health  and  Senior  Services  (DHSS) 
continued  on  page  45 
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ing  hospitals  to  open  subacute  care  units  within  their 
facilities.  That  legislation  was  only  the  first  step, 
however.  Hospitals  now  must  apply  for  a certificate 
of  need  (CN)  from  the  state.  Once  need  is  estab- 
lished and  the  CN  granted,  hospitals  then  will  be 
required  to  make  extensive  physical  plant  renova- 
tions to  accommodate  subacute  care  patients.  They 
must  meet  strict  licensure  requirements  to  have  a 
unit  classified  as  a skilled  nursing  facility,  and  then, 
to  qualify  for  Medicare  reimbursement,  hospitals 
also  must  go  through  a certification  process.  While 
not  all  New  Jersey  hospitals  will  decide  to  pursue 
subacute  care,  it  is  likely  that  the  majority  will  pur- 
sue such  care. 

Once  those  hospital-based  subacute  units  are  up 
and  running,  New  Jersey’s  Medicare  length  of  stay 
average — higher  than  in  other  states — can  begin  a 
significant  downturn.  Until  the  subacute  legislation 
passed  this  summer,  New  Jersey  was  one  of  only  two 
states  that  did  not  allow  hospitals  to  operate  sub- 
acute units  in  their  facilities.  Consequently,  we  were 
way  behind  the  curve. 

It’s  time  to  get  ahead  of  that  curve.  The  ability  to 
offer  subacute  care  will  do  that.  In  addition,  making 
use  of  subacute  care  units  is  simply  good,  sound 
strategy  in  a changing  health  care  environment.  It 
will  help  hospital  systems  switch  gears  in  offering 
new  levels  of  care  as  fewer  patients  are  admitted  into 
the  hospital  and  their  stays  get  shorter.  Some  ques- 
tion whether  subacute  care  in  hospitals  is  fiscally 
sound,  but  there  is  little  information  that  either 
proves  or  disproves  the  cost  effectiveness  of  subacute 
care  units  in  hospitals. 

New  Jersey,  then,  has  an  opportunity  to  make  it 
work — cost  effectively  and  just  plain  effectively. 
While  cost  containment  is  the  watchword  for  the 
day,  the  harbinger  of  success  in  tomorrow’s  health 
care  delivery  system  will  be  choice.  Patients  will 
demand  it.  Physicians  will  require  it  if  they  are  to 
continued  on  page  45 
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occupancy  data  and  the  future  of  long-term  care 
delivery  indicates  otherwise. 

The  most  recent  DHSS  occupancy  data  from 
March  1996  shows  a 10  percent  statewide  nursing 
facility  vacancy  rate.  Even  when  the  vacancy  rate  is 
adjusted  downward  to  compensate  for  licensed  beds 
that  currently  are  out  of  service,  the  statewide  vacan- 
cy rate  still  is  approxi- 
mately 7 percent.  This 
means  that  on  the  day  of 
DHSS’s  survey,  there  were 
approximately  3,500 
vacant  nursing  facility 
beds  in  New  Jersey,  more 
than  enough  beds  to  meet 
the  current  subacute  care 
need  in  the  state. 

The  vacancy  rate  in 
New  Jersey  nursing  facili- 
ties has  increased  in  the 
last  three  years.  Given  the 
current  trend  in  New 
Jersey  toward  developing  assisted-living  residences 
and  other  lower-cost  alternatives  to  nursing  facilities 
to  care  for  the  long-term  custodial  care  patient, 
vacancy  rates  in  nursing  facilities  will  increase  in  the 
future,  unless  the  current  bed  inventory  is  used  dif- 
ferently. 

The  assisted  living  experiment  has  existed  in  New 
Jersey  for  five  years.  At  its  inception,  the  nursing 
facility  industry  responded  aggressively  and  progres- 
sively by  changing  its  focus  and  using  its  beds  differ- 
endy.  It  knew  that  today’s  nursing  facility  custodial 
continued  on  page  46 
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make  cost-effective  and  patient-effective  health  care 
decisions.  Whether  a subacute  unit  in  a hospital  will 
be  successful  in  the  long  term  depends  on  the  needs 
of  those  patients  and  the  judgment  of  their  physi- 
cians— medical  professionals  who  rely  on  their  edu- 
cation, training,  and  patient  care  experience  to  make 
their  choices — not  on  arguments  that  pit  one  kind  of 
health  care  provider  against  another. 

About  a year  ago  a repre- 
sentative of  the  American 
Association  of  Retired 
Persons  (AARP)  wrote  a 
letter  to  the  editor  of  The 
Times  of  Trenton  in  support 
of  hospitals’  ability  to  offer 
subacute  care.  He  posed 
the  question:  “Would  a 
patient  rather  take  an 
ambulance  to  an  off-site 
nursing  home  or  an  eleva- 
tor to  the  hospital’s  suba- 
cute unit?”  AARP  said  its 
constituents  would  rather 
go  to  the  hospital  than  to 
the  nursing  home  for  suba- 
cute care  because  they  feel 
more  comfortable  in  their  local  hospital.  Moreover, 
they  expect  the  right  to  able  to  choose  it. 

Once  Martin’s  local  hospital  opens  its  subacute 
unit,  his  choice  will  be  obvious.  Martin  will  choose 
the  elevator  over  the  ambulance.  He’d  rather  have  his 
doctor  nearby  than  across  town.  He’ll  choose  the 
comfort  of  knowing  sophisticated  medical  technolo- 
gy is  down  the  hall,  should  he  suddenly  take  a turn 
for  the  worse.  He’ll  opt  for  maximum  continuity  of 
care. 

It’s  likely  his  physician  will,  too. 

Mr.  Carter  is  president,  New  Jersey 
Hospital  Association. 
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care  patient  would  be  tomorrow’s  assisted  living  res- 
ident. To  meet  the  challenge,  nursing  facilities 
“skilled  up”  to  care  for  subacute  care  patients. 

S-368/A-510  punishes  the  nursing  facility  indus- 
try for  being  progressive  and  aggressive  in  the  mar- 
ketplace, while  rewarding  many  hospitals  for  their 
complacency  and  reluctance  to  change.  More  impor- 
tantly, S-368/A-510  will  lull  some  hospitals  into  a 
false  sense  of  security  and  will  stall  the  inevitable 
downsizing  that  must  come  to  the  hospital  industry 
in  New  Jersey.  This  is  not  good  public  policy. 

Cost.  The  primary 
payer  source  for  suba- 
cute care  is  the  federal 
Medicare  program, 
through  its  Hospital 
Insurance  Trust  Fund. 

In  April  1996,  federal 
government  officials 
reported  that  the  Trust 
Fund  is  in  a deficit 
position  and  will  be 
broke  within  five 

years.  This  was  not  good  news  for  the  millions  of 
senior  citizens  and  disabled  people  who  depend 
upon  Medicare  for  health  care  insurance  coverage. 

S-368/A-510  will  exacerbate  the  problem,  since 
under  the  Medicare  reimbursement  system,  hospitals 
receive  higher  reimbursement  than  nursing  facilities 
for  providing  the  same  subacute  care  to  patients. 
Additionally,  during  the  first  three  to  four  years  of 
operation,  routine  cost  limits  do  not  apply  to  a new 
skilled  nursing  facility  provider.  Therefore,  during 
this  start-up  period,  a hospital  with  a subacute  care 
unit  will  receive  even  higher  reimbursement. 


During  the  legislative  debate  on  S-368/A-510,  the 
New  Jersey  Association  of  Health  Care  Facilities 
commissioned  a study  to  compare  the  cost  of  pro- 
viding subacute  care  in  a hospital  and  in  a freestand- 
ing nursing  facility.  The  study  concluded  that 
S-368/A-510  could  cost  the  Medicare  program  as 
much  as  $423  million  annually.  Additionally,  an  arti- 
cle that  appeared  in  The  Wall  Street  Journal  on 
October  3,  1996,  reported  how  hospitals  are  rushing 
to  remodel  units  to  offer  subacute  care  and  get  paid 
twice.  The  article  made  clear  that  such  “double-dip- 
ping” on  the  Medicare 
system  is  not  illegal,  but 
questioned  the  morality 
of  such  conduct  and 
why  policymakers  had 
not  yet  stopped  this 
waste  of  taxpayers’ 
money. 

S-368/A-510  is  law 
and  the  nursing  facility 
industry  accepts  this 
result.  While  we  firmly  believe  that  we  are  better 
qualified  to  provide  subacute  care,  that  there  is  suffi- 
cient access  for  subacute  patients  in  freestanding 
nursing  facilities,  and  that  subacute  care  provided  in 
freestanding  nursing  facilities  represents  an  efficient 
use  of  scarce  health  care  resources,  we  look  forward 
to  and  pledge  to  work  with  the  hospital  industry  and 
New  Jersey  policymakers  to  ensure  that  New  Jersey 
residents  receive  only  the  best  subacute  health  care 
at  the  lowest  possible  cost. 

Mr.  Abrams  is  vice-president,  New  Jersey  ■■■■■■ 
Association  of  Health  Care  Facilities. 


46  New  Jersey  medicine 


***** 


.s  medical  professionals,  you  know  first  hand  the  devastating  effects  that 
extended  long  term  care  can  have  on  a person’s  hard  earned  assets.  Nursing 
Home  stays  can  range  from  $3,000-55,000  per  month.  The  Medical  Society  of 
New  Jersey  endorses  The  Travelers  Insurance  Company  to  help  you  guard 
against  unforeseen  tragedies.  Through  special  arrangement  with  the  Travelers 
Insurance  Company,  members,  spouses,  parents  and  in-laws  are  eligible  for  a 
10%  premium  reduction. 

Important  Features  of  the  MSSJ  Endorsed  Long  Term  Care  Insurance  Program 


Available  Ages  45-79 
Specialty  Plans  Available  Ages  80-100 
Benefits  up  to  $250/day 
No  prior  hospitalization  required 
Several  waiting  periods 
Alzheimer's,  senility  covered 
Lifetime  benefits  available 


Guaranteed  renewable  for  life 

Coverage  for  custodial,  skilled  and 
intermediate  care  as  well  as  adult 
day  care 

Available  to  your  spouse,  parents 
and  in-laws 

Waiver  of  premium  benefit 
Inflation  protection  available 


10%  Discount  for  Members  of  MSISJ,  Spouses,  Parents  and  In-Laws 

For  more  information,  please  call 

Edward  G.  Sutton,  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 
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Medical  Society  of  New  Jersey 
Long  Term  Care 
Insurance  Program 

Ensuring  a Secure  Future 
by  Preserving  Assets 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


T 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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Reflections 
from  1996 
and  a look 
at  1997 


Clark  Martin 
Beverly  Lynch 


Health  care  issues  dominated  the  halls  of  Congress 
and  the  state  Capitol  throughout  1996. 

The  AMA  enjoyed  an  unprecedented  string  of  legislative  and  reg- 
ulator)' successes  in  the  104th  Congress.  The  Federal  Trade 
Commission  and  the  U.S.  Justice  Department  issued  new  antitrust 
relief  guidelines  making  it  easier  for  physicians  to  form  health  care 
networks.  President  Clinton  signed  health  insurance  reform  legis- 
lation, which  contained  provisions  for  health  insurance  portability, 
a demonstration  program  for  medical  savings  accounts  (MSA),  and 
fraud  and  abuse  safeguards.  New  Jersey’s  Legislature  is  considering 
an  MSA  bill  that  establishes  state  tax  relief.  Congress  also  took  a 
strong  step  toward  insurance  coverage  parity  for  mental  illness. 

New  Jerseys  precedent-setting  “drive  through  delivery”  law, 
which  allows  mothers  and  their  newboms  a minimum  of  a 48-hour 
hospital  stay  for  routine  births  and  96  hours  for  caesarean  births 
was  enacted  by  Congress  and  now  applies  to  ERISA  plans  every- 
where. Recent  reports  of  HMOs  requiring  outpatient  mastectomies 
have  come  under  fire  by  policymakers  and  have  generated  correc- 
tive legislation  at  both  the  state  and  federal  level. 

The  halfway  point  of  the  state’s  207th  legislative  session  finds 
MSNJ  tracking  activity  on  over  500  bills  and  numerous  regulations 
that  impact  medicine  to  varying  degrees. 

MSNJ  was  “front  and  center”  at  the  table  as  the  Department  of 
Health  and  Senior  Services  (the  new  umbrella  agency  for  all  issues 
impacting  older  New  Jerseyans,  including  Medicaid  and  PAAD) 
crafted  the  most  comprehensive  HMO  regulations  in  the  country. 
Thousands  of  comments  to  these  proposed  regulations  are  being 
sifted  through  and  final  adoption  is  anticipated  early  this  year. 

Moving  in  tandem  with  these  regulatory  changes  is  MSNJ’s  top 
legislative  priority — the  Health  Care  Quality  Act.  This  legislation 
will  broaden  the  HMO  regulations  by  permitting,  for  example,  the 
state  to  apply  those  rules  to  non-HMO  managed  care  networks. 
Enacting  both  the  HMO  regulations  and  the  Health  Care  Quality 
Act  will  safeguard  patient  care  in  a managed  care  environment. 

MSNJ  also  was  involved  in  such  diverse  legislative  issues  as  the 
optometrists’  push  to  snare  hospital  privileges,  the  nurse  practi- 
tioners’ effort  to  conduct  physical  examinations  on  school  children, 
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the  proper  use 
of  genetic  test 
results,  and 
funding  for 
charity  and  in- 
digent care.  An 
administration- 
supported  tax 

increase  on  cig- 
Anne  F.  Weiss,  Senior  „ , 

Assistant  Commissioner,  arettes  surfaced 

DHSS  participating  in  as  one  way  t0 

M SNJ’s  mini-internship. 

fund  care  for 

poor  children  living  in  New  Jersey. 

MSNJ,  through  its  tobacco  control 

coalition,  New  Jersey  BREATHES,  lent 
support  for  an  indexed  tax  increase  on 
all  tobacco  products.  MSNJ  continues 
to  push  this  initiative  as  one  important 
way  to  curtail  smoking  among  chil- 
dren. New  Jersey  BREATHES  champi- 
oned other  tobacco  control  bills, 
including  banning  smoking  at  child 
care  centers  and  prohibiting  the  sale  of 
single  cigarettes.  In  recognition  of  his 
leadership  on  the  tobacco  control  issue, 
MSNJ  nominated  Senator  Jack  Sinagra 
(R-Middlesex)  for  the  prestigious  AMA 
Nathan  Davis  Award.  In  1997,  New 
Jersey  BREATHES  will  focus  on  imple- 
menting the  sweeping  new  federal 
Food  and  Drug  Administration  tobacco 
regulations. 

The  perennial  call  for  lower  automo- 
bile insurance  premiums  focused  atten- 
tion on  Personal  Injury  Protection 
(PIP)  legislation  and  regulations.  The 
Department  of  Banking  and  Insurance, 
with  input  from  MSNJ,  crafted  reason- 
able new  rules  requiring  health  care 
providers  to  notify  automobile  insur- 
ance carriers  when  PIP  treatment  com- 
mences. The  future  may  bring 
increased  debate  over  peer  review  of 
PIP  claims  and/or  a PIP  managed  care 
system. 


Underlining  the  importance  of  the 
physician  community  to  the  state  of 
New  Jersey,  the  MSNJ  Board  of  Trustees 
was  invited  to  join  the 
governor  and  her 
cabinet  for  a 
Drumthwacket  ^ 
breakfast.  We 
also  continued  hosting 
top  health  care  policymakers  in  our 
“mini-internship”  program,  giving 
them  an  opportunity  to  spend  a day  in 
the  doctor’s  shoes. 


OMMENTARY 


The  1996  elections  set  the  tone  for 
what  may  become  an  interesting  race 
for  the  Legislature  and  governor. 
Traditional  Democratic  strongholds 
were  energized  with  solid  victories  for 
President  Clinton  and  U.S.  Senator 


Robert  Torricelli,  in- 
spiring speculation 
whether  any  benefit 
would  accrue  to 
Democratic  guberna- 
torial candidates.  Re- 
publicans, on  the 
other  hand,  were  cer- 
tain that  the  1996 
results  would  have  no 
bearing  on  Governor  Whitmans  bid  for 
re-election — they  see  her  race  this  year 
as  a springboard  to  increased  promi- 
nence on  the  national  scene.  At  any 
rate,  the  legislative  and  gubernatorial 
races  will  make  1997  a fascinating 
political  year,  and  MSNJ  members  will 
be  in  the  thick  of  it  with  participation 
in  their  medical  action  committee. 


Health  care  issues  dominated  talks 
in  Trenton  in  1996. 
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**The  words 
VALUE  and 
MALPRACTICE 
INSURANCE 
just  don’t  belong 
in  the  same 
sentence..." 


...  at  least  that's  the  conventional 
wisdom.  But  that's  exactly  why  we  opened 
our  doors  - to  change  that  notion  forever. 

I'm  Burt  Szerlip,  and  with  over  15  years  of 
experience  in  malpractice  insurance,  I've  seen 
the  demands  your  profession  makes  on  your 
time  and  resources  - particularly  in  today's 
rapidly  changing  health  care  industry.  We 
focus  specifically  on  the  needs  of  the  medical 
community,  and  we  deliver  what  no  one  else 
can  - the  very  best  value  in  coverage,  pricing 
and  service  your  money  can  buy. 

For  instance,  not  all  malpractice 
policies  are  alike  ...  our  Claims-Made  Policy 
can  put  significant  dollars  back  in  your 
pocket.  Our  Occurrence-Plus  Policy  provides 
permanent  coverage  without  an  additional 
endorsement,  and  our  Prior  Acts  Coverage 
makes  switching  carriers  easy  and 
cost  effective. 

And  beyond  competitive  rates  and 
group  discounts  from  financially  stable 

A. M.  Best  highly  rated  insurance  carriers, 
my  team  of  specialists  will  advise  you 
about  liability  limits,  avoiding  litigation, 
and  special  circumstances  surrounding 
H.M.O's  P.C.'s,  and  P.A.'s.  We're  in  it 

for  the  life  of  your  practice  - and  beyond. 

The  simple  fact  is.  I've  come  to  make 
doctors'  concerns  my  own.  When  you  come  to 

B. C.  Szerlip.  I'm  committed  to  giving  you  the 
very  special  attention  and  expertise  that  you 
and  your  valued  practice  deserves.  You  have 
my  word,  and  my  signature  on  it. 

To  find  out  more  about  the  broad  range  of 

insurance  services  we  offer,  write,  fax  or 
call  for  our  new  brochure. 

SZERLIP 

INSURANCE  AGENCY  INC. 

99  Wood  Avenue  South.  Iselin.  NJ  08830 
800-684-0876  • 908-205-9800 
Fax:  908-205-9496 
E-Mail:  bcszerlip@aol.com 

Professional  insurance  services  for 
health  care  providers. 


R.  MARTIN  OLIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(800)  446-9082  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

N.J.  BAR  1972  PATENT  BAR  1972  N.Y.  BAR  1974 


June  16-20th,  1997 
Update  Your  Medicine  twenty-third  annual  practical 
CME  Course  with  lectures,  workshops,  and  Meet-the- 
Professor  luncheons.  Sponsored  by  Cornell 
University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  38  Category  I AMA-PRA  credit.  Additional 
13V2  credits  available  for  Hands-on  Workshops.  This 
program  has  also  been  reviewed  and  is  acceptable 
for  38  prescribed  hours  by  the  American  Academy 
of  Family  Physicians.  Information:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445  East 
69th  Street,  Olin-Room  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 

• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 

• Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


Medical 

Humanities 

Program 


For  information  call  the 
Graduate  Admissions  Office 
at  20 1/408-3 1 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 
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Macular  Degeneration 

January  11, 1997 
Scheie  Eye  Institute 
215/662-8100 

Pediatric  HIV  Infection 

January  16, 1997 
Our  Lady  of  Lourdes  Med.  Ctr.,  Camden 
AMNJ,  609/275-1911 

Adult  ADD 

January  21, 1997 
South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

Diagnosis  and  Treatment 
of  AIDS 

January  13, 1997 
New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Radiology 

Meeting 

January  16, 1997 
Robert  Wood  Johnson  Med.  School 
AMNJ,  609/275-1911 

Management  of  Asymptomatic 
HIV  Infection 

January  22, 1997 
St.  James  Hospital,  Newark 
AMNJ,  609/275-1911 

Dermatology  Meeting 

January  14, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Handling  Violent  Patients 

January  16, 1997 
Woodbridge  Developmental  Center 
908/499-5500 

Blood  Glucose  Control 

January  22, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Cardiopulmonary 

Resuscitation 

January  14, 1997 
East  Orange  General  Hospital 
AMNJ,  609/275-1911 

Potentially  Violent 
Patients 

January  16, 1997 
Woodbridge  Developmental  Center 
AMNJ,  609/275-1911 

Polypharmacy 
for  Physicians 

January  22, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Domestic  Violence  Issues 

January  15, 1997 
Union  Hospital 
AMNJ,  609/275-1911 

AIDS 

January  17, 1997 
Runnells  Hospital,  Berkeley  Hgts. 
AMNJ,  609/275-1911 

Visiting  Professor  Lecture 

January  23, 1 997 
St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Diagnosis  and  Treatment 
of  AIDS 

January  15, 1997 
Mediplex  Rehabilitation  Hospital 
AMNJ,  609/275-1911 

Domestic  Violence 
Issues 

January  18, 1997 
Elizabeth  General  Med.  Ctr. 
AMNJ,  609/275-1911 

Anticoagulation  Therapy  for 
Prevention  of  Stroke 

January  28, 1997 
East  Orange  General  Hospital 
AMNJ,  609/275-1911 

Chronic  Fatigue  Syndrome 

January  15, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Domestic  Violence  Issues 

January  19, 1997 
Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Treatment  of  Morbid  Obesity 

January  29,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Complications  of  Ml 

January  15, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Nephrology  Monthly  Meeting 

January  21, 1997 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

Pediatric  HIV  Infection 

January  31, 1997 
St.  Elizabeth  Hospital 
AMNJ,  609/275-1 91 1 

Pediatric  HIV  Infection 

January  1 6, 1 997 
Hospital  Center  at  Orange 
AMNJ,  609/275-1911 

Anesthesiology  Meeting 

January  21, 1997 
Forsgate  Country  Club 
AMNJ,  609/275-1911 

Glaucoma  1997 

February  1, 1997 
Scheie  Eye  Institute 
215/662-8141 
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Sunday  - Friday 
November  2-7,  1997 

Sponsored  Annually  by 

ALLEGHENY 
UNIVERSITY 

OF  THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 


co-sponsored  by 

Council  on  Clinical  Cardiology  of  the 


American  Heart 
Association 


Location:  Wyndham  Franklin  Plaza  Hotel, 

Philadelphia,  Pennsylvania 

Vhy  Should  You  Attend  This  Board  Review  Course! 

The  Original  Philadelphia  Cardiovascular  Board  Review... offered  since  1983 
Over  90%  pass  rate! 

More  clays,  more  hours,  more  lectures,  more  topics  than  other  courses. 

Geared  exclusively  for  taking  the  Boards;  contains  all  the  required  subjects 
Most  comprehensive  course  syllabus 

Fee  includes  breakfasts,  luncheons,  breaks  and  a reception  /y-\\ 

Low  hotel  rates  with  discounted  parking -close  to  great  r^aunimsT^i^pping,  theaters,  museums,  and  sports 
Course  faculty  of  nationally-known  scholars  wiiyn^</e^^()ngbmers  George  A.  Beller,  M.D. 

Richard  Conti.  M I)..  Maria  R.  Costanzo,  M.D.,  Berifai^|.viS^V  M.I).,Ami  E.  Iskandrian,  M.D.,  Francis  E. 
Marchlinski,  M. I).,  Robert  Roberts,  M.D.,  BeMr3^\e^al.  M. I)., Alexander  G.G.Turpie,  M.D. 

Ttis  program  is  designed  to  provide^ e\on^acian  with  an  intensive  in-depth  review  of  the  clinical 
nanifestations,  pathophysiology^^  t^amitgAt  of  cardiovascular  diseases. 

dlegheny  University  of  theij^ilth  Sci  KM*  fHahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
iducation  (ACC.VIE)  tp^oys^^^ntintiN^aedical  education  for  physicians. 

dlegheny  UnivcrsituMG  j ♦4lahmmann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  50.0  hours  in  category  1 credit  towards 
aeAMA  PhysgNin's  Ref%gn itsir^uvard  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity', 
tiis  tvAgKtm  is  e^ibl(t£5o0.0  credit  hours  in  Category'  2A  of  the  American  Osteopathic  Association, 
il  fai£±*^ 
pparei; 


vrpvT t i c i pvt i n g in  continuing  medical  education  programs  sponsored  by  Allegheny  University  are  expected  to  disclc 
J^jiflict(s)  °f  interest  related  to  the  content  of  their  presentation. 


to  the  audience 


'Register  by  July  1,  1997  to  take  advantage  of  the  $125.00  “earlybird”  discount. 

Call  215-762-8264  for  information  or  a brochure. 
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Geriatric  Anesthesia 

February  2, 1 997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Anticoagulation  Therapy 

February  6, 1997 
East  Orange  General  Hospital 
AMNJ,  609/275-1911 

Renal  & Pancreatic  Transplant 

February  19, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Postprandia!  Hyperglycemia 

February  4, 1 997 
West  Hudson  Hospital,  Kearny 
201/955-7000 

Dermatology  Meeting 

February  11, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Radiology  Meeting 

February  20, 1 997 
UMDNJ-NJ  Medical  School 
201/982-5188 

Domestic  Violence  Issues 

February  5, 1997 
Rahway  Hospital,  Rahway 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

February  12, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Ophthalmic  Plastic  Surgery 

February  22, 1 997 
Scheie  Eye  Institute 
215/662-8141 

Anticoagulation  Therapy 

February  5, 1 997 
Union  Hospital 
AMNJ,  609/275-1911 

End-Stage  Renal  Disease 

February  12, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Asymptomatic  HIV  Infection 

February  26, 1997 
Bergen  Pines  County  Hospital 
/IMA//  609/275-1911 

Anticoagulation  Therapy 

February  5, 1 997 
Veterans  Medical  Center,  Lyons 
AMNJ,  609/275-1911 

Superficial  Fungal  Infection 

February  13, 1997 
Greystone  Park  Psychiatric  Center 
AMNJ,  609/275-1911 

Current  Chemotherapy 

February  26, 1 997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Nephrotoxicity  of 
Common  Drugs 

February  5, 1 997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1 91 1 

Infection  Control 
in  the  HIV  Era 

February  13, 1997 
Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Multiple  Antibiotic-Resistant 
Bacteria 

February  26, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Nephrotoxicity  of 
Common  Drugs 

February  5, 1 997 
New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Diagnosis  and  Treatment 
of  AIDS 

February  14, 1997 
Centrastate  Med.  Ctr.,  Freehold 
AMNJ,  609/275-1911 

Peripheral  Vascular  Disease: 
Noninvasive  Diagnosis 

February  27,1997 
Woodbridge  Developmental  Center 
AMNJ,  609/275-1911 

Albert  Siegel  Symposium 

February  5, 1 997 

St.  Barnabas  Medical  Center,  Livingston 
AMNJ,  609/275-1911 

Emergency  Care  in  New  Jersey 

February  1 8, 1 997 
South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

Visiting  Professor  Lecture 

February  27,1997 
St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Head  and  Neck 
Oncology  Meeting 

February  6, 1 997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Neurosurgical 

Emergencies 

February  19, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Infection  Control 
in  the  HIV  Era 

February  27,1997 
Newcomb  Medical  Center,  Vineland 
AMNJ,  609/275-1911 
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Allegheny  University  of  the  Health  Sciences 
MCP  ♦ Hahnemann  School  of  Medicine 

Department  of  Anesthesiology  and 
Office  of  Continuing  Medical  Education 
present 

5th  Annual 
ANESTHESIOLOGY 
MINI  REFRESHER  COURSE 

for 

Anesthesiologists,  Anesthesia  Residents, 
and  Nurse  Anesthetists 

• who  are  preparing  for  the  recertification  examination  (CDQ) 

• who  have  finished  anesthesia  training  and  are  now  preparing 
for  the  ABA  examination 

• who  are  anesthesia  practitioners  wishing  to  refresh  their 
knowledge  in  anesthesia 

• who  are  looking  for  a worthwhile  educational  opportunity  to 
earn  20  Category  1 CME  credits 

• or  AANA  credits  IF  nurses  subscribe  to  New  Jersey  Medicine 

This  year’s  conference  will  include: 

Pain  Management;  Anesthesia  for  Thoracic  Surgery,  ENT  Laser 
Surgery,  Pacemaker  & Implantation  Cardioverter/Defibrillator 
Surgery;  Controversies  in  Post  Anesthesia  Care  Unit;  Latex 
Allergy;  Regional  Anesthesia  for  Pediatrics;  Anesthesia  Outside 
the  Operating  Room;  How  to  Prevent  Anesthesia  Malpractice  & 
What  to  Do  if  You  Are  Sued. 

February  28,  March  1 & 2,1997 
Adam's  Mark  Hotel,  Philadelphia,  PA 
For  information  call:  215-762-8263 


MEDICAL  NEWSLETTER 
HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Issue  (24  pages) 

Mail  Your  Self-sticking  Address  Label  and  $5 
(to  cover  postage  and  handling) 

ARORA  BOARD  REVIEW 

389  East  Mt.  Pleasant  Ave.,  Livingston,  N.J.  07039 
ALSO  AVAILABLE 
(1)  Weekly  Board  Review  Course 
(Internal  Medicine) 

On  Sundays  For  16  Weeks— To  Begin  Mid-February,  1997 
(2)  Monthly  Newsletters  On: 

“Pearls  In  Gastroenterology” 

“How  To  Pass  Board  Of  Geriatrics” 


June  16-20th,  1997 
Update  Your  Medicine  twenty-third  annual  practical 
CME  Course  with  lectures,  workshops,  and  Meet-the- 
Professor  luncheons.  Sponsored  by  Cornell 
University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  38  Category  I AMA-PRA  credit.  Additional 
13V2  credits  available  for  Hands-on  Workshops.  This 
program  has  also  been  reviewed  and  is  acceptable 
for  38  prescribed  hours  by  the  American  Academy 
of  Family  Physicians.  Information:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445  East 
69th  Street,  Olin-Room  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


Sixth  Annual  Meeting  & Clinical  Congress 

of  the  American  Association  of  Clinical  Endocrinologists 

“PRINCIPLES  AND  PRACTICE  OF  endocrinology” 
April  16-20,  1997  • Marriott  • Philadelphia 


Educational  programs 
designed  for  clinical 
endocrinologists 

(37.5  CME  hours,  Category  I) 

Outstanding  nationally 
reknown  speakers 

Opportunity  to  network 
with  over  1 ,000 
physician  colleagues 


American  College 
of  Endocrinology 
Induction  of  Fellows 


1st  Annual 

Spouse/Guest  Program 


State  Chapter  & 

Fellows-in-Training 

Programs 


For  more  details,  contact  AACE  - 

Phone:  904-353-7878  • FAX:  904-353-8185  • To  register  on  line:  http://www.aace.com 
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Upper  Extremity  Prosthetics 
and  Orthotics 

February  28-March  1, 1997 
Kessler  Conference  Center,  West  Orange 
201/731-3600 

Anticoagulation 

Therapy 

March  11, 1997 
Our  Lady  of  Lourdes,  Camden 
AMNJ,  609/275-1911 

Aspects  of 
HIV/AIDS 

March  19, 1997 
Bergen  Pines  County  Hospital 
AMNJ,  609/275-1911 

Domestic 
Violence  Issues 

March  5,1997 
Veterans  Medical  Center,  Lyons 
AMNJ,  609/275-1 911 

Total  Joint 
Reconstruction 

March  12, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Radiation 
Oncology  Meeting 

March  19, 1997 
The  Manor,  West  Orange 
201/325-2060 

Infection  Control 
in  the  HIV  Era 

March  5,1997 
Rahway  Hospital 
AMNJ,  609/275-1911 

Oncology 
Society  Meeting 

March  12, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Environmental 

Poisoning 

March  19, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Brain  Death 

March  5,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

HIV  Infection 

March  12, 1997 

Mediplex  Rehabilitation  Center,  Marlton 
AMNJ,  609/275-1911 

Peptic  Ulcer  Disease 

March  19, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Parkinson's  Disease 

March  5,1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Vascular  Diagnostic  Ultrasound 

March  13, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Radiology  Meeting 

March  20,1997 

St.  Barnabas  Med.  Center,  Livingston 
201/533-5822 

Electrodiagnosis  & Clinical 
Neurophysiology 

March  5-8, 1997 
Thomas  Jefferson  Med.  College 
215/955-6992 

Aspects  of 
HIV/AIDS 

March  18, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Care  of 

HIV-Infected  Patients 

March  21, 1997 

Runnells  Spec.  Hospital,  Berkley  Heights 
AMNJ,  609/275-1911 

Management  of 
Pediatric  HIV 

March  6, 1997 
St.  Peter's  Medical  Center 
AMNJ,  609/275-1911 

Have  you  recently  moved? 

Please  notify  us  of  your  address  change. 

Physical  Medicine  and 
Rehabilitation 

March  7-16,1997 
Headquarters  Plaza,  Morristown 

Name: 

New  address: 

■ City 

State  Zip  ■ 

AMNJ,  609/275-1911 

Please  send  to: 

Cornea  and 
External  Disease 

March  8,1997 
Scheie  Eye  Institute 
215/662-8141 

New  Jersey  MEDICINE 

2 Princess  Road 
Lawrenceville  NJ  08648 
FAX  609/896-1 368 
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ALLEGHENY  UNIVERSITY  HOSPITALS 
HAHNEMANN  DIVISION 

Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Alumni  Hall,  2nd  Floor.  College  Building,  Allegheny  University  of  the  Health  Sciences,  15th  &Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Medical  Education  at  215-762-8263. 

JANUARY  1997 

FEBRUARY  1997 

MARCH  1997 

JANUARY  1st 

FEBRUARY  6th 

MARCH  5th 

No  Grand  Rounds 

Early  Arthritis:  Clues  to  Pathogenesis  of 

Management  of  Breast  Cancer:  Recent 

Rheumatoid  Arthritis 

Controversies 

JANUARY  8th 

Ralph  Schumacher,  M.D. 

Norman  Wollmark,  M.D. 

Domestic/Spousal  Abuse 

Professor  of  Medicine 

Professor  of  Medicine 

Sarah  Buel,  J.D. 

University  of  Pennsylvania  School  of  Medicine, 

Chief,  Division  of  Hematology/Oncology,  Allegheny 

Adjunct  Professor 

Director,  Arthritis  Center,  VA  Medical  Center, 

General  Hospital,  Pittsburgh,  PA 

Harvard  School  of  Medicine  and  University  of 
Texas  School  of  Law,  Special  Counsel,  Texas 

Philadelphia,  PA 

District  and  County  Attorneys  Association 

FEBRUARY  12th 

MARCH  12th 

Austin,  TX 

Cystic  Fibrosis:  Advances  in  Gene  Therapy 

Primary  and  Adjunctive  Role  of  Salt  Restriction  in 

Michael  Knowles,  M.D. 

the  Treatment  of  Hypertension 

JANUARY  15th 

Professor  of  Medicine 

Myron  H.  Weinberger,  M.D. 

Telemedicine— The  Future  of  Medical  Education 

University  of  North  Carolina  School  of  Medicine, 

Professor  of  Medicine 

and  Practice 

Director,  Adult  Cystic  Fibrosis  Clinic,  Division  of 

Indiana  University  School  of  Medicine,  Director, 

Jay  H.  Sanders,  M.D. 

Pulmonary  Medicine,  University  of  North  Carolina 

Hypertension  Research  Center,  Indiana  University 

Senior  Scientist 

Georgia  Institute  of  Technology,  McLean,  VA 

at  Chapel  Hill,  Chapel  Hill,  NC 
FEBRUARY  19th 

Medical  Center,  Indianapolis,  IN 

JANUARY  22nd 

Antithrombosis  Therapy  in  Acute  Myocardial 

MARCH  19th 

Reversing  Endothelial  Dysfunction  with  ACE 

Infarction 

Molecular  Biology  of  Coronary  Artery  Endothelium 

Inhibitors 

Robert  Califf,  M.D. 

and  Vascular  Smooth  Muscle  Function 

D.B.  John  Mane  ini,  M.D. 

Professor  of  Medicine 

R.  Wayne  Alexander,  M.D. 

Professor  and  Head,  Department  of  Medicine 

Duke  University  School  of  Medicine,  Director, 

R.  Bruce  Logue  Professor  of  Medicine 

University  of  British  Columbia,  Vancouver  Hospital 

Duke  Clinical  Research  Institute,  Vice  Chancellor 

Emory  University  School  of  Medicine,  Director, 

and  Health  Sciences  Center,  Vancouver,  British 

for  Clinical  Affairs,  Duke  University  Medical 

Division  of  Cardiology,  Emory  University, 

Columbia,  Canada 

Center,  Durham,  NC 

Atlanta,  GA 

JANUARY  29th 

FEBRUARY  26th 

Indications  and  Findings  of  Lower  GI  Endoscopy 

The  Future  of  ACE  Inhibitors  in  Cardiovascular, 

MARCH  26th 

Jerome  Wave,  M.D. 

Renal  Disease  and  Hypertension 

Upper  Endoscopic  Biliary  and  Pancreatic  Therapy 

Clinical  Professor  of  Medicine 

Leon  Ferder,  M.D. 

Thomas  Kowalski,  M.D. 

Mt.  Sinai  School  of  Medicine,  Chief,  GI  Endoscopy 

Professor  of  Medicine 

Assistant  Professor  of  Medicine 

Units,  Mt.  Sinai  Medical  Center  and  Lenox  Hill 

Rector,  Universidad  Hebres  Argentina 

Director,  GI  Endoscopy  Unit,  Allegheny  University 

Hospital,  New  York,  NY 

Buenos  Aires,  Argentina 

Hospitals,  Hahnemann  Division,  Philadelphia,  PA 

Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 

JANUARY  21-22, 1997 

FEBRUARY  18-19, 1997 

MARCH  11-12, 1997 

Advances  in  Diagnosis  and  Management 

Prevention  and  Treatment  of  Abnormalities 

Mechanisms  and  Treatment  of  Hypertension  and  Prevention 

of  Cardiovascular  Disease 

of  Thrombosis  in  Cardiovascular  Disease 

of  Hypertensive  Complications  in  Office  Practice 

Course  Co-Directors:  Marc  Cohen,  M.D., 

Course  Director:  Marc  Cohen,  M.D. 

Course  Co-Directors:  Bonita  Falkner,  M.D. 

Susan  Brozena,  M.D. 

Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Allan  B.  Schwartz,  M.D. 

Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  of  Medicine,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  of  the  Health  Sciences  are  expected  to  disclose  to 

the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Allegheny  University  of  the  Health  Sciences  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  for  physicians.  Allegheny  University  of  the  Health  Sciences  designates  1 .0  credit  hour  of  category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational 
activity. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  category  2A  of  the  American  Osteopathic  Association. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1 .00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  1/2"  per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  0861 1 
FAX -609-393-3759 

DEADLINE  — 1 0th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 

Minimum  $45  $ 

Member  Physician 

Discount— 33V3%  ($ ) 


Display  Ad  in  Classified  Section 

1st  Inch  = $60.00  $_ 

Add '1 1/2"  x $30.00  $ _ 

Total  $ _ 


Per  Issue  $ 

x Number  of  Issues 
AMOUNT  DUE  $ 


Member  Physician 

Discount— 331/3%  ($ ) 

PER  ISSUE  $ 

x NUMBER  OF  ISSUES  


AMOUNT  DUE  $ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 

Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 

The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus:  1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  fiKPI 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


EXPERT  WITNESS 

Physicians  in  all  medical  specialties  want- 
ed to  review  medical  malpractice  com- 
plaints. Call  800-321 -MDJD. 

PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e’s.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  -l-  benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


110  OPENINGS 
PHYSICIANS 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC/BE 
physician  interested  in  Per  Diem  work  with 
own  malpractice.  Call  (908)  274-1777.  Fax 
(908)  274-9363. 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC  In- 
ternist with/without  subspecialty  training.  Fax 
resume  to  908-549-2262. 


200  PRACTICE  FOR  SALE 


BERGEN  COUNTY 

FOR  SALE:  Well  established  Family  Practice. 
Plome/Office.  Practice  available  separately. 
Close  to  Hackensack  University  Medical 
Center.  Present  Family  Physician  in  practice 
continuously  in  same  office  since  1953. 
Reply  to  FAX  201-462-0163. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

Medical  Office— $1 ,200/mo  incl.  util.— busy 
medical  bldg,  w/active  dental/psych/chiro 
practices,  ideal  busy  location,  perfect  for 
new  or  2nd  practice.  212-476-7789  days. 
215-860-8491  eves. 

KENILWORTH 

Professional  Office  Space  Available.  Approx- 
imately 1,200  square  feet.  (908)  241-3181. 


MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent,  day,  1/2  day,  night. 
Call  201-376-8670. 


310  OFFICES  TO  SHARE 


FAIR  LAWN 

OFFICE  SPACE  FAIR  LAWN  Professional: 
Building.  Share  with  congenial  physicians. 
Suite  includes  four  large  treatment  rooms, 
one  oversized  suitable  for  special 
procedures.  Two  lavatories,  private  entrance. 
Attractively  maintained,  ample  on  site  and 
curb  parking.  Convenient  to  area  hospitals, 
nursing  home  across  the  street.  Flexible 
affordable  terms.  Please  call  Joe! 
Oppenheimer,  MD,  201-652-0930. 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  Coun- 
ty. Professional  office  space  available  with 
chiropractor.  Fully  furnished.  Ample  Parking. 
(201)  886-8755. 


460  MEDICAL  SERVICES 


EXAMINATIONS  IN  YOUR  OFFICE 

Portable  Echocardiography  and  Ultrasound 
Examinations  Performed  in  Your  Office  with 
State  of  the  Art  Equipment.  If  interested, 
please  call  800-388-2555. 
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1 - 800-TOYOTA-  6 
1-800-HUMMER-8 


Delivery  to  your 
home  or  office  - 


Shop  by  phone 


call  for  information 
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EMERGENCY  PHYSICIANS 


University  Health  System,  presently  seeks  a 
physician  to  join  our  expanding  hospital-based 
Occupational  Health  program. 


Candidates  should  have  proven  medical  and 
communication  skills.  Prior  experience  in 
Occupational  Health,  orthopedics  and  a will- 
ingness to  work  closely  with  industrial  clients 
are  necessary'.  Board  Certification  or  eligibility 
preferred. 

Comprehensive  benefits  package  included. 

For  consideration,  please  contact  Sandra 
Sterthous,  Employment  Coordinator, 
JEANES  HOSPITAL,  7600  Central  Ave., 
Phila.,  PA  19111. 

FAX:  (215)  728- 
3734.  PHONE: 

(215)  728-2114. 

EOF  M/F/D/V. 


HOSPITAL 


Jeanes 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


LOCATION!  LOCATION! 

Prime  Office  Space 

Available— So.  Plainfield 

700-900  sq.  ft.  office  space  available  in  medical 
complex  So.  Plainfield-Edison  border.  Furnished/ 
Unfurnished— Flexible. 

Rental  Inquiries  call:  908-756-1060 


Chaii  pur  »on 

or  >urHur\ 


Jeanes  Hospital, 


community  facility 

located  in  Northeast  Philadelphia  and  an 
affiliate  of  Temple  University  Medical 
School,  is  seeking  a Chairperson  of  Surgery. 
Selected  candidate  will  receive  a faculty 
appointment  to  the  Temple  University 
School  of  Medicine  and  assume  teaching 
responsibilities  for  surgical  residents. 
Individual  will  also  be  responsible  for 
various  administrative  duties  and  be  com- 
pensated by  an  administrative  stipend. 

Qualified  candidate  must  be  Board  Certified 
in  General  Surgery.  Please  forward  C.V.  to: 

Marc  Medway,  M.D.,  Vice  President 
Medical  Staff,  c/o  Medical  Staff  Office, 
Jeanes  Hospital, 

7600  Central 
Ave.,  Philadelphia, 

PA  19111. 

EOE  M/F/D/V. 


Jeanes 

HOSPITAL 


Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 


We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 
per  week.  Flexible  schedules  available  in  a 
choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V.  to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nutri/system 
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Here’s  what  we  are  covering  in 
February  1997 

o How  do  New  Jersey  residents  feel  about  their  doctors? 

A poll  by  the  Eagleton  Institute  of  Rutgers  University  highlights 
patient  satisfaction  with  physicians. 

o What  does  MSNJ  offer  on  its  new  web  site? 

A special  article  reports  on  today’s  hottest  communications  tool: 
the  world  wide  web.  Find  out  what  the  Medical  Society  of  New 
Jersey  offers  its  physician-members  and  the  public  on  its  web  site. 

o What  is  MRAG? 

Writer  Bill  Berlin  interviews  Joseph  Sokolowski,  MD  chair  of  the 
Medical  Review  and  Accrediting  Council,  Inc.,  MSNJ’s  new 
venture. 

o Do  we  need  guidelines  for  the  futile  medical  therapy? 

Responding  to  the  need  for  answers,  the  MSNJ  Committee  on 
Biomedical  Ethics  created  a model  policy  for  futile  medical 
therapy. 

Who  has  the  answers  to  genetic  testing? 

Write  Diane  Haring  Cornell  details  the  latest  advances  in  genetic 
testing  and  uncovers  patient  concerns  about  these  procedures. 

O What  are  the  benefits  to  a simplified  vaginal  hysterectomy? 

Doctors  at  Pelosi  Women’s  Medical  Center  offer  their  pioneer 
approach  to  vaginal  hysterectomy. 

S>  Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk,  and 
Calendar. 
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continued  from  page  64 

County  medical  societies 
across  the  nation 

County  medical  societies  are 
the  fabric  of  organized  medicine 
where  physicians  make  an 
impact  locally.  Here  is  a sam- 
pling of  innovative  county  med- 
ical society  programs  from 
around  the  country. 

From  Massachusetts  comes 
the  Girl  Scouts  of  Today, 
Physicians  of  Tomorrow  pro- 
gram, cosponsored  by  the 
Worcester  District  Medical 
Society  and  the  Massachusetts 
Medical  Society,  which  fosters 
mentoring  relationships  among 


Girl  Scouts  and  physicians  program. 


young  women  and  practicing 
women  physicians.  While  Girl 
Scouts  spend  a day  with  female 
physicians,  physicians  offer  a 
positive  role  model  for  the 
young  women. 

Within  our  own  state,  the 
Mercer  County  Medical  Society 
annually  hosts  the  Hall  of  Fame 
Award  Dinner  to  pay  tribute  to  a 
local  physician  who  has  con- 
tributed to  the  betterment  of  the 
community.  The  recent  hon- 
oree — -John  F Marshall,  MD — 
has  rendered  48  years  of  medical 
service. 

In  Texas,  the  McLennan 
County 'Medical  Society  co- 
sponsors a safety  program  for 
children — Hard  Hats  for  Litde 
Heads.  This  program  distributes 
bicycle  helmets  to  children 
across  Texas. 


Looking  for  a research  experience? 

Young  physicians  interested  in  combining  research  experience  with 
clinical  practice  may  be  eligible  for  the  Robert  Wood  Johnson  Clinical 
Scholars  Program.  Contact  the  program  office  at  501/660-7551.  Minority 
physicians  interested  in  academic  careers  may  apply  for  the  Minority 
Medical  Faculty  Development  Program  by  calling  301/913-0210. 

Mental  health  insurance  coverage 

The  House  of  Representatives  and  the  Senate  agreed  to  an  amend- 
ment, since  enacted,  that  will  require  that  aggregate  and  annual  payment 
limits  on  insurance  policies  be  the  same  for  mental  and  physical  illness- 
es for  all  health  plans  that  provide  mental  health  benefits.  This  require- 
ment will  go  into  effect  on  January  1, 1998.  Many  people  feel  this  amend- 
ment is  a positive  step  toward  equalizing  coverage  and  providing  some 
financial  protection  to  individuals  with  chronic  or  catastrophic  mental 
conditions. 

New  addition  at  Clara  Maass 

The  new  Women’s  Health  Center  at  Clara  Maass  Medical  Center,  in 
Belleville,  offers  comprehensive  coordination  of  diagnostic,  educational, 
and  treatment  resources  for  women.  "The  concept  of  treating  women  in 
their  own  dedicated  environment  is  very  current  and  very  important,” 
notes  MSNJ  member  Annette  Cozzarelli-Franklin,  MD,  the  facility’s 
medical  director  and  1994  AMA  Award  recipient. 
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MSNJ’S  VOICE  IS  HEARD  ON 
PHYSICIAN-ASSISTED  SUICIDE 


MSNJ  has  delivered  a brief  to  the  U.S. 
Supreme  Court  as  amicus  curiae,  strongly 
renouncing  a decision  by  the  U.S.  Second 
Circuit  Court  of  Appeals  that  overturned 
state  laws  prohibiting  physician-assisted 
suicide.  The  brief  was  prepared  on  behalf 
of  MSNJ  by  Paul  W.  Armstrong,  LLM,  an 
attorney  for  the  family  of  Karen  Ann 
Quinlan  during  the  landmark  case  20 
years  ago  regarding  the  right  to  remove 
her  from  life-support  systems. 

MSNJ  believes  that  physi- 
cian-assisted suicide  would 
destroy  the  medical  profes- 
sion’s ethic  center,  patient 
trust,  and  physician  self-con- 
straint, but  supports  the 
“ethically  and  legally  pro- 
tected right  of  terminally  ill 
patients 

Paul  W Armstrong,  LLM 

to  par- 
ticipate in  treatment  decision  at 
the  end  of  life,  including  the 
right  to  execute  and  implement 
advance  directives  and  to  refuse 
or  request  the  withdrawal  of 
aggressive  forms  of  medical 
treatment.”  MSNJ  urges  commu- 
nication between  the  patient  and 
family  and  the  physician  and 
health  care  professionals  to 
ensure  patient  satisfaction. 

MSNJ  continues  to  be  one  of 
the  leaders  in  issues  concerning 
biomedical  ethics,  life-sustaining 
technologies,  and  end-of-life 
decision  making.  Recently  the 
MSNJ  Committee  on  Biomedical 
Ethics,  chaired  by  Joseph 
Fennelly,  MD,  released  futile  care 
guidelines. 


MSNJ  Annual  Meeting 

The  1997  MSNJ  Annual  Meeting  will  be  held  at 
the  Trump  Taj  Mahal  Casino/Resort  in  Atlantic  City 
from  April  29,  1997,  through  May  3, 

1997. 

On  April  30,  there  will  be  a grand 
rounds  presentation  on  domestic 
violence  and  a lecture  sponsored  by 
The  Academy  of  Medicine  of  New 
Jersey.  On  May  2,  there  will  be  a pro- 
gram entitled,  “Health  Care  Anti- 
trust: New  Rules  for  MD  Networks 
and  Joint  Ventures.”  On  May  3,  the 
Committee  on  Biomedical  Ethics  is 
presenting  an  educational  program. 

Reference  committees  will  meet  on  April  30  and 
May  1 and  the  House  of  Delegates  will  meet  on  May 
1 and  2.  A JEMPAC  Political  Forum  and  Wine  and 
Cheese  Reception  will  take  place  on  May  1.  The  inau- 
gural reception/dinner  dance  for  incoming  President 
Carl  Restivo,  Jr,  MD,  will  be  held  on  May  2. 

Foundation  rep  selected 

MSNJ  President  Anthony  P. 
Caggiano,  Jr,  MD,  has  appointed 
Anita  Falla, 

MD,  to  serve 
as  MSNJ’s  rep- 
resentative to 
the  Found- 
ation of  the 
University  of 
Medicine  and 
Dentistry  of 
New  Jersey 
Board  of  Trust- 
ees. She  follows  in  the  footsteps 
of  Arthur  Bernstein,  MD,  who 
served  for  21  years.  Dr.  Falla  is  a 
past-president  of  the  Essex 
County  Medical  Society,  chair  of 
the  MSNJ  Judicial  Council,  and 
delegate  to  the  MSNJ  House  of 
Delegates. 
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Lippman  named  president 

Newark  Beth  Israel  Medical 
Center  announces  the  new  pres- 
ident of  the  medical 
staff,  Alan  J.  Lippman, 

MD.  Dr.  Lippman  is  a 
member  of  MSNJ  and 
serves  on  the  Council 
on  Communications;  he 
has  been  the  guest  edi- 
tor for  several  special 
issues  for  New  Jersey 
MEDICINE  on  managed 
care,  cancer  research, 
and  medical  research.  He  is  past- 
president  of  The  Academy  of 
Medicine  of  New  Jersey. 
Currently  Dr.  Lippman  serves  as 
president  of  the  Essex  County 
Medical  Society  and  is  on  the 
teaching  faculty  at  UMDNJ-New 
Jersey  Medical  School. 


Alan  J. 

Lippman,  MD 
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Or  An  Operation 
That'll  Make 
You  Yeel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CALL  TODAY!  (800)282-1390 


25-702-0001 


A GREAT  WAY  TO  SERVE 


Five  reasons  why 


ninety-five  percent  of  our 

insureds  renew  with  -tyfiX 

D Physician  owned  and  directed. 

B The  only  medical  malpractice  carrier  endorsed  by  the  Medical  Society  of  New  Jersey. 

B Consent  to  settle  — An  unconditional  clause  that  states  an  insured's  consent  must  be 
obtained  before  a claim  can  be  settled. 

Q HIV  coverage  provides  income  protection  to  eligible  insureds  at  no  additional  charge. 

B “A”  (Excellent)  rated  by  A.M.  Best,  the  nation's  premier  insurance  rating  agency. 

MMX  members  renew  their  policies  for  these  reasons  AND  because  our  liability  representatives 
provide  prompt,  personal,  24-hour  service,  seven  days  a week.  We  understand  that  protecting 
your  assets  and  reputation  is  too  important  to  be  left  to  outsiders.  Call  us  and  find  out  why 
11,000  insureds  turn  to  MIIX  for  liability  protection. 


1-800-234- Ml  IX 


MEDICAL  INTER-INSURA  N G E EXCHANGE 


POWERFUL 


P A R I N E'  , R ~S  H 
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health  sciences  library 

UNIVERSITY  OF  MARYLAND.  AT 


MAT  CAN  MRAC 
0 FOR  YOU? 

IODEL  POLICY 
OR  FUTILE  CARE 

HE  BEST  OF 
INETIC  TESTING 

EENS  & TOBACCO: 
FHO  IS  AT  FAULT? 


BALTIMORE 

STACKS  FEB  19  1 997 


NOT  IN  CIRC, 
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PRACTICE 

MADE  MORE 

PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 

The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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Health  care  cost  increases  are 
at  a historically  low  level, 
according  to  the  Washington,  DC- 
based  Center  for  Studying  Health 
System  Change.  National  health 
expenditures,  as  tracked  by  the 
Health  Care  Financing 
Administration  (HCFA),  rose  only 
5.4  percent  in  1994.  Milliman  & 
Robertson's  Health  Cost  Index, 
based  on  provider  survey  data, 
climbed  only  3.2  percent  in  1995. 
And,  a Hay-Huggins  survey  on 
employer-sponsored  health  plans 
showed  a 1 .2  percent  premium 
increase  per  enrollee  in  1995. 

Is  the  trend  holding?  KPMG  Peat 
Marwick  (Peat)  reports  only  a 0.5  per- 
cent average  premium  increase  from 
spring  1995  until  spring  1996.  Even  in 
Medicaid,  the  Urban  Institute's  John 
Holohan  and  David  Liska  have  found 
a mere  3.2  percent  growth  in  fiscal  year 
1 996,  prompting  Kaiser  Commission 
on  the  Future  of  Medicaid  chair 
James  B.  Tallon  to  assert  that  major 
restructuring  of  Medicaid  has  become 
unnecessary. 

So,  why  is  there  so  much  anecdotal 
information  about  huge  premium  increas- 
es, at  least  in  New  Jersey?  Several  rea- 
sons come  to  mind.  First,  as  Peat  has 
found,  increases  are  higher  for  small  firms 
that  are  unable  to  muster  the  buying 
power  of  large  firms.  Second,  as  the 
Center  itself  has  cautioned,  health  care 
cost  data  often  are  cited  for  reasons  other 
than  the  stated  purpose  for  collecting  the 
data;  for  example,  employer  surveys. 


says  the  Center,  "don't  track  cost  trends  in 
the  economy."  Third,  the  premium  data 
may  be  out  of  date.  Fourth,  Peat  shows  a 
much  higher  rate  of  increase  in  the  East 
than  in  the  West.  Fifth,  there  is  variation 
by  type  of  plan,  with  higher  increases  in 
recent  years  for  HMOs  and  conventional 
fee-for-service  plans  than  for  point-of-ser- 
vice  plans.  And  sixth,  some  insured 
groups  simply  exhibit  a pattern  of  unusu- 
ally high  claims,  reflecting  such  factors  as 
the  age  of  group  members. 

Timeliness  is  an  especially  important 
factor.  As  we  reported  in  these  pages  in 
October,  physician  income,  as  tracked  by 
the  American  Medical  Association 
(AMA),  fell  almost  4 percent  in  1994. 
Now  the  AMA  is  reporting  a 6.7  percent 
inflation-adjusted  rise  in  1995 — and  the 
greatest  average  increase,  1 2.6  percent, 
was  recorded  in  the  Northeast.  Topping 
the  list  of  big  gainers  by  specialty  were 
obstetrician-gynecologists,  whose  mean 
net  income  nationwide  rose  21 .9  percent 
last  year. 

Lower  rates  of  increase  are 
deflating  the  arguments  for  health 
system  reform.  It  was  the  double- 
digit rates  of  the  early  1990s— 
and  Medicaid  increases  exceeding 
20  percent — that  built  up  support 
for  the  Clinton  administration's 
health  system  reform  proposal 
three  and  four  years  ago. 

Today  liberal  advocates  of  reform  are 
shifting  their  attention  to  issues  such  as 
hospital  "conversions"  from  not-for-profit 
to  for-profit  status.  In  1 995,  reports  the 
American  Hospital  Association, 
347  hospitals  turned.  State  Health  Notes 
comments  that  ten  states  have  enacted 
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measures  extending  state  oversight  over 
hospital  and  Blue  Cross  conversions. 
Speaking  at  a recent  League  of 
Women  Voters-sponsored  forum  in 
Trenton,  President  Linda  B.  Miller  of  the 
Volunteer  Trustees  Foundation  for 
Research  and  Education  distributed 
copies  of  a 42-page  booklet,  When  Your 
Community  Hospital  Goes  Up  for  Sale. 
New  Jersey  lacks  a history  of  for-profit 
hospitals. 

Readers  with  a powerful  thirst 
for  new  acronyms  may  be 
cheered  by  HCFA's  adoption  of 
Diagnostic  Cost  Groups  (DCGs) 
and  Hierarchical  Coexisting 
Conditions  (HCCs)  as  the  basis  for 
computing  premium  adjustments 
for  the  six  health  plans  participat- 
ing in  the  new  Medicare  Choices 
demonstration  program.  The  six 
sites  include  two  Philadelphia  provider- 
sponsored  networks,  Crozer-Keystone 
Health  System  and  Health  Partners,  plus 
the  Philly-based  Independence  Blue  Cross 
preferred  provider  organization.  Under 
the  DCG-HCC  system,  as  described  in 
Medicine  & Health,  each  plan  will  face 
an  adjustment  calculated  on  the  basis  of 
relative  costs  for  diagnostic  groups  in 
order  to  take  multiple  conditions,  or  co- 
morbidities, into  account. 

Interest  in  provider  evaluations  of 
HMOs  is  heating  up.  At  least  two  New 
Jersey  organizations  are  exploring  plans 
for  rating  HMOs  from  a provider  per- 
spective. A recent  survey  of  central 
Florida  internists,  conducted  by  the 
American  Society  of  Internal  Medicine, 


produced  generally  low  ratings  of  all  five 
evaluated  plans. 

Responding  to  criticism  from  providers 
and  patients,  and  fearful  of  so-called 
"anti-managed  care"  legislation,  the 
American  Association  of  Health  Plans — 
HMOs'  trade  association — has 
announced  a "Patients  First"  initiative. 
(Interestingly,  "Putting  Patients  First"  was 
the  title  of  a position  paper  on  HMO  reg- 
ulation issued  two  years  ago  by  MSNJ.) 

The  initiative  calls  on  HMOs  to  disclose 
general  methods  for  paying  physicians, 
utilization  management  criteria,  drug  for- 
mularies, and  procedures  for  determining 
whether  care  is  experimental  (and  thus 
non-reimbursable).  The  Association  also 
came  out  against  "gag  clauses,"  that  is, 
terms  in  provider  contracts  that  prohibit 
physicians  from  advising  patients  of  all 
treatment  options  or  prohibit  physicians 
from  criticizing  an  HMO — although  the 
trade  group  would  permit  clauses  that 
prohibit  the  physician  from  advising  the 
patient  to  quit  the  HMO. 

Why  should  health  professionals,  reel- 
ing from  change,  trust  in  the  political 
process?  As  Polish  reformer  Adam 
Michnik  was  quoted  by  New  Yorker 
reporter  Lawrence  Weschler,  "Democracy 
is  gray  ....  It  chooses  banality  over  excel- 
lence, shrewdness  over  nobility,  empty 
promise  over  true  competence.  ...  It  is 
eternal  imperfection,  a mixture  of  sinful- 
ness, saintliness,  and  monkey  business.  . . . 
Yet  only  democracy — having  the  capacity 
to  question  itself — also  has  the  capacity  to 
correct  its  own  mistakes." 
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"The  attorney  assigned  to  represent  me  in  this 
[medical  malpractice]  case  was  quite  special.  I will 
never  forget  the  opening  day  of  the  trial.  The 
plaintiff's  attorney  . . . tried  to  obscure  and  conceal 
some  salient  and  critical  points  of  the  case  . . . Then 
[my  attorney]  stood  and  delivered  his  opening  with 


tightened  quite  a few  loose  ends  in  our  defense.  He 
really  had  an  enormous  impact  on  behalf  of  our  case 
which  I feel  helped  the  jury  shape  their  final  verdict. 

"In  conclusion,  one  of  the  most  important  high- 
lights in  my  medical  career,  so  far,  occurred  [on  that 
day]  when  I was  exonerated  by  the  jury  and  again,  I 
am  glad  that  I have  a very  good  malpractice  insur- 
ance company  behind  me." 


Princeton  Insurance  Companies 
746  Alexander  Road,  Princeton,  NJ  08540-6305 
800-555-5162 


Sound  professional  liability  protection  for 
the  medical  and  health  care  community  since  1975. 


Princeton — it's  worth  it. 


eloquence  in  a convincing 
manner.  He  shed  light  on 
the  nature  of  our  defense 
with  clarity.  What  a feel- 
ing of  relief  that  was! 


"My  special  thanks  to 
[our  medical  expert],  who 


A Princeton-insured  physician 
insured  8 years 
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ARE  YOU  READY? 


WE  CAN  HELP. 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


908-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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Your  Partner 
in  Women’s  Health 


Favorable 

Reimbursement 

and  a Broader 

Patient 

Base 

Tlw  Omnia  Advantage 

With  networks  in  New  Jersey,  Pennsylvania,  Chicago, 
and  Cincinnati,  Omnia.  Inc.  is  the  most  talked 
about  national  Womens  Healthcare  Network.  Omnias 
networks  feature  top  area  Ob/Gyns  dedicated  to 
promoting  low  cost,  quality  care. 

Omnia  offers  its  physicians  the  opportunity  to 
participate  in  capitated  contracts  resulting  in  an 
increased  patient  base. 

Additional  benefits  include: 

■ Physician  recruitment  services 

■ Affordable  malpractice  insurance 

■ Continuing  medical  education  and 
research  protocol  opportunities 

■ State-of-the-art , interactive  education 
programs  including  ACOG  award-winning 
CD-ROMs 

More  than  1000  Ob/Gyns  nationwide  have  joined 
the  Omnia  networks...  and  the  number  increases  every 
day.  To  leam  how  to  join  the  more  than  500  Ob/Gyns 
in  the  Omnia  of  New  Jersey  network  or  for  more 
information  about  Omnia  s innovative  programs, 
call  (800)  889-4944  or  visit  us  at 
mvw.omnialink.com. 

Umma 

^ Your  Partner  in 
Woman's  Health 


Switching  Jobs  Can  Have 
An  Unfortunate  Effect  On 
Your  Retirement  Savings. 


Don’t  Lose  40%  Or  More 
Of  Your  Retirement  Plan 
To  Taxes  And  Penalties. 

Call  For  Your  Free  Information  Kit  Today. 


If  you’ve  switched 
jobs,  the  way  you 
handle  the  payout  from 
your  former  employer's 
retirement  plan  is  very 
important.  Depending  on 
what  you  choose  to  do,  you 
could  lose  40%  or  more  of  it 
to  federal,  state,  and  local 
taxes  as  well  as  early 
withdrawal  penalties. 

T.  Rowe  Price  can  help. 

We  offer  a free  kit  that 
clearly  explains  the  pros  and 


cons  of  each  distribution 
option  in  plain,  straight- 
forward language,  so  you 
can  decide  what’s  best 
for  you. 

Request  your  free  kit  today. 

Call  our  toll-free  number  for 
our  free  kit  on  managing  your 
retirement  plan  distribution, 
plus  information  about  our 
broad  range  of  no-load 
mutual  funds.  Because  we'd 
hate  to  see  your  retirement 
plan  go  all  to  pieces. 


1-800-541-4722 


Invest  With  Confidence 5 

T.RoweFVice 


Request  a prospectus  with  more  complete  information,  including  management 
fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  iraro34624 
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Use  of  abciximab 

Coronary  catheterization  is 
considered  the  gold  standard 
to  document  the  presence  and 
severity  of  coronary  artery  dis- 
ease. In  the  coronary  artery 
surgery  study  (CASS),  the  inci- 
dence of  death  and  major 
complications  associated  with 
cardiac  catheterization  was 
significantly  higher  in  the  older 
patient  versus  the  young 
patient.1  We  can  report  two 
cases  of  severe  morbidity  and 
one  fatality  likely  due  to  the 
newly  released  platelet 
inhibitor,  Reopro®  (abcix- 
imab). We  are  alerting  physi- 
cians performing  catheteriza- 
tions that  the  use  of  the  agent 
Reopro®  can  have  very  serious 
consequences  in  the  elderly 
patient. 

Cardiac  catheterizations  are 
performed  routinely  in  elderly 
patients  and  complications 
vary  depending  on  the  pres- 
ence of  risk  factors,  such  as 
unstable  angina,  recent 
myocardiac  infarction,  dia- 
betes, female  sex,  and  com- 
plex coronary  morphologic 
features  (an  angulated  arterial 
segment,  thrombus,  or  bifurca- 
tion lesion). 

A new  class  of  drugs  that 
includes  monoclonal  antibod- 
ies, cyclic  peptides,  and  the 
peptide  derivative,  glycopro- 
tein llb/llla  inhibitors,  have 
been  developed  to  reduce  clot- 
ting of  coronary  arteries. 


Reopro®  is  the  Fab  fragment 
of  the  chimeric  monoclonal 
antibody  (7E3)  that  was  used 
in  both  of  our  patients. 

In  our  two  patients,  serious 
complications  appear  to  reflect 
a higher  incidence  of  such 
problems  with  this  newly 
released  anti-platelet  agent.  It 
suggests  a possible  need  for 
better  quality  control  and  mon- 
itoring of  this  agent  for  poten- 
tial toxicity. 

We  are  reporting  these 
cases  to  alert  physicians  car- 
ing for  the  elderly  that  serious 
and  potentially  life-threatening 
complications  can  and  do 
occur  in  their  cardiac  patients 
who  undergo  catheterization. 
Please  write  to  us  for  details 
about  our  two  patients. 
Furthermore,  such  adverse 
reactions  usually  occur  more 
frequently  in  the  elderly. 

Joel  S.  Gross , MD;  Suneel 
M.  Koul,  MD;  Joshua  R.  Shua- 
Haim,  MD 
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Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• a PPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue.  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 


winrknr 


BILLING  SERVICE  AT  ITS  BEST! 

Experienced  . . . Reliable  . . . Affordable 

YOUR  SINGLE-SOURCE  SOLUTION  FOR 
ACCOUNTS  RECEIVABLE 
MANAGEMENT 

• FREE  loaner  computer  for  data  inquiries  and 
reports  in  your  office! 

• Paperwork  pick-up. 

• Includes  all  patient  and  insurance  billing. 

• Claims  filed  electronically  wherever  possible. 

• Patient  Statements  printed  and  mailed. 

• Patient  billing  questions  answered. 

• Follow-up  on  delayed  payments  with 
insurance  companies. 

Don’t  Let  Managed  Care  and  Medicare  Get  You  Down! 

Call  WINDSOR  MEDICAL  SYSTEMS  Today. 
Toll  Free:  1-888-5-WINDSOR 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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Length  of  stay 
following  mastectomy 

In  the  continuing  discussion 
about  how  long — and 
whether — a patient  needs  to 
be  hospitalized  following 
surgery,  mastectomy  seems  to 
be  the  next  procedure  coming 
under  media  and  public 
scrutiny. 

Although  some  health  plans 
and  insurers  around  the  coun- 
try call  for  mastectomies  to  be 
done  on  an  outpatient  basis 
with  no  overnight  stay,  the 
standard  recommendation  of 
our  parent  company,  United 
Healthcare,  is  a one-night  hos- 
pital stay  for  mastectomy 
patients  with  no  complications 
who  have  adequate  support 
for  further  recovery  at  home. 

In  our  view,  each  patient's 
case  should  be  judged  individ- 
ually and  the  decision  about 
length  of  stay  made  by  the 
physician.  In  some  cases, 
women  should  stay  in  the  hos- 
pital for  two  or  more  days  fol- 
lowing surgery  and,  in  other 
cases,  women  themselves 
choose  to  go  home  as  early  as 
the  same  day  surgery  is  com- 
pleted, supported  by  family 
and  health  care  professionals. 

Our  goal  is  the  safest  and 
fastest  recovery  for  each 
patient,  with  decisions  based 
on  medical  necessity;  not 
financial  criteria.  Our  experi- 
ence shows  that  when  you  do 
what's  right  medically  for  the 
patient,  then  cost  control 


results  from  the  faster  return  to 
health. 

Our  guidelines  are  devel- 
oped by  physicians  and  based 
on  nationally  recognized  stan- 
dards and  assessment  of  clini- 
cal experience.  The  guidelines 
provide  physicians  with  shared 
experience  and  knowledge  of 
what  works  best  for  patients, 
but  are  not  used  to  dictate 
treatment  plans  or  lengths  of 
hospital  stays. 

Barbara  Willis 

MetraHealth 

Physicians  and 
jury  duty 

I cleared  seven  days  of  my 
schedule  to  serve  on  jury  duty. 

I sat  for  one  day  and  was 
instantly  thrown  off  a jury 
panel  in  a criminal  case 
(drugs  sold  near  school).  At 
the  end  of  the  day,  I then  was 
told  not  to  come  back  for  the 
rest  of  my  term  (along  with 
everyone  else)  as  a new  panel 
of  jurors  would  be  coming  in 
the  next  day. 

For  this  I got  a check  for 

$5. 

Andrew  D.  Corwin,  MD 


No  one  wants  to  miss  the 
income  from  their  work 
whether  a solo  practitioner  of 
psychiatry  or  of  plumbing,  and 
certainly  citizens  have  been 
asked  to  sacrifice  much  more 
than  a week's  pay  in  service 
to  their  government.  While  I 
was  studying  medicine,  mil- 
lions of  other  young 
Americans  were  losing  their 
sanity,  health,  or  lives  in 
Vietnam.  If  they  could  give  that 
measure,  surely  I have  no  right 
to  complain  about  taking  part 
in  a trial  process  for  a few 
days. 


If  called  in  for  jury  duty,  of 
course  I will  serve,  but  I would 
prefer  not  to  serve.  This  is  not 
because  of  some  selfish  con- 
cern to  not  serve  my  communi- 
ty— I have  done  many  public 
service  activities.  I have  seen 
the  jury  process  first  hand, 
and  I know  that  I would  better 
serve  my  county's  citizenry  if  I 
were  left  to  practice  medicine. 


Robert  C.  Jarmon, 
MD 


NJM 


Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368)  or  mail  a copy  of  your 
letter  to  New  Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648.  Letters  should  be  typed  and  double-spaced  and  should 
be  no  longer  than  400  words  with  up  to  4 references,  if  necessary. 
Include  your  full  name,  affiliation,  address,  and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief  and 
are  subject  to  editing  and  abridgment.  Letters  may  be  published  on 
MSNJ’s  web  site,  http://www.msnj.org.  Financial  associations  or 
other  possible  conflicts  of  interest  must  be  disclosed.  Letters  repre- 
sent the  opinions  of  the  authors. 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS 
1-800-248-7090 


AGENCY 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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NEWSMAKERS  4, 


Neonatologist  named 
director 

Gloria  Wiseman,  MD,  has 

been  named  director  of  the  nurs- 
eries at  The  BirthPlace  at  Holy 

Gloria  Name  Hospital.  Dr.  Wiseman  will 
Wiseman,  MD  . r . 

oversee  the  care  ot  newborn 

babies  and  their  special  problems,  and  will  facili- 
tate the  specific  training  required  of  staff  in  the  care 
of  newborn  infants.  Dr.  Wiseman  is  board  certified 
in  neonatal  perinatal  medicine  as  well  as  pedi- 
atrics. Dr.  Wiseman  also  serves  as  an  assistant  pro- 
fessor of  pediatrics  at  Columbia  University. 


New  Jersey  League  for 
Nursing  award 

Sandra  Nilsson,  RN,  coordi- 
nator of  Raritan  Bay  Medical 
Center's  Early  Intervention  Program 
has  been  awarded  the  New  Jersey 
League  for  Nursing's  1996  Nurse 
Recognition  Award.  "All  the  physicians  and  col- 
leagues in  our  program  are  very  glad  that  Sandy  is 
being  recognized  for  the  outstanding  job  that  she 
does  every  day  of  the  year.  She  is  a true  patient 
advocate,"  says  MSNJ  member  John  R.  Middleton, 
MD,  chair,  Department  of  Medicine. 


Sandra 
Nilsson,  RN 


UMDNJ  endows  chair  for  Reynolds 

As  a tribute  to  one  of  the  Garden  State's  leading 
academic  physicians  and  administrators,  Richard  C. 
Reynolds,  MD,  The  Robert  Wood  Johnson  Foundation,  in 
Princeton,  has  endowed  a faculty  chair  in  Dr.  Reynolds' 
name  at  UMDNJ-Robert  Wood  Johnson  Medical  School. 
A part  of  The  Foundation  since  1 987,  Dr.  Reynolds 
recently  retired  as  executive  vice-president.  Prior  to  his 
affiliation  with  The  Foundation,  Dr.  Reynolds  served  as 
dean  of  Robert  Wood  Johnson  Medical  School  and 
UMDNJ's  senior  vice-president  for  academic  affairs. 

Dr.  Jeffrey  L.  Carson,  of  Belle  Mead,  is  the  first  faculty 
member  to  occupy  the  Reynolds  Chair  in  Internal 
Medicine.  Dr.  Carson  joined  Robert  Wood  Johnson 
Medical  School  in  1 982.  Currently  he  is  chief 


Richard  C.  Reynolds,  MD 

of  the  Division  of  General 
Internal  Medicine  and 
professor  of  medicine  at 
Robert  Wood  Medical 
School. 


AIDS  protocol  available  from  AMNJ 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  and  the 
New  Jersey  Department  of 
Health  and  Senior  Services 
(DHSS)  offer  the  third  edition  of 
Identification  and  Man- 
agement of  Asympto- 
matic HIV-Infected  Per- 
sons in  New  Jersey:  A 
Practical  Protocol  for 


New  Jersey  Clinicians.  This 
comprehensive,  140-page 
manual  provides  the  latest  stan- 
dards of  care  for  persons  with 
HIV  and  includes  clinical  guide- 
lines to  identify  HIV-infected 
persons,  selection  and  interpre- 
tation of  HIV  tests,  decision 
making  about  early  interven- 
tion, and  medical  treatment. 


The  book  is  available 
through  the  AIDS  Physician 
Education  Program,  a joint 
effort  of  AMNJ  and  DHSS  that 
provides  central  coordination 
of  HIV/AIDS  education  and 
training  activities  for  physicians 
and  allied  health  care  pro- 
viders. To  order  a copy,  call 
AMNJ,  609/  275-191 1. 

continued  on  page  14 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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People  in  the  news 

Monica  Ku- 
mar, MD,  a staff 
physician  at  Tren- 
ton's Mercer  Med- 
ical Center,  has 
been  awarded  cer- 
tification by  the 
American  Board  of  Obstetrics 
and  Gynecology. 

David  J.  Kinder,  NHA,  is 
the  newly  appointed  adminis- 
trator at  The  Health  Center  at 
Bloomingdale,  a 1 20-bed 
skilled  nursing  facility. 

Manchester  Manor  Nursing 
Home,  in  Lakehurst  welcomes 
Shawne  R.  Mimna,  LNHA, 
BSW,  as  the  administrator. 

Newark  Beth  Israel  Medical 
Center  hired  loliene  B.  Boe- 
nau,  MD,  to  serve  as  director 
of  the  Emergency  Medicine 
Residency  Program.  Masood 
Haque,  MD,  and  Jeffrey 
Lebowitz,  MD,  joined  the 
program  to  serve  as  associate 
directors. 

MSNJ  sets  the  standard 
with  the  AMA 

The  American  Medical 
Association  (AMA)  and 
MSNJ  continue  to  work 
together  in  support  of 
physicians.  MSNJ  recent- 
ly commented  on  several 


Monmouth  Medical  Center 
in  Long  Branch  welcomes  pedi- 
atrician Sheena  C.  Apun, 
MD,  surgeon  Stephen  A. 
Chagares,  MD;  orthopaedic 
surgeon  Charles  C.  Rizzo, 
MD;  cardiologist 
and  MSNJ  mem- 
ber Steven  Jon 
Daniels,  MD; 
and  anesthesiolo- 
gist Anil  K. 
Sharma,  MD 

MSNJ  member 
Aaron  Sporn, 

MD,  has  been 
reappointed  to 
the  faculty  of 
Allegheny  Uni- 
versity of  the 
Health  Sciences. 

Mercer  Med- 
ical Center  an- 
nounced the  fol- 
lowing appoint- 
ments: Keith 

Keefer,  MD, 
Shivaprasad  Marulen- 

AMA  proposals:  the  Am- 
erican Medical  Accredit- 
ation Program,  which  will 
establish  a comprehensive 
program  of  physician  cre- 
dentialing  and  review;  a 
national  physician  work- 
force planning  program, 


dra,  MD,  and 
Inge  S.  Re- 
gan, MD,  De- 
partment of 
Medicine;  and 
George  Hey- 
rich,  MD,  Car- 
diology De- 
partment. 

AtlantiCare 
Health  Plans, 
in  Egg  Har- 
bor Township, 
named  Sha- 
ron Hazard-Johnson  the 
director  of  managed  Medi- 
caid. 

Sonia  Delgado  has 

joined  Newark's  UMDNJ  as 
assistant  vice-president  for  mar- 
keting and  managed  care. 

William  Anderson,  MD, 

affiliated  with  Deborah  Heart 
and  Lung  Center,  has  been 
accepted  as  a fellow  of  the 
American  College  of 
Surgeons. 

which  offers  a moderate, 
far-sighted  strategy;  and  a 
set  of  recommendations 
for  a uniform  claim  form. 
The  three  AMA  proposals 
met  with  supportive  re- 
sponses from  MSNJ. 

continued  on  page  16 


Keith 

Keefer,  MD 


Shivaprasad 
Marulendra,  MD 


Inge  S. 
Regan,  MD 


George 
Heyrich,  MD 
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OUR  TEAM  OF  LAWYERS  COUNSELS 

healthcare 

PROVIDERS 

IN  A COMPREHENSIVE  RANGE  OF 
HEALTH  LAW  MATTERS. 

Formation  and  Capitalization 
of  Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  & Professional  Rights 

Credentialing  & Disciplinary  Actions 

Fraud  & Abuse 


ADVANCED 
MEDICAL  BILLING 
SERVICES 

• Electronic  processing  of  claims— 
faster,  cheaper 

• Multispecialty 

• All  carriers 

• Courier  service 

• Complete  follow  through 

CALL  NOW  for  more  information 
or  a FREE  CONSULTATION 

(609)  758-0749 

YOUR  SATISFACTION  AND 
CONFIDENTIALITY  ARE  GUARANTEED 


Medicare  & Medicaid  Reimbursement 


Antitrust 

Medical  Malpractice  Litigation 
Legislative  & Regulatory  Matters 


For  more  information  or 
for  a copy  of  our  newsletter, 

New  Jersey  Health  Law  Advisory, 
please  contact 

Alma  L.  Saravia,  Special  Counsel 

51  Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher 

One  Liberty  Place,  Philadelphia,  Pennsylvania 


Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
Cherry  Hill  and  Newark,  New  Jersey  •>  New  York,  NY  ■>  Wilmington  and  Dover,  Delaware 


Dial  This  One 
Number  for 
Intensive  Office 
Care 


201-763-7394 

Total  Office  Set-ups 
Reorganizing  of  Your  Office 
Hiring  & Training  of  Personnel 
Selling  of  Practices 
Fee  Schedule  Updates 
Billing  & Collections 
ICD  & CPT  Coding  Updates 

Mary  Ann  Hamburger 

ASSOCIATES 

Office  management  not  handled  efficiently,  can  be  the 
most  stressful  part  of  your  practice.  Let  us  handle  it  for  you. 
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continued  from  page  14 

A day  in  the  life  of  a 
doctor 

One  participant  said  it  was 
"one  of  the  most  informative, 
thought-provoking,  and  enjoy- 
able 'business'  days  I have 
spent  in  a long  while."  He's 
referring  to  the  MSNJ's  Mini- 
Internship  Program.  Partic- 
ipants spent  a portion  of  the 
day  with  three  doctors,  accom- 
panying them  on  various 
responsibilities  from  office 

Be  part  of  UMDNJ  libraries 

Interested  in  borrowing  books  at 
Newark's  UMDNJ  George  F.  Smith 
Library  of  the  Health  Sciences? 

Annual  borrowing  privileges  are  available 
as  a benefit  of  membership  in  Friends  of 
the  UMDNJ-George  F.  Smith  Library  of  the 
Health  Sciences.  Other  privileges  of  mem- 
bership include  private  previews  of  book 
sales;  invitations  io  lectures,  receptions, 
and  special  events;  and  a subscription  to 
the  library's  quarterly  newsletter. 

The  Smith  Library  is  the  hub  of  UMDNJ 
Library  System  and  the  major  health  sci- 


opportunity  to  gain  first-hand 
knowledge  of  how  medicine  is 
practiced.  The  goal  was  to  pre- 
sent medicine  on  the  personal 
level  and  help  to  create  under- 
standing through  experience  to 
those  who  influence  the  state's 
health  care  policy  including 
business  and  industry  profes- 
sionals, the  clergy,  educators, 
the  media,  consumer  advo- 
cates, and  state  government 
leaders. 


ences  research  library  in  the  Garden 
State.  For  a brochure  about  membership, 
contact  Patricia  Clifton  at  UMDNJ, 
201/982-4353. 


Donald  Sico,  executive  director,  New 
Jersey  Assembly,  confers  with  Sue 
Harlukowicz,  RN,  operating  room 
manager,  The  Medical  Center 
at  Princeton. 

rounds  to  surgery.  The  one-day 
program,  held  at  The  Medical 
Center  at  Princeton,  offered 
health  care  policy  makers  from 
around  the  Garden  State  an 


Professional  service  award 

MSNJ  member  Robert  A. 
Carabelli,  MD,  received  the 
MSNJ  Professional  Service  Award 
in  recognition  of  the  outstanding 
service  he  has  extended  to  his 
patients.  Dr.  Carabelli  is  the  med- 
ical director  of  the  Back  Rehabilitation  Institute  in 
Hamilton  Township  and  he  specializes  in  pain  man- 
agement and  rehabilitation. 


Robert  A. 
Carabelli,  MD 


Nurse  receives  AHA  award 

Nancy  Chobin,  RN,  director 
of  Medical  Center  Education 
Services  for  Saint  Barnabas 
Medical  Center  in  Livingston, 
received  the  Leonard  A.  Leipus 
Award  from  the  American  Hospital 
Association.  The  award  is  presented  annually  to  an 
individual  who  has  made  outstanding  contributions 
in  the  field  of  hospital  center  service.  HWHl 
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Medical  Society  of  New  Jersey 
Zowg  Term  Care 
Insurance  Program 

Ensuring  a Secure  Future 
by  Preserving  Assets 


jAs  medical  professionals,  you  know  first  hand  the  devastating  effects  that 
extended  long  term  care  can  have  on  a person’s  hard  earned  assets.  Nursing 
Home  stays  can  range  from  $3,000-$5,000  per  month.  The  Medical  Society  of 
New  Jersey  endorses  The  Travelers  Insurance  Company  to  help  you  guard 
against  unforeseen  tragedies.  Through  special  arrangement  with  the  Travelers 
Insurance  Company,  members,  spouses,  parents  and  in-laws  are  eligible  for  a 
10%  premium  reduction. 

Important  Features  of  the  MSl\f  Endorsed  Long  Term  Care  Insurance  Program 


Available  Ages  45-79 
Specialty  Plans  Available  Ages  80-100 
Benefits  up  to  $250/day 
No  prior  hospitalization  required 
Several  waiting  periods 
Alzheimer’s,  senility  covered 
Lifetime  benefits  available 


Guaranteed  renewable  for  life 

Coverage  for  custodial,  skilled  and 
intermediate  care  as  well  as  adult 
day  care 

Available  to  your  spouse,  parents 
and  in-laws 

Waiver  of  premium  benefit 
Inflation  protection  available 


10%  Discount  for  Members  of  MSNJ,  Spouses,  Parents  and  In-Laws 

For  more  information,  please  call 

Edward  G.  Sutton,  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


Medical  SOCIOty  of  New  Jersey 

MSNJ 


DONALD  F.  SMITH^^ASSOCIATES 
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ri°us 


an^nu® 

stop  V°u 


fesfes 


SsSfeSSs 

RtlO ' 1 . SOO-TOYOTA-  6 
by  phone...  1-800-HUMMER-8 


Delivery  to  your 
home  or  office  - 
call  for  information 


BY  LAW  ONLY  1 OUT  OF  267 
PEOPLE  CAN  HAVE  A NEW 

MEDICAL  SAVINGS  ACCOUNT 


THE  KIRWAN  MeSA  TRUST 


ENROLL  NOW  AND  THE  RIGHT  TO 
CONTINUE  IS  YOURS  FOR  LIFE. 

DEDUCTIBLE  FROM  TAXES  STARTING  1/1/97 

THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616  Ext.  1 (215)  750-7791  Fax 
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Our  fate  lies 
in  our  genes 


Genetic  testing,  discussed  in  this  issue  of 
New  Jersey  MEDICINE,  is  directing  ethicists 
and  practitioners  along  new  and  different 
paths,  and  is  raising  a host  of  problems.  The 
problems  relate  both  to  testing  and  to  genetic 
manipulation. 

Could  the  results  of  testing  be  used  by 
employers  and  insurers  to  screen  individuals 
who  represent  employment  and  insurance 
risks?  Will  such  testing  result 
in  a greater  number  of  abor- 
tions? Will  insurers  treat  the 
depression  that  a positive  test 
may  produce,  even  though  the 
test  may  not  guarantee  illness, 
but  indicate  only  a slightly 
increased  chance  of  developing 
it?  Will  they  pay  for  the  exten- 
sive surgery  that  some  women 
may  opt  for  when  they  have 
received  a positive  breast  can- 
cer test — bilateral  mastec- 
tomies with  reconstructions, 
plus  a pelvic  cleanout?  Would 
fear  of  discrimination  thwart 
some  research  efforts?  Will 
physicians  increase  their  liabil- 
ity for  failure  to  counsel,  for  giving  faulty 
information,  or  for  failure  to  refer?  Will  insur- 
ers pay  for  testing?  How  significant  is  a posi- 
tive genetic  test  in  an  individual  without  a 
family  history? 

In  an  effort  to  protect  the  patient.  New 
Jersey  again  is  leading  the  way.  Although  11 
other  states  have  similar  laws,  the  law  in  New 


We  have 
much  to 
learn  about 
genetic 
testing 
and  genetic 
manipulation. 
We  also 
must  have 
much 
patience. 


Jersey  is  the  most  comprehen- 
sive. It  covers  both  genetic  test- 
ing and  the  information  about 
potentially  adverse  family  histo- 
ries, and  prohibits  employers 
from  discriminating  on  the  basis 
of  that  information.  It  also  treats 
genetic  data  as  private  property. 

Many  experts  feel  the  New  Jersey  law  is  a good 
first  step,  but  federal  legislation  is  needed  to  |y 
cover  those  individuals  who  are 
exempted  from  state  regula- 
tions because  the  plans  are  self- 
financed. 

The  federal  Kennedy-Kasse-  |j^ 
baum  law  protects  people  with 
adverse  genetic  information 
from  losing  their  coverage 
when  they  move  between  jobs, 
but  it  does  not  prevent  raises  in  & 
premiums  nor  does  it  prevent 
job  bias.  Maybe  the  105th 
Congress  will  correct  these  defi- 
ciencies. 

Many  geneticists  feel  that  all  t 
human  disease  is  genetic  and  “ 
that  genetic  manipulation  is  the 
treatment  of  the  present  and 
future.  In  1989,  Maurice  Kuntz  became  the 
first  human  to  have  genes  (bacterial)  inserted  mu 
into  his  body  to  attack  his  melanoma.  The  trial  Ik-  i 
was  considered  a success.  One  year  later  the 
Human  Gene  Therapy  Subcommittee  ap- 
proved unanimously  a formal  proposal  for 
genetic  manipulation.  This  was  the  official 
birth  of  human  gene  therapy  and  Ashanti  jj^. 


Howard  D.  Slobodien,  MD 
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The  Fates,  like  an  absent-minded  printer,  seldom  allow  a single  line  to  stand  perfect 
and  unmarred.  George  Santayana,  The  Sense  of  Beauty,  1896. 

I see  it  all  perfectly;  there  are  two  possible  situations — one  can  do  this  or  that.  My 
honest  opinion  and  my  friendly  advice  is  this:  do  it  or  not  do  it — you  will  regret  both. 

Soren  Kierkegaard,  Either/Or,  1843. 


DeSilva,  suffering  from  a severe  immune  defi- 
ciency disease,  became  the  first  patient  to 
undergo  a federally  approved  gene  therapy, 
with  success.  Although  there  are  technologic 
obstacles,  the  future  of  gene  therapy  is  excit- 
ing. To  date,  about  1,500  patients  have  been 
injected  with  altered  genes. 

Arthur  Caplan,  professor  of  bioethics  at  the 
University  of  Pennsylvania,  was  interviewed 
in  The  New  York  Times  Magazine  of  December 
15,  1996.  He  expressed  reservations  about  the 
trend  toward  identifying  genes  that  control 
violence,  nasty  behavior,  and  mental  disease. 
He  said,  “Pm  really  interested  in  how  the  sale 
of  genetic  information  and  the  sale  of  genetic 
perfection  is  going  to  shape  us.  The  early  signs 
are  not  good.  I think  there  will  be  an  attempt 
to  generate  markets  for  people  to  feel  bad  if 
they  don’t  get  genetic  report  cards  for  their 
embryos  and  reproductive  mates.  Soon  it  will 
be,  ‘How  dare  you  create  a child  with  a known 
mental  disorder.’  In  a market  society,  notions 
of  perfection  will  be  sold.  You  can  almost  see 
the  shops  at  the  mall:  Genes  ‘R’  Us.” 

In  the  United  States,  17  Greenpeace  protes- 
tors chained  themselves  to  gates  to  protest 
shipping  biotech  soybeans;  in  Rome,  other 
protestors  stripped  and  argued  against  their 
use.  Never  mind  that  genetically  altered  soy- 
beans offer  great  hope  for  feeding  the  world’s 
increasing  population. 

Roger  Shattuck,  in  his  book  Forbidden 
Knowledge,  lists  five  categories  of  opposition 
to  the  Human  Genome  Project  (HGP): 

• The  HGP  is  an  immense  boondoggle, 
with  more  benefits  to  those  involved  than  to 
those  for  whom  benefits  are  projected. 

• The  concentration  of  federal  support  for 
the  project  upsets  the  balance  of  funding  of 
other  scientific  programs. 


• The  HGP  is  bad  science  because  there 
still  is  no  standard  human  genome,  and  “the 
essential  operation  of  comparing  sequences 
and  genes  of  different  individuals  and  corre- 
lating them  with  the  lives  of  those  individuals 
will  not  be  undertaken  by  the  HGP”;  and  “it 
neglects  larger  and  more  complex  units  like 
the  cell,  organ  organisms,  and  species.” 

• The  approach  that  promises  a quick  and  g 
permanent  cure  without  changing  our  way  of  • 
life  may  have  impressed  Congress  but  the 
panacea  is  uncertain  and  in  the  dim  future. 

• The  HGP  raises  a host  of  “ethical,  legal, 
and  social  implications” — named  ELSI  by  the 
bureaucracy  and  utilizing  5 percent  of  the 
budget.  No  one  wants  to  revert  to  the  eugen- 
ics positions  in  the  first  half  of  this  century, 
but  the  worry  exists. 

The  reader  is  advised  to  obtain  additional 
details  from  Shattuck’s  book. 

We  have  much  to  learn  about  genetic  test- 
ing and  genetic  manipulation.  We  also  must 
have  much  patience.  The  molecular  details  of 
sickle-cell  disease  have  been  known  for 
almost  50  years,  but  we  just  now  are  develop- 
ing therapies  for  that  condition.  We  still  do 
not  fully  understand  how  the  BRCA1  gene 
functions  as  a tumor-suppressor.  The 
American  Society  of  Clinical  Oncology  sup- 
ports testing  of  those  persons  with  a strong 
family  history  of  cancer  or  very  early-onset- 
disease,  when  the  testing  is  accurate  and 
would  influence  medical  treatment. 
Meanwhile,  we  should  educate  ourselves  and 
work  with  patients,  counselors,  nurses,  insur- 
ers, and  others  to  define  the  parame- 
ters of  testing  and  treatment. 


NJM 
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3 dress  Ahmad,  M-D.,  President 

Wes  Mazur,  M-D. 

Joseph  Pasius,  'D.O. 

John McKeon,  M-D. 

Dae  Syk  Chung,  M-D. 

Richard  Monti,  M-D. 

Robert  P.  Ciolino,  M-D. 

Sverett Moretti,  M-D. 

Demosthenes  £.  Co,  M-D. 

M.  Rae  Pak,  M-D. 

Ronald  Cardoso,  M-D. 

Seongbin  Pak,  M-D. 

Robert  Dorian,  M-D. 

Cristina  Pamaar,  M-D. 

Dee- Chung  dan,  M-D. 

Richard  Pitera,  M-D. 

Stic  N-  dein,  M-D. 

Mehrdad  Rafizadeh,  M-D. 

Keith  Jleischman,  yW.2). 

Moward  Spey,  M-D. 

Craig  dote,  M-D. 

Mctrianne  Zompkins,  MZD- 

Ruplanaik  Qourishankar,  M-D.  Rogelio  Z.  Zrespieio,  M-D. 

Zvi Merschman,  M-D. 

Michael  Vallee,  D.O. 

Mohan  Ji.  Kulkarni,  M-D. 

Norman  J.  Zeig,  M-D. 

are  pleased  to  announce  the  formation  of  their 
anesthesia  group  practice 

New  Jersey  Anesthesia 

associates, 

P.C. 

RH&B 

Richmond,  Hochron  &.  Burns 

ATTORNEYS  AT  LAW 

Legal  Services  Provided  By: 
Stuart  M.  Hochron,  MD,  Esq. 
Richmond  Hochron  & Burns 
209  North  Center  Drive 
North  Brunswick,  NJ  08902 
(908)  821-0200 

Internet  Address  MDLAWSMH@aol.com 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS 
News  New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1 -888-NJ  NEWS  1 


News 


391  george  street  new  brunswick  nj  08901 
tel  908.246.7677  fax  908.249.8952  website  http://www.bnjol.com 


Bill  Berlin,  PhD 


SPOTLIGHT 


Interview  with  Joseph 
W.  Sokolowski,  Jr,  md 


Dr.  Sokolowski  is  chair, 
Medical  Review  and 
Accrediting  Council,  Inc. 
(MRAC),  a subsidiary  of 
the  Medical  Society  of 
New  Jersey.  A 
pulmonologist,  Dr. 
Sokolowski  is  a member 
of  the  Camden  County 
Medical  Society  and  is 
affiliated  with  Our  Lady 
of  Lourdes  Medical 
Center  and  West  Jersey 
Health  Systems.  He  is  a 
clinical  professor  of 
medicine,  Jefferson 
Medical  College  of 
Thomas  Jefferson 
University. 

Q.  Why  was  MRAC 
created? 

A.  About  four  or  five  years 
ago,  the  leadership  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  identified  quality  of 
care  and  its  measurement  as 
key  priorities.  The  Committee 
on  Quality  was  formed  within 
the  Council  on  Medical 
Services  and  I was  designated 
as  chair.  Concurrently,  the 
Payers'  Coalition,  which 
represents  about  75,000 


people  in  the  state,  also 
expressed  an  interest  in  the 
issues  of  quality  and  outcomes 
analysis,  and  in  the  matter  of 
credentialling.  This  led  to 
discussions  with 
representatives  of  the  New 
Jersey  Department  of  Health 
and  Senior  Services,  the 
Payers'  Coalition,  the  New 
Jersey  Business  and  Industry 
Association,  and  the  New 
Jersey  Hospital  Association. 
MRAC,  the  Medical  Review 
and  Accrediting  Council,  Inc. 
was  created  as  a subsidiary  of 
MSNJ. 

Q.  What  are  the  basic 
goals  of  MRAC? 

A.  MRAC  was  established 
to  improve  and  facilitate 
quality  of  care  rendered  by 
physicians.  The  basic  goals 
include,  of  course,  primary 
credentialling.  We're  dealing 
with  the  issues  of  outcomes 
analysis  and  quality  of  care. 
We're  having  active 
discussions  with  several 
insurance  companies  and 
managed  care  organizations 


regarding  these  issues.  We've 
entered  into  negotiations  with 
the  HMO  Association  of  New 
Jersey  on  the  mastectomy 
issue. 

We're  also  involved  in  the 
issue  of  environmental  review 
or  site  review.  All  managed 
care  organizations  require 
periodic  reviews  of  physicians' 
offices  and  the  environment  of 
care.  This  encompasses  a 
number  of  issues,  from  the 
quality  of  the  recordkeeping  to 
the  sanitary  conditions,  and 
the  comfort  conditions  within 
the  offices. 

Q.  What  exists  now? 

What  would  MRAC  be 
replacing? 

A.  MRAC  is  extending  the 
oversight  of  the  National 
Committee  on  Quality 
Assurance  (NCQA).  Basically, 
an  organization  like  MRAC 
will  be  getting  all  providers  in 
the  medical  community — 
physicians,  nurses,  and 
others — to  help  determine  the 
quality  of  care  for  the  patients 
they  serve. 
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The  Medical  Review  and  Accrediting  Council,  Inc.  will  he 
getting  all  the  providers  in  the  medical  community  to  help 
determine  the  quality  of  care  for  the  patients  they  serve. 


Q.  You  mentioned 
discussions  with  the  HMO 
Association  regarding 
mastectomies?  How  would 
MRAC  be  involved  in  that 
issue? 

A.  Basically,  MRAC  will 
work  to  establish  commonly 
accepted  criteria  about 
appropriate  outcomes  such  as 
the  incidence  of  infection  or 
other  complications  following 
the  procedure.  Of  course, 
there  are  different  types  of 
mastectomies,  and  we  would 
attempt  to  identify  the  various 
types  and  the  complications 
associated  with  them.  We 
would  establish  the  criteria  for 
outcomes  research  and 
analyze  the  data  in 
conjunction  with  the  managed 
care  organization. 

Q.  What  is  the  relationship 
between  MRAC  and  the 
American  Medical 
Accreditation  Program 
(AMAP)? 

A.  AMAP  basically  will  be 
providing  an  oversight  of 
credentialling,  patient 
satisfaction,  environmental 
review,  quality  of  care,  and 


outcomes  analysis  on  a 
national  basis.  It  will  work  in 
conjunction  with  local 
organizations,  such  as  MRAC, 
on  the  statewide  or  county 
level,  to  develop  a variety  of 
outcomes  measures  in  all  these 
areas.  While  we  will  be 
working  in  coordination  with 
AAAAP,  we  will  remain 
essentially  an  independent 
organization  serving  the 
physicians  and  patients  of 
New  Jersey. 


Joseph  W.  Sokolowski,  Jr,  MD 


Q.  AAAAP  will  start  with  a 
focus  on  credentialling  and  the 
environment  of  care,  and  then 
take  more  time  in  respect  to 
patient  satisfaction  and  some 
of  the  performance  and 
outcomes  research.  Is  that 
similar  to  MRAC's  agenda? 


A.  We  will  do  whatever  is 
necessary  to  assure  quality  of 
care.  Our  objectives  are 
similar  to  AAAAP's,  although 
our  timing  might  be  different. 
We  may  implement  several  of 
these  issues  prior  to  AAAAP. 

The  AAAA  will  be  working  with 
a variety  of  specialty  and 
subspeciality  organizations  to 
identify  standards  of  care  that 
may  be  adapted  through  the 
various  regional,  state,  and 
county  organizations  for  local 
utilization. 

Q.  What  does  all  this 
mean  to  the  average 
physician? 

A.  This  will  help  ensure 
that  the  physician  provides 
optimal  patient  care.  There  will 
certainly  be  an  educational 
component  to  MRAC  in  all  its 
activities.  For  example,  a 
physician  will  have  the 
opportunity  to  have  pre-survey 
evaluations,  so  that  if  there  are 
any  potential  deficiencies,  the 
physician  can  correct  them.  If 
the  practice  guidelines  are  not 
the  most  current,  the  physician 
will  have  the  opportunity  to 
adapt  to  new  standards  of 
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M RAC  has  the  potential  for  being  very  cost  effective  for 
managed  care  organizations,  whether  we  do  credentialling, 
outcome  analysis,  or  satisfaction  surveys. 


care.  If  a physician  has 
deficiencies  in  the  environment 
of  care,  the  physician  will  be 
able  to  correct  them  and  then 
be  resurveyed  at  a later  date. 
And  there  will  be  an  appeals 
process  built  into  these 
activities. 

Q.  On  the  national  level, 
AMAP  is  working  under  some 
sense  of  urgency  because  it 
wants  to  establish 
credentialling  before  other 
organizations,  such  as  the 
HMOs,  initiate  their  own 
endeavors.  Is  this  part  of  the 
strategy  behind  MRAC,  too? 

A.  The  total  concept 
behind  AMAP — physicians 
getting  involved  in  determining 
the  outcomes  of  care — 
appeals  to  both  patients  and 
employers.  I think  that  creates 
some  of  the  urgency.  Just  as 
we  were  approached  by  the 
Payers'  Coalition  of  New 
Jersey,  I think  that  the  AMA 
has  been  approached  by 
individual  groups  of  potential 
patients.  MRAC  has  the 
potential  for  being  very  cost 
effective  for  managed  care 
organizations,  whether  we  do 
credentialling  for  them, 


outcomes  analysis,  or  patient 
satisfaction  surveys. 

Q.  A number  of  the 
specialty  organizations  seem 
to  be  somewhat  resistant  to 
AMAP.  Are  you  running  into  a 
similar  response  on  the  state 
level? 

A.  I represent  a specialty 
society  in  the  AMA  House  of 
Delegates  and  I think  there's 
been  some  concern  that  the 
AMA  will  usurp  the 
development  of  guidelines  and 
practice  standards  that 
previously  had  been 
generated  by  specialty  and 
subspecialty  organizations. 
There  also  is  the  fear  that  a 
new  credential  will  be 
developed  that  will  diminish 
the  value  of  board 
certification. 

Q.  Do  you  think  that  those 
are  justified  concerns? 

A.  No,  I think  that  for  this 
to  succeed  you  need  everyone 
to  participate  in  a cohesive 
manner,  not  only  to  develop 
standards  but  to  implement 
them  at  the  local  level.  There  is 
some  evidence  in  the  medical 
literature  that  standards 
developed,  promulgated,  and 


used  at  the  local  level  are 
those  that  are  most  accepted 
by  the  individual  practitioner. 

Q.  So  is  the  intent  of 
MRAC  to  integrate  different 
standards  for  different 
specialties? 

A.  Yes,  that  would  be  the 
purpose.  In  my  subspecialty 
area,  for  example,  there 
would  be  standards  that  would 
be  jointly  developed  by  the 
various  specialty  societies  in 
the  area  of  pulmonary 
medicine. 

Q.  What's  the  timetable  for 
MRAC  as  you  see  it? 

A.  The  first  thing  we  will 
see  is  a formal  relationship 
with  AMAP.  The  second  step 
will  be  the  development  of 
environmental  surveys  of 
physicians'  offices  for 
managed  care  organizations. 
Then,  I expect  we'll  see  a 
gradual,  progressive 
development  of  an 
arrangement  between 
managed  care  organizations, 
the  state  of  New  Jersey,  and 
MSNJ  as  represented 
by  MRAC. 
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MSNJ 

LEGAL  CONSULTANT  NETWORK 

Three  New  Jersey  law  firms  {shown  in  sidebar)  have 
been  carefully  previewed  and  selected  as  charter 
members  of  the  Medical  Society  of  New  Jersey  Legal 
Consultant  Network. 

MSNJ  members  are  entitled  to  register  their  engage- 
ment of  any  firm  in  the  Network  for  professional 
services.  MSNJ  will  monitor  the  engagement  to  assure 
that  the  MSNJ  member,  as  a client,  is  satisfied  with 
the  services  and  that  the  engagement  is  working  for 
the  member’s  benefit. 

To  register  the  engagement,  MSNJ  members  may 
contact  Karen  Monsees  at  MSNJ,  609/896-1766, 
extension  245. 


Kern  Augustine  Conroy 
& Schoppmann,  PC 

1120  Route  22  East 
Bridgewater,  NJ  08807 
908/704-8585 

► All  areas  of  health  law 
and  physician  representatior 


Timins,  Larsen,  Beacham  & Hug 

85  Livingston  Avenue 
Roseland,  NJ  07068 
201/740-1771 

► Employment  and  commercia 
law,  ethics,  health  and  other 
insurances,  occupational 
safety  and  health,  probate 
and  real  estate 


Benesch  & Obade,  PC 

Princeton  Pike  Corporate  Cei 
993  Lenox  Drive,  Suite  101 
Lawrenceville,  NJ  08648 
609/844-7590 

► All  areas  of  health  law 
pertaining  to  physicians 


The  Network  firms  and  areas  that  have  been 
selected  are  valid  for  1997 • 


MSNJ’S  BEEN 
WORKIN’  ON  THE  WEB 


Geraldine  Hutner 
Nancy  M.  Propsner 


The  doctor  told  Grace 
Markowitz  that  to  control 
her  pain,  he  would  place 
her  on  a regimen  of 
specific  medications. 
When  Grace  went  home, 
she  clicked  on  the  Internet 
and  began  to  surf.  She 
found  other  patients 
around  the  country 
with  the  same  pain 
symptoms  and  she 
found  chat  rooms 
for  conversation. 

She  compiled  a list 
of  questions  to  ask 
her  physician  based 
on  information  she 
found  on  the  web. 

When  William  Hall,  MD, 
needed  to  find  postsurgical 
home  health  care  services  for 
his  patients,  he  decided  to 
check  out  what  was  available 
on  the  world  wide  web.  His 
office  manager  found  what  she 
needed  through  search  engine 
surfing  and  a quick  glance  at  a 
variety  of  home  pages  from 
New  Jersey-based  medical 
organizations. 


When  Beth  Kahrs  moved  to 
Princeton,  she  was  looking  for 
a physician  for  her  family.  She 
clicked  on  the  web  and  began 
to  search  through  physician 
directories  for  local  doctors. 
She  found  helpful  information 
about  physicians  in  her  area: 
the  specialties,  office  hours, 
size  of  practice,  hospital  affilia- 


tions, and  whether  the  physi- 
cians participate  in  her  insur- 
ance plan. 

Years  ago,  Grace,  William, 
and  Beth  would  have  tele- 
phoned friends  and  colleagues 
for  the  information.  But  they  no 
longer  rely  on  others  to  help 
them  get  what  they  need.  All 
they  need  is  time  and  the  world 
wide  web. 

And,  web  sites  are  every- 
where. World  wide  web 


addresses  are  on  advertise- 
ments. On  cereal  boxes.  On 
business  cards.  On  clothing 
labels.  And,  to  access  this  vast 
array  of  information,  like 
Grace,  William,  and  Beth,  all 
you  need  is  a personal  comput- 
er and  a modem. 

The  world  wide  web  is  one 
application  of  the  Internet.  The 
Internet,  a "network 
of  networks" — over 
1 00,000  of  them, 
connects  computers 
all  around  the  world 
and  allows  millions  of 
people  to  access  in- 
formation at  any 
given  time.  The  Inter- 
net has  become  cen- 
tral to  everything  that 
business  does.  According  to 
experts,  the  Internet  is  a com- 
munications revolution  that  is 
changing  the  world.  The 
Internet  has  opened  a whole 
new  way  to  communicate  and 
to  share  information. 

So  the  questions  to  ask  are, 
"Why  the  Internet?  What  can  it 
do  for  me?"  And  the  answers 
are  quick  to  follow,  especially 
when  you  ask  an  Internet  user. 
Richard  Miller,  MD,  of  Saint 
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Barnabas  Medical  Center,  uses 
the  Internet  daily  and  says, 
"The  Internet  aids  physicians' 
ability  to  perform  decision 
analysis  by  providing  instanta- 
neous access  to  information.  It 
is  a great  advantage  in  terms 
of  efficiency  of  practice."  Dr. 
Miller  also  notes  the  advan- 
tages for  patients  because  of 
the  wealth  of  information  avail- 
able on  the  Internet.  Glenn 
Fink,  MD,  director  of  medical 
informatics  in  the  Department 
of  Emergency  Medicine  at 
Saint  Barnabas  Medical 
Center,  also  is  an  avid  Internet 
user;  he  finds  the  resources  on 
the  Internet,  particularly 
Medline,  an  abstract  catalogue 
from  the  National  Library  of 
Medicine,  of  great  value,  not- 
ing, "Before  computerization, 
you  would  have  to  search 
through  many  indices  in 
libraries  to  obtain  the  same 
information.  The  nice  thing 
about  the  Internet  is  that  you 
don't  have  to  actually  go  any- 
where to  get  the  information." 

MSNJ  has  embraced  this 
state-of-the-art  technology.  The 
MSNJ  web  site  on  the  Internet 
will  serve  as  an  important  vehi- 
cle for  informing  members  of 
MSNJ,  the  entire  medical  com- 
munity, and  the  public  about 
MSNJ  activities,  developments 
in  health  care  and  health  poli- 


cy, and  events,  trends,  findings, 
and  perspectives  in  health  care 
and  public  health.  Charles  M. 
Moss,  MD,  chair  of  the  MSNJ 
Council  on  Communications,  is 
excited  about  MSNJ's  web  site. 
"MSNJ  is  using  this  as  a com- 
munications tool  to  enhance 
membership.  We  will  be  able 


to  better  communicate  with  our 
members  and  they  can  commu- 
nicate more  effectively  with  us. 
And,  we  hope  it  will  act  as  a 
recruitment  tool  for  new  mem- 
bers." MSNJ  now  has  the  capa- 
bility to  be  on  the  cutting  edge 
of  medical  and  health  care 
decision  making  and  will  main- 
tain its  leadership  position  for 
the  entire  medical  profession. 

MSNJ  went  "live"  last  month. 
The  MSNJ  web  site  address  is 
http://  www.msnj.org.  De- 
signed to  capture  the  essence 
of  medicine,  the  site  combines 
MSNJ's  history  with  the  current, 


high  technology-based  medi- 
cine of  today.  The  site  is 
designed  to  allow  for  maximum 
ease  for  the  user.  When  you 
access  the  site,  you  can  choose 
from  a variety  of  topics  includ- 
ing What's  New,  MSNJ 
Resources,  Membership  Info, 
New  Jersey  MEDICINE,  Legis- 
lation, New  Jersey  BREATHES, 
Calendar  of  Events,  Physician 
Finder,  Contact  Members, 
Search  Engines,  and  Links. 
"Members  can  find  a variety  of 
useful  information.  For  exam- 
ple, you  can  get  registration 
materials  for  the  upcoming 
Annual  Meeting,"  notes  MSNJ 
President  Anthony  P.  Cag- 
giano,  MD.  You  also  can  find 
highlights  from  the  last  Board  of 
Trustees  meeting,  get  the  up-to- 
date  position  on  any  number  of 
medical  bills,  or  check  out  CME 
courses  offered  in  your  area. 
You  can  use  the  MSNJ  web  site 
as  a research  tool  or  you  can 
locate  specialists  in  your  town 
using  the  physician  finder  sec- 
tion. 

The  MSNJ  web  site  is  grow- 
ing, too.  Users  can  look  for- 
ward to  an  expanded  web  site, 
as  MSNJ  initiates  phase  II. 
During  the  next  year,  MSNJ  will 
broaden  the  web  site  to  include 
even  more  information  and 
options.  "We're  very  optimistic 
about  the  future  possibilities  on 
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Table.  Key 

terms  for  the  Internet. 

The  net 

The  Internet. 

E-mail 

Electronic  mail;  a way  to  exchange  mes- 
sages  and  files  via  the  Internet. 

FP 

File  transfer  protocol  is  the  system  used 
to  transfer  files  from  computers  on  the 
Internet. 

Modem 

Device  that  allows  a PC  to  communicate 
and  exchange  information  with  other 
equipped  PCs  over  telephone  lines. 

Home  page 

First  page  of  a web  site. 

HTML 

Hypertext  markup  language  is  the  pro- 
gramming language  needed  to  put  the 
information  on  the  web  site. 

HTTP 

Hypertext  transfer  protocol  is  the  lan- 
guage necessary  to  transfer  data 
between  web  sites  and  a browser. 

Hypertext  link 

A link  that  connects  one  web  site  to 
another  web  site  or  web  page. 

ISP 

Internet  service  provider  is  a company 
that  offers  access  to  the  Internet. 

Java 

Programming  language. 

On-line  service 

Dial-up  service  for  modem-equipped 
PCs. 

PPP 

Point-to-point  protocol  lets  the  computer 
have  access  to  the  Internet  with  a 
modem  and  telephone  line. 

WWW 

World  wide  web. 

Web  browser 

Software  necessary  to  "surf'  the  Internet. 

URL 

Universal  resource  locator  is  the  address 
necessary  to  find  a site  on  the  Internet. 

MSNJ's  web  site,  especially  in 
the  area  of  New  Jersey  MEDI- 
CINE," relates  Howard  D. 
Slobodien,  MD,  editor-in-chief. 
Consider  these  options.  Phy- 
sicians create — with  the  help  of 
MSNJ — their  own  home  page. 
You  join  in  a Q & A section 
with  New  Jersey  MEDICINE'S 
current  "In  the  Spotlight"  indi- 
vidual. Link  up  with  MRAC — 
and  learn  how  it  can  benefit 
physicians.  Participate  in  sur- 
veys on  a variety  of  medical 
and  health  topics.  Or  "chat" 
with  other  doctors  and  health 
care  professionals  across  the 
country. 

Gone  are  the  days  of  search- 
ing through  journals,  manuals, 
and  books  at  the  library  for  sci- 
entific information.  Today, 
more  and  more  health  care 
professionals  are  taking  advan- 
tage of  the  huge  store  of  infor- 
mation, materials,  resources, 
statistics,  and  facts  that  can  be 
accessed  on  the  Internet.  In 
addition,  many  users  are  at- 
tracted by  the  personal  interac- 
tive ability  of  the  world  wide 
web  through  chat  rooms. 

MSNJ's  web  site  should  be 
your  main  world  wide  web 
source  for  up-to-the-minute  infor- 
mation, materials,  and  links  to 
other  medical  and 
health-related  sites. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 
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FEATURE 


Do  we  know 
the  answers  to 
genetic  testing? 


Advances  in  prenatal 
screening,  the 
development  of  new 
direct  DNA  tests  for  once 
rare  familial  diseases,  and 
society’s  improved 
understanding  and 
acceptance  of  genetic 
screening  prior  to 
conception,  will  keep 
genetic  counselors  busier 
than  ever  in  the  21s1 
century.  As  more  and 
more  direct  DNA  tests 
become  available  through 
the  work  of  the  Human 
Genome  Project,  genetic 
counselors  like  UMDNJ’s 
Lorraine  Suslak  will 
become  even  more 
valuable  to  time-pressed 
physicians.  Indeed, 
advances  are  made  so  fast 
in  this  area,  that  when 
patients  come  to  Alan  E. 
Donnenfeld,  MD,  for 
prenatal  diagnosis,  he 
often  contacts  Helix,  a 
national  organization  that 
keeps  a database  of  the 
latest  tests  available. 


Genetic  testing  can  be  used 
for  preconception  screening  of 
prospective  parents  and  prenatal 
diagnosis.  Patients  are  referred 
because  of  advanced  maternal 
age  or  because  of  a family  histo- 
ry of  disease.  In  addition,  testing 
can  be  done  postnatally,  for 
screening  and  diagnosis  in 
infants,  children,  and  adults.  If 
genedc  counseling  seems  like  a 
luxury  for  only  certain  patients 
during  this  dme  of  cost-cutting 
in  health  care,  managed  care 
organizations  are  quite  forward 
thinking  in  this  area.  According 
to  Dr.  Donnenfeld,  an  expert  in 
prenatal  genedcs  and  director  of 
genetics  in  the  Department  of 
Obstetrics  and  Gynecology  at 
Pennsylvania  Hospital,  in 
Philadelphia,  most  managed  care 
institutions  cover  the  cost  of 
genetic  counseling,  coupling  it 
with  ultrasound  or  amniocente- 
sis, while  traditional  insurers 
require  patients  to  pay  out-of- 
pocket  for  the  service. 

The  task  of  conveying  the 
complex,  and  sometimes  har- 
rowing, news  about  genetic  test- 
ing to  anxious  parents  falls  to 


Diane  Haring  Cornell 


genetic  counselors  like  Ms. 
Suslak  and  her  counterparts  at 
the  New  Jersey  Medical  School 
Center  for  Human  & Molecular 
Genetics  in  Newark.  With  the 
skill  and  empathy  culled  from 
more  than  two  decades  of  expe- 
rience, Ms.  Suslak  helps  couples 
and  individuals  cope  with  the 
information  that  is  uncovered.  It 
is  not  an  easy  job,  since  what  is 
revealed  can  impact  plans  for 
marriage,  children,  career,  and 
finances. 

Patients’  expectations  can  be 
exceedingly  high.  “People  some- 
how think  we  are  going  to  tell 
them  whether  to  have  children 
or  not.  But  that  is  not  something 
that  we  can  do,”  comments  Ms. 
Suslak.  “Or,  in  the  case  of  people 
who  come  in  worried  about  pos- 
sible exposure  to  toxic  sub- 
stances during  pregnancy,  they 
wrongly  think  we  can  do  tests 
that  will  tell  them  whether  their 
baby’s  been  harmed.  All 
options — continuing  the  preg- 
nancy, termination,  and  adop- 
tion— are  discussed.  What  we 
most  often  provide  is  informa- 
tion. 
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We  can  help  people  adjust  to 
the  psychosocial  outcomes  of 
that  knowledge  and  offer  data  on 
what  to  expect  in  terms  of  man- 
aging a potentially  sick  child.  But 
ultimately,  the  individual  or  cou- 
ple has  to  decide  whether  they 
can  live  with  the  statistical  risk 
or  not.” 

Often  times,  the  answer  is  no. 
According  Dr.  Donnenfeld,  in 
cases  where  it  has  been  deter- 
mined that  the  fetus  will  be 


Alan  E.  Donnenfeld,  MD 


affected  by  Down’s  syndrome,  95 
percent  of  patients  elect  to  end 
their  pregnancies.  He  cautions, 
however,  these  numbers  are 
biased  since  only  patients  who 
would  consider  terminating  their 
pregnancies  would  opt  to  under- 
go amniocentesis,  a test  that  uses 
chromosomal  analysis  to  accu- 
rately determine  the  disease.  In 
cases  of  spina  bifida,  about  80 
percent  elect  termination. 


New  advances  in  prenatal  screening 

Tests  are  being  used  to  screen  for  genetic  defects  such  as  Down’s 
syndrome  and  spina  bifida,  or  neural  tube  defect,  much  earlier  in 
pregnancy.  Current  methods  to  screen  for  these  conditions  are  used 
during  the  second  trimester  and  include  blood  tests,  ultrasound, 
and  conducting  a detailed  family  medical  history. 

“Currently,  a woman  has  to  be  between  16  and  18  weeks  preg- 
nant to  do  blood  and  ultrasound  testings,”  comments  Alan  E. 
Donnenfeld,  MD,  director  of  genetics  in  the  Department  of 
Obstetrics  and  Gynecology  at  Philadelphia’s  Pennsylvania  Hospital. 
“The  newest  thing  is  to  utilize  these  tests  in  the  first  trimester, 
enabling  women  to  get  earlier  answers  about  their  baby’s  health  and 
allow  them  and  their  doctors  more  time  to  deal  with  the  pregnan- 
cy and  make  choices  on  how  to  proceed.” 

Physicians  at  major  medical  centers  use  the  nuchal  translucency 
test  to  detect  Down’s  syndrome  at  10  to  13  weeks’  gestation.  The 
test  uses  a high-magnification,  vaginal  probe  ultrasound  to  measure 
the  fluid  accumulation  between  the  skin  and  the  spine  in  the  back 
of  the  neck.  It  appears  on  ultrasound  as  a translucent  area  between 
the  fetal  skin  and  the  soft  tissue  overlying  the  spine.  Too  much 
space,  called  excess  nuchal  translucency,  indicates  those  babies 
most  at  risk  for  being  bom  with  Down’s  syndrome,  the  most  com- 
mon birth  defect  with  an  incidence  of  1 in  800  births  and  a leading 
cause  of  mental  retardation.  Nuchal  skin  redundancy  is  present  in 
50  to  80  percent  of  newborns  with  the  condition. 

“It’s  a hard  measurement  to  get.  Typically,  you  are  measuring  a 
space  between  1 to  2 millimeters.  You  have  to  have  good  equipment 
and  a well-trained  sonographer,”  says  Dr.  Donnenfeld,  who  also  is 
an  associate  professor  of  obstetrics  and  gynecology  at  Thomas 
Jefferson  University.  He  added  that  currently  the  test  is  thought  to 
have  a 30  to  50  percent  detection  rate  when  used  to  screen  the  gen- 
eral population.  Current  screening  methods  of  ultrasound  and 
triple-screen  blood  test  have  a 60  percent  detection  rate,  but  cannot 
be  performed  as  early. 

The  nuchal  translucency  test  is  useful  in  identifying  a Down’s 
syndrome  baby  in  women  who  do  not  have  the  traditional  risk  fac- 
tors for  having  a child  with  the  condition.  These  women  then 
would  have  the  option  to  have  an  early  amniocentesis,  a procedure 
in  which  a small  amount  of  amniotic  fluid  is  removed  and  analyzed 
for  chromosomal  abnormalities.  The  procedure,  which  is  100  per- 
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cent  accurate  but  is  not  performed  before  14 
weeks,  carries  a risk  of  miscarriage  between  1 
and  2 percent  and  for  this  reason  usually  is  rec- 
ommended only  in  cases  of  advanced  maternal 
age  (over  35  years)  or  if  there  is  a family  histo- 
ry of  chromosomal  abnormality.  The  mother 
also  could  opt  to  undergo  chorionic  villus  sam- 
pling which  can  be  done  at  10  weeks  gestation. 
This  procedure  has  a 1 percent  risk  of  miscar- 
riage and  a risk  of  1 in  3,000  of  fetal  malforma- 
tion — missing  or  deformed  fingers  and  toes. 

Other  advances  under  investigation  include 
adding  to  the  standard  biochemical  screening  of 
maternal  serum  alpha-fetoprotein,  human 
chorionic  gonadotropin,  and  unconjugated 
estriol.  It  is  thought  that  screening  for  pregnan- 
cy-associated plasma  protein-A,  or  PAPP-A, 
inhibin-A,  and  free-beta  HCG  about  16  weeks 
into  the  pregnancy  will  increase  the  detection 
rate  of  Down’s  syndrome  and  spina  bifida  to  70 
percent.  Free-beta  HCG  also  is  excreted  in  the 
urine  of  the  mother  and  Dr.  Donnenfeld  now  is 
trying  to  develop  a simple  urine  test  to  detect 
this  marker.  A urine  test  will  be  more  helpful 
than  a blood  screening  because  a pregnant 
woman  automaucally  gives  a urine  sample  each 
month  as  part  of  her  routine  prenatal  office  visit. 
If  useful,  Dr.  Donnenfeld  is  hopeful  that  a urine 
test  may  completely  replace  the  need  for  blood 
tests  for  the  mother  in  the  second  trimester. 

These  advances  one  day  may  help  the  many 
expectant  parents  who  often  suffer  tremendous 
anxiety  because  of  the  inadequacies  of  the  cur- 
rent screening  methods.  According  to  Dr. 
Donnenfeld,  99  percent  of  patients  who  get  a 
positive  result  with  the  current  standard  testing 
are  carrying  a normal  fetus.  He  hopes  refine- 
ments in  the  screening  process  and  advances  in 
the  Human  Genome  will  ease  the  burden  of 
coundess  expectant  couples. 


Ms.  Suslak  runs  a monthly  support  group  for 
those  who  decide  to  end  their  pregnancies  based 
on  results  of  genetic  testing.  “Some  people  come 
to  one  or  two  meetings  and  some  come  nine  or  ten 
times,”  she  says.  “We  had  one  woman  who  came 
the  day  after  the  procedure  and  then,  at  the  other 
end,  we  had  a couple  show  up  who  had  terminat- 
ed a pregnancy  nine  years  earlier.  They  never 
worked  through  their  grief  and  the  support  group 
provided  an  outlet  for  that.” 

She  said  these  couples  experience  the  same  type 
of  grief  similar  to  and  of  the  same  intensity  as  los- 
ing a close  loved  one.  “They  talk  about  their  loss 
and  their  guilt  in  having  made  this  decision.  There 
is  a loss  of  self-esteem,  particularly  for  the  woman, 
who  feels  as  if  she  has  not  fulfilled  her  role.”  Ms. 
Suslak  says  that  as  more  genetic  disorders  become 
amenable  to  prenatal  diagnosis,  the  numbers  of 
couples  terminating  their  pregnancies  and  the 
need  for  such  support  groups  will  increase.  In  fact, 
most  couples,  whether  they  choose  to  end  their 
pregnancies  or  elect  to  continue,  are  comforted  by 
talking  with  a genetic  counselor. 

Ellen  Smith’s*  father  has  hemophilia,  an  inher- 
ited blood  disorder  caused  by  a deficiency  of  a 
blood  protein  known  as  factor  VIII.  The  disease 
causes  painful,  recurrent  bleeding,  either  sponta- 
neously or  as  the  result  of  injury,  most  often  into 
the  joints.  Affected  males  pass  the  defective  gene 
to  their  daughters,  who  are  carriers  of  the  condi- 
tion. Mrs.  Smith  knew  she  was  a carrier,  so  now 
she  faced  the  very  real  possibility  that  the  son  she 
was  carrying  might  be  affected  by  the  disorder. 

“When  I learned  1 was  carrying  a boy,”  said  the 
36-year-old  Mrs.  Smith,  “ I became  aware  of  the 
true  ramifications  of  what  could  happen.  I was 
concerned  about  how  to  care  for  the  baby  and 
what  physicians  would  be  available.  I had  ques- 

*A  pseudonym. 
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tions  about  childcare  options  and  what  to  do  if  some- 
thing happened.  I had  all  the  worries  and  concerns 
about  caring  for  the  disease  and  for  the  baby.” 

Mrs.  Smith  is  one  of  1,500  people  referred  each 
year  to  the  Newark-based  genetic  center  for  further 
testing  and  counseling.  Lorraine  Suslak,  1 of  1,200 
certified  genetic  counselors  in  the  United  States, 
helped  Mrs.  Smith  arrange  for  further  testing  and 
prepared  her  for  the  results.  In  a way  Mrs.  Smith  was 
fortunate,  because  the  disorder  she  was  concerned 
about  could  be  determined  with  certainty  via  direct 


DNA  analysis.  Direct  DNA  testing  is  more  reliable 
than  indirect  family  linkage  analysis,  which  is  used 
when  the  specific  gene  has  not  been  identified  but  a 
known  linked  marker  is  available.  Furthermore, 
direct  testing  can  be  performed  on  individuals  with- 
out DNA  analysis  of  other  family  members. 

Current  prenatal  diagnosis  usually  is  confined  to 
testing  for  specific  diseases  in  cases  of  advancing 
maternal  age  or  family  history  of  genetic  disease. 
Techniques  to  obtain  fetal  DNA,  such  as  chorionic 
villus  sampling  and  amniocentesis,  are  too  invasive 
and  expensive  to  apply  as  general  prenatal  screening 
tests  in  low-risk  women. 


Although  direct  DNA  tests  usually  are  100  percent 
specific,  sensitivity  can  drop  if  the  available  test  does 
not  detect  all  possible  mutations  responsible  for  the 
disease.  Another  factor  in  interpreting  genetic  test 
results  is  the  concept  of  variable  expressivity,  which 
refers  to  phenotypic  variation  among  affected  per- 
sons. As  specific  genes  are  identified  and  cloned,  the 
molecular  basis  for  variable  expressivity  may  be 
determined,  and  it  will  then  become  possible  to  pre- 
dict disease  severity  and  prognosis  based  on  genetic 
testing. 

As  with  many  others  who  are 
referred  for  genetic  counseling,  Mrs. 
Smith  had  many  concerns  that  need- 
ed to  be  addressed.  But  mostly  what 
she  sought  was  information  so  that 
she  could  be  prepared  if  the  baby  was 
affected.  She  says  terminating  the 
pregnancy  was  never  an  option  for 
her.  “1  was  concerned  about  how  to 
care  for  the  baby  if  the  test  was  posi- 
tive. I wanted  to  know  what  physi- 
cians would  be  available  so  that  I 
could  interview  pediatricians  prior  to 
the  baby  being  bom.  I had  concerns  about  the  deliv- 
ery and  whether  I could  still  deliver  naturally.  I also 
wanted  to  know  if  they  could  circumcise  the  baby.” 

The  test  had  a happy  outcome.  Mrs.  Smith’s  baby 
does  not  have  the  gene  that  causes  hemophilia.  She 
has  elected  not  to  find  out  whether  her  daughter, 
who  is  2 years  old,  is  a carrier  of  the  disease,  believ- 
ing that  by  delaying  the  screening,  the  future  will 
hold  more  options  for  her  daughter. 

Things  did  not  go  as  smoothly  for  Lori  Fitzgerald, 
BSN,  RN.  Since  she  is  adopted,  she  had  a circuitous 
route  to  finding  out  her  genetic  information.  She  was 
spurred  on  to  locate  her  biological  parents  before  a 
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law  went  into  effect  that  would  have  permanently 
sealed  her  records.  With  relative  ease,  she  discovered 
that  she  lived  just  two  miles  from  her  birth  parents’ 
home. 

When  she  met  her  mother  she  was  told  her  broth- 
er had  brain  damage  from  an  anoxic  episode  during 
birth.  Her  mother  told  her  he  was  born  with  the 
umbilical  cord  wrapped  around  his  neck.  It  wasn’t 
until  years  later,  after  the  birth  of  her  own  daughter 
that  she  would  learn  what  even  her  mother  never 
knew:  that  they  both  were  a carrier  for  Fragile  X syn- 
drome, the  most  common  inherited  form  of  mental 
retardation. 

When  her  daughter  was  bom,  Mrs.  Fitzgerald 
suspected  something  was  not  quite  right.  Devel- 
opmental milestones,  albeit  on  the  late  side  of  nor- 
mal, were  always  within  the  normal  range. 
Eventually  some  milestones  slipped  by.  Her  daughter 
had  a hard  time  with  fine  motor  skills,  and  was 
unable  to  take  things  in  and  out  of  containers  by  17 
months.  On  her  own,  Mrs.  Fitzgerald  went  for  an 
evaluation  at  Children’s  Hospital  of  Philadelphia. 
There,  according  to  Mrs.  Fitzgerald,  they  pegged  the 
troubles  as  a “mild  global  developmental  delay  with 
atypical  features,  notably  hand  flapping.”  They  rec- 


ommended occupational  therapy, 
which  Mrs.  Fitzgerald  took  her 
daughter  to  faithfully.  Meanwhile 
her  daughter  also  underwent  a med- 
ical evaluation  by  a neurologist  who 
ordered  an  electroencephlogram, 
which  was  normal.  The  neurologi- 
cal evaluation  indicated  that  her 
daughter  had  a sensory  integration 
disorder. 

While  waiting  for  her  daughter  to 
finish  her  occupational  therapy,  she 
was  casually  reading  a journal.  The 
article  described  Fragile  X syndrome  and  the  profile 
matched  that  of  her  daughter.  She  called  the  National 
Fragile  X Foundation  and  asked  about  the  process  to 
be  tested.  She  learned  it  takes  three  weeks  for  results 
and  that  it  only  takes  one  carrier  to  pass  on  the  con- 
dition. Subsequent  testing  showed  she  was  a carrier, 
which  confirmed  what  she  had  suspected:  her 
daughter  was  one  of  the  rare  females  to  have  inherit- 
ed the  disorder.  Usually  the  gene  is  passed  from 
female  to  male.  When  females  are  affected,  it  is  usu- 
ally to  a lesser  degree,  as  is  the  case  with  Mrs. 
Fitzgerald’s  daughter. 

At  this  time,  Mrs.  Fitzgerald  was  28  weeks’  preg- 
nant and  she  knew,  thanks  to  a good  view  on  a rou- 
tine ultrasound,  that  her  baby  was  a boy. 

At  32  weeks’  she  got  the  results  of  her  son’s  DNA 
analysis:  he  was  negative  for  the  condition.  Had  the 
results  turned  out  differently,  Mrs.  Fitzgerald  would 
have  ended  her  pregnancy  and  sought  out  informa- 
tion about  late-term  abortions  prior  to  learning  of 
the  test’s  findings.  “It  is  a very  personal  decision. 
Everyone  has  to  do  what  is  right  for  them.  I had  a 
problem  with  knowingly  bringing  into  the  world  a 
more  severely  impaired  child  than  my  daughter.”  She 
feared  she  could  not  give  quality  care  to  both  flfffl 
of  her  children.  ■■■■■ 
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Early  stage  vocal  cord  cancer: 
Results  after  external  beam 

RADIOTHERAPY  Joseph  W.  Fane  lie,  MD 


Dr.  Fanelle  is  the 
clinical  director. 
Department  of  Radiation 
Oncology,  South  Jersey 
Health  System,  Millville. 

Cancer  of  the  larynx  is  the 
most  common  head  and  neck 
cancer,  representing  1 percent 
of  all  new  cases  of  cancer  and 
0.7  percent  of  all  estimated 
deaths  due  to  cancer  in  1995, 
as  described  by  the  American 
Cancer  Society.'  There  are 
approximately  1 2,000  cases 
of  cancer  of  the  larynx  diag- 
nosed in  the  United  States 
every  year.  Compared  with 
other  cancers  of  the  head  and 
neck,  cancer  of  the  larynx  is 
associated  with  a relatively 
good  prognosis.  Since  most 
laryngeal  cancer  is  of  the  squa- 
mous cell  variety,  this  disease 
often  is  considered  to  be  a 
result  of  self-determined  expo- 
sures because  of  its  high  asso- 
ciation with  tobacco  and  alco- 
hol consumption.2  Passive  sec- 
ondary smoke  and  chronic 
laryngeal  irritation  also  have 
been  implicated  as  causes  of 
laryngeal  cancer.3 

Early  stage  vocal  cord  can- 
cer (Stages  0,  I,  and  II)  is  suc- 


cessfully managed  with  radia- 
tion therapy  or  surgery. 
Because  of  the  vital  role  the  lar- 
ynx plays  in  phonation,  respi- 
ration, and  deglutition,  function 
must  be  a top  priority  in  thera- 
peutic decision  making.  Radia- 
tion therapy  generally  is  con- 
sidered the  treatment  of  choice 
for  early  stage  laryngeal  can- 
cer given  the  high  cure  rates 
and  percentage  of  voice 
preservation.  Many  large  insti- 
tutions have  reported  long-term 
outcome  from  treatment  for 
early  stage  vocal  cord  cancer. 
The  Department  of  Radiation 
Oncology,  an  integral  part  of 
the  South  Jersey  Regional 
Cancer  Center,  has  been  treat- 
ing early  stage  carcinoma  of 
the  vocal  cords  since  it  opened 
in  April  1979.  It  has  been 
actively  accessioning  and  fol- 
lowing all  cancer  cases  since 
January  1982.  The  following 
narrative  represents  the  first  ret- 
rospective review  of  long-term 
outcomes  in  early  stage  vocal 
cord  cancer  treated  with  defini- 
tive radiotherapy  at  this  institu- 
tion. 

Materials  and  methods. 

All  Stage  0 (carcinoma  in  situ), 


Stage  I (T1N0),  and  Stage  II 
(T2N0)  cases  accessioned  in 
the  South  Jersey  Hospital  tumor 
registry  database  from  January 
1,  1982,  until  June  1,  1994, 
were  queried.  This  yielded  55 
analytical  cases  where  defini- 
tive radiotherapy  was  utilized 
as  the  primary  treatment.  The 
charts  of  these  55  cases  then 
were  reviewed  individually  to 
highlight:  stage,  age,  histologic 
grade,  race,  radiation  volume, 
pretreatment  hemoglobin,  sur- 
gical salvage,  type  of  definitive 
therapy,  total  radiation  dose, 
daily  radiation  fraction  size, 
sex,  beam  energy,  history  of 
smoking,  followup  interval,  his- 
tory of  a second  primary  tumor 
(regardless  of  sequence),  radi- 
ation field  size,  and  elapsed 
days  of  treatment.  Of  the  55 
evaluable  cases,  there  were 
five  CIS,  40  T1  NO,  and  10 
T2N0  carcinomas  of  the  true 
vocal  cord.  All  patients  were 
followed  until  death  or  counted 
in  statistics  until  the  last  known 
date  of  followup.  All  patients 
received  external  beam  radio- 
therapy in  the  Department  of 
Radiation  Oncology  of  the 
South  Jersey  Regional  Cancer 
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We  initiated  a retrospective , long-term,  outcome  study  for  early 
stage  cancer  of  the  larynx.  Patients  treated  with  definitive 
radiotherapy  with  at  least  two  years  of  followup  were  reviewed. 


Center  except  for  three  T1  NO 
carcinomas.  These  were  count- 
ed in  survival  statistics  because 
treatment  techniques  and  total 
dose  were  similar  to  this  cohort 
and  long-term  followup  infor- 
mation was  readily  available. 

Results.  The  median  fol- 
lowup time  of  all  55  patients 
was  72  months,  with  a range 
of  2 to  1 49  months.  There  were 
five  females  (9  percent)  evenly 
distributed  through  the  stages. 
While  a majority  of  patients 
(89  percent)  identified  them- 
selves as  Caucasian,  9 percent 
reported  themselves  as  African- 
American,  and  3.6  percent 
reported  themselves  as 
Hispanic.  The  range  of  ages 
was  from  34  to  84  years.  A 
majority  of  the  patients  (78.2 
percent)  did  report  a smoking 
history,  while  5.5  percent  of  the 
patients  reported  no  smoking 
history.  The  smoking  history  of 
16.4  percent  was  not  record- 
ed. All  the  selected  cases  rep- 
resented squamous  cell  carci- 
nomas. The  majority  of  the  car- 
cinomas (64.8  percent)  were 
Grade  I pathologically.  Of  the 
cases  mentioned,  25.9  percent 
had  no  mention  of  tumor 
grade,  including  all  CIS 
tumors. 


Seven  patients  were  identi- 
fied as  having  more  than  one 
1 tumor.  Three  patients  had 
prostate  cancer.  One  patient 
had  a sarcoma  and  another 
patient  had  a basal  cell  cancer. 
Another  patient  had  a simulta- 
neous soft  palate  tumor  and 
subsequently  developed  prima- 
ry lung  cancer.  One  other 
patient  was  diagnosed  with 
metastatic  lung  cancer  six 
months  prior  to  a diagnosis  of 
primary  laryngeal  cancer. 


Coincidentally,  all  second  pri- 
mary tumors  were  identified  in 
only  T1  NO  cases. 

The  radiotherapy  treatment 
parameters  reviewed  included 
treatment  volume,  the  total 
dose,  daily  fraction  size,  beam 
energy,  volume  treated,  and 
the  number  of  elapsed  days 
during  treatment.  Since  there 
were  only  five  carcinomas  in 
situ  of  the  true  vocal  cords, 
comparative  analysis  of  these 
parameters  was  performed 
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only  for  T1  and  T2  vocal  cord 
cancers.  All  patients  were 
treated  at  200  cGy  per  day.  T1 
vocal  cord  cancers  were  treat- 
ed with  a range  of  doses 
between  6,000  and  6,800 
cGy  with  a median  of  6,400 
cGy.  The  majority  of  cases 
were  treated  with  a standard 
dose  of  6,600  cGy  given  in  33 
fractions  at  200  cGy  per  day.4 
T2  carcinomas  were  treated 


with  a range  of  6,000  to 
7,000  cGy  with  a slightly  high- 
er median  dose  of  6,600  cGy. 
The  median  number  of  elapsed 
days  for  which  treatment  was 
given  for  T1  vocal  cord  carci- 
nomas was  46  days  with  a 
range  of  40  to  57  days.  T2 
carcinomas  had  a slightly  high- 
er elapsed  interval  of  47.5 


days  with  a range  of  45  to  58 
days.  The  median  volume  treat- 
ed (as  calculated  by  field 
height  times  width  in  cm2)  was 
40  cm2  in  the  T1  vocal  cord 
group  with  a range  of  25  cm2 
to  57cm2.  The  T2  group  had  a 
wider  range  of  volumes  (25 
cm2  to  64  cm2),  but  had  a lower 
total  median  volume  treated. 
None  of  the  T1  vocal  cord  can- 
cers had  any  first  echelon 


lymph  nodes  treated  while  only 
one  of  the  T2  vocal  cord  can- 
cers had  first  echelon  lymph 
nodes  treated  followed  by  a 
boost  to  the  primary  tumor.  All 
patients  were  treated  with  either 
4 MV  or  6 MV  photons. 
Because  the  Department  of 
Radiation  Oncology  switched 
to  6 MV  photons  in  March 


1993,  a long-term  comparison 
based  on  beam  energy  could 
not  be  made. 

There  were  seven  recur- 
rences observed  in  the  entire 
group.  These  consisted  of  five 
T1  cancers  and  two  T2  can- 
cers. There  were  no  recur- 
rences noted  in  the  carcinoma 
in  situ  group.  This  represented 
a crude  local  recurrence  rate  of 
12.5  percent  for  T1  carcino- 
mas (5/40)  and  20  percent 
(2/10)  for  T2  vocal  cord  carci- 
nomas. Carcinomas  in  situ  had 
a 100  percent  local  control 
rate.  All  of  the  local  recurrences 
were  treated  with  salvage 
laryngectomy  and  to  date  none 
of  the  patients  who  developed 
a recurrence  has  died  as  a 
direct  cause  of  metastatic  carci- 
noma of  the  larynx.  The  time  to 
local  recurrence  in  both  T1  and 
T2  carcinomas  went  from  a low 
of  2 months  to  a high  of  26 
months  with  a median  of  1 1 
months.  Subset  analysis  of  local 
recurrences  revealed  three  T1 
recurrences  treated  at  doses 
less  than  6,600  cGy.  Three  of 
these  T1  recurrences  were  treat- 
ed above  the  median  of  46 
elapsed  days.  One  T1  recur- 
rence was  treated  with  a field 
size  well  below  the  medial  field 
size.  Analysis  of  the  recur- 
rences in  the  T2  group  revealed 
one  of  the  cases  treated  with  a 
dose  and  field  size  that  was 


Table  2.  T2  larynx  recurrence  rates. 


Institution 

Recurrence 

Rate 

South  Jersey 

Health  System 

20% 

Massachusetts 

General 

30% 

Mayo  Clinic 

25% 

Fox  Chase 
Cancer  Center 

20% 
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Figure  T . Relative  survival  CIS  glottis. 


below  the  median  volume  treat- 
ed. The  other  T2  recurrence 
was  treated  over  55  elapsed 
days,  which  is  clearly  known  to 
increase  the  local  recurrence 
rate.  To  summarize  recurrence 
data,  there  were  no  local  recur- 
rences in  the  CIS  group.  In  the 
T1  group,  lower  total  dose 
accounted  for  three  recur- 
rences, small  field  volume 
accounted  for  two  recurrences, 
and  two  incidents  had  no  obvi- 
ous reasons  for  recurrence.  In 
the  T2  vocal  cord  carcinomas, 
the  number  of  elapsed  days, 
volume,  and  total  dose  were 
involved  in  both  recurrences. 
Although  individual  factors  can 
be  attributed  as  a primary 
cause  of  local  recurrence,  there 
were  many  patients  who  fell 


both  above  and  below  expect- 
ed medians  for  reported  prog- 
nostic factors  who  did  not  expe- 
rience recurrences.  Also  the 
amount  of  vocal  cord  stripping 
could  not  be  evaluated  for  and 
may  have  significantly  affected 
local  control  rates  in  this  popu- 
lation. 

Discussion.  In  order  to 
meaningfully  compare  our  insti- 
tutional data,  comparative  data 
was  sought  from  other  data- 
bases. Table  1 shows  several 
nationally  published  compara- 
tive recurrence  rates  for  T1 
vocal  cord  cancers.  These 
recurrence  rates  are  reported 
as  crude  absolute  rates.  The 
reported  range  of  crude  local 
recurrence  rates  is  between  5 
and  15  percent.511  The  recur- 


rence rates  report- 
ed at  these  major 
institutions  as  well 
as  those  in  the  cur- 
rent series  all  fall 
within  this  range. 
Crude  recurrence 
rates  for  T2  vocal 
cord  carcinomas 
are  represented  in 
Table  2.  Although 
there  is  not  as 
much  published 
information  for  T2 
carcinomas,  the 
South  Jersey 
Hospital  series 
appears  to  be  well 
within  line  of  reported  range  of 
recurrences  between  15  and 
25  percent.511 

Relative  survival  is  the  only 
reliable  indicator  to  measure 
long-term  outcome,  since  the 
exact  cause  of  death  is  not 
always  attainable.  Relative  sur- 
vival allows  for  accountability 
for  differences  among  patient 
groups  and  normal  mortality 
expectation,  that  is,  differences 
in  the  risk  of  dying  from  causes 
other  than  disease  under  study. 
It  allows  an  estimation  of  the 
probability  of  escaping  death 
from  the  specific  cancer  under 
study.  The  two  comparable 
databases  referenced  are  Can- 
cer Information  Reference  Files 
(CIRF)  and  the  National  Cancer 
Data  Base  (NCDB).  The  CIRF 


40  NewJepseyMiiPitro:  February  1997 


TIRE 


data  represent  a collective 
database  of  patients  treated 
between  1982  and  1994.  It 
provided  387  comparable  car- 
cinomas in  situ,  2,272  T1  vocal 
cord  cancers,  and  588  T2 
vocal  cord  cancers.  The  NCDB 
data  provide  comparative  five- 
year  relative  survival  for  1 ,924 
T1  cases  and  1 ,088  T2  vocal 
cord  carcinomas.  Comparative 
data  for  vocal  cord  cancers  are 
seen  in  Figures  1 through  3, 
respectively.  The  South  Jersey 
Hospital  cohort  appears  to  be 
comparable  to  both  benchmark 
databases  at  all  study  intervals. 

South  Jersey  Hospital  is  pur- 
suing endeavors  to  advance 
the  treatment  for  early  stage 
vocal  cord  carcinoma.  All  early 


stage  vocal  cord  carcinomas 
treated  with  primary  radiother- 
apy undergo  simulation  with 
mammary  dots  placed  on  the 
skin  anterior  to  the  vocal  cords, 
which  is  clinically  verified  by 
the  attending  radiation  oncolo- 
gist. Port  film  frequency  (field 
verification)  has  been  in- 
creased and  CT-guided  treat- 
ment planning  has  recently 
been  added  to  aid  in  treatment 
volume  verification.  This  institu- 
tion also  is  participating  in  a 
national  cooperative  clinical 
trial,  Radiation  Therapy 
Oncology  Group  (RTOG  95- 
12),  which  is  examining  the 
role  of  hyperfractionation  (two 
fractions  per  day)  in  the  treat- 
ment of  T2  vocal  cord  carcino- 


mas. South  Jersey  Hospital  also 
participates  in  a chemo-preven- 
tion  protocol  (RTOG  91-15), 
which  examines  the  role  of  cis- 
retinoic  acid  in  preventing  sec- 
ond cancers  of  the  head,  neck, 
and  lung  in  patients  who 
already  have  been  diagnosed 
and  treated  for  Stage  I and 
Stage  II  head  and  neck  cancer. 
These  endeavors  hopefully  will 
translate  into  an  improvement 
in  local  control  rate  with  prima- 
ry radiotherapy  and  help  in  the 
prevention  of  secondary  malig- 
nancies that  are  known  to 
occur  at  a rate  of  1 0 to  1 5 per- 
cent of  this  patient  population 
who  remain  disease-free  for  ex- 
tended periods  of  time. 

Patients  with  early  stage 
vocal  cord  can- 
cers (Stages  0,  I, 
and  II)  that  were 
diagnosed  and 
followed  by  the 
South  Jersey  Hos- 
pital Tumor  Reg- 
istry database  ap- 
pear to  have 
equivalent  recur- 
rence rates  and 
relative  survival 
when  compared 
to  nationally  pub- 
lished databases. 
The  Tumor  Reg- 
istry database  is 
an  excellent  tool 


Figure  2.  Relative  survival  T1  vocal  cord  cancer. 
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Figure  3.  Relative  survival  T2  vocal  cord  cancer. 


to  evaluate 
demographic, 
diagnostic,  ther- 
apeutic, and  out- 
come data  in 
this  selected  ret- 
r o s p e c t i v e 
review. 
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March  11  or  12 

Westwood  Restaurant 
Garwood,  NJ 

6:15  p.m.  - 9:30  p.m. 

March  26  (evening) 
March  27  (morning) 

IL  Tulipano's  Restaurant 
Cedar  Grove,  NJ 

6:15  p.m.  - 9.30  p.m. 
9:15  a.m.  - 12:30  p.m. 

April  1 or  2 

The  Brownstone 
Paterson,  NJ 

6:15  p.m.  - 9:30  p.m. 

May  6 or  7 

Hilton  Meadowlands 
Secaucus,  NJ 

6:15  p.m.  - 9:30  p.m. 
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ADVANCES 


Susan  M.  Bauman,  MD 


Futile  medical  therapy: 

A MODEL  POLICY 


The  MSNJ  futile  medical  therapy  policy  emphasizes  mediation 
and  negotiation.  All  parties  are  concerned  with  doing  what  is 
best  for  the  patient. 


Dr.  Bauman  is  a 
member  of  the  MSNJ 
Committee  on  Biomedical 
Ethics.  She  is  a family 
practitioner  and 
geriatrician  in  Milford. 

The  MSNJ  Board  of  Trustees 
approved  a model  policy  and 
procedure  for  New  Jer- 
sey physicians  faced 
with  questions  of  futile 
therapies.  The  policy 
represents  the  culmina- 
tion of  over  two  years' 
work  by  the  MSNJ 
Committee  on  Biomed- 
ical Ethics.  Special 
recognition  should  be 
given  to  Drs.  Michael 
Nevins  and  Robert 
Pickens  in  helping  the 
Committee  develop  this 
material. 

The  Committee  began  to 
address  this  project  in  1 994  as 
a response  to  physician  con- 
cern and  frustration  regarding 
patients  or  family  members 
who  demanded  the  use  of  med- 
ical therapies  the  physician 


believed  to  be  inappropriate.  A 
commonly  cited  example  is  the 
spouse  or  adult  children  who 
demand  full  code  status  for  a 
comatose  elderly  patient  with 
metastatic  cancer  and  multisys- 
tem organ  failure.  These  fre- 
quently encountered  clinical 
scenarios,  along  with  certain 


court  rulings,  such  as  in  the 
case  of  Baby  K where  physi- 
cians were  ordered  to  provide 
full  aggressive  treatment  to  a 
toddler  in  a near  persistent  veg- 
etative state,  have  raised  for 
physicians  the  question  of 
whether  the  medical  profession 


ever  can  refuse  a treatment 
they  deem  to  be  futile.1  The  first 
goal  of  the  Committee  was  to 
define  medical  futility.  Although 
synonyms  such  as  ineffective, 
useless,  and  not  successful 
readily  come  to  mind,  they  are 
not  helpful  in  discussing  the 
cases  previously  mentioned.  In 
these  and  similarly 
frustrating  clinical  situ- 
ations, the  conflict  has 
come  about  because 
the  patient/  family  per- 
ceive a benefit  (or 
chance  of  a benefit) 
while  the  clinician 
does  not.  In  a few 
cases,  the  clinician 
may  believe  that  the 
treatment  will  not 
work.  Examples  of  this 
include  the  use  of  an- 
tibiotics for  viral  infections  and 
B12  shots  for  fatigue  for 
patients  with  normal  B12  lev- 
els. These  are  examples  of 
"physiologic  futility."  More 
often,  however,  the  clinician 
believes  the  treatment  will  have 
a low  probability  of  success, 
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The  goal  of  therapy  cannot  and  should  not  he  set  solely  by  the 
physician.  The  patient  or  surrogate  must  help  set  the  goal  and 
a way  to  reach  that  goal 


Physician 
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e.g.  CPR  for  endstage  metasta- 
tic cancer,  combined  with 
either  a high  burden  of 
pain/suffering  or  a high  cost. 
In  these  situations,  the  clini- 
cian's professional  opinion 
may  be  that  the  treatment  "is 
not  worth  it"  but  the 
patient/family  disagrees.  Oth- 
er times  the  clinician  may  feel 
that  any  aggressive  treatment  is 
"futile"  not  because  the  treat- 
ment itself  won't  work  but 
because  of  the  belief  that  the 
patient's  underlying  problem 
yields  such  a poor  quality  of  life 
that  treatment  should  not  be 
provided,  e.g.  ventilation  and 
artificial  nutrition  for  patients  in 
persistent  vegetative  states. 

Despite  the  attempts  of  many 
physicians,  bioethicists,  and 
organizations  to  define  futility, 
the  Committee  concluded  that 
no  one  definition  covers  all  clin- 
ical situations.27  Moreover,  one 
cannot  expect  a clear  definition 
to  be  forthcoming  from  scientif- 
ic data.  The  debate  about  what 
constitutes  futile  therapy  is  fre- 
quently a debate  about  what 
the  goal  of  the  treatment  is  and 
whether  the  treatment  will 
achieve  that  goal. 


The  goal  of  a therapy  cannot 
and  should  not  be  set  solely  by 
the  physician.  This  represents 
paternalism  at  its  worst.  The 
patient  (or  surrogate  if  the  pa- 
tient is  incompetent)  must  help 
set  the  goal  and  then  collabo- 
rate with  the  physician  in  deter- 
mining what  treatment  might 
meet  that  goal.  For  instance,  a 
patient  with  end-stage  cancer 
may  request  full  code  status 
because  her  goal  is  to  survive 
one  more  month  until  her 
daughter's  wedding.  She  is 
willing  to  accept  the  pain  and 
low  probability  of  success  with 
CPR  should  she  arrest  because 
of  the  strength  of  her  goal.  The 
physician,  therefore,  must  be 
aware  of  the  patient's  goals 
when  discussing  such  treat- 
ments. Likewise,  a family  may 


request  ventilation  for  a 
comatose  patient  because  the 
goal  is  the  maintenance  of  any 
human  life  no  matter  the  quali- 
ty. Some  families  request  ag- 
gressive treatment  against  dis- 
mal odds  because  they  expect 
a miracle.  Given  the  pluralism 
of  our  society  and  our  avowed 
respect  for  differing  beliefs  and 
religions,  should  physicians 
scoff  at  such  goals? 

The  Committee  focused  on 
process.  The  Committee  consid- 
ered and  incorporated  other 
policies.81 1 Quite  noteworthy  is 
the  recent  publication  of  a 
multi-institution  collaborative 
policy  on  medical  futility.12  It  is 
similar  to  the  MSNJ  policy  with 
one  major  exception.  MSNJ 
consciously  decided  to  sepa- 
rate issues  of  cost,  resource 
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MEDICALLY  FUTILE  THERAPY 
GUIDELINES 

I.  PURPOSE 

To  suggest  a set  of  guidelines  and  processes 
for  dealing  with  medically  futile  therapy. 

II.  INTRODUCTION 

Law  and  regulation  have  codified  the  right  of 
patients  to  refuse  medical  intervention.  Health 
institutions  have  developed  processes  for 
resolving  conflict  in  this  area.  It  is  now  neces- 
sary to  broaden  the  discussion  to  include  the 
reciprocal  situation;  that  is,  the  circumstance 
in  which  a responsible  physician  is  of  the  pro- 
fessional opinion  that  a medical  intervention 
is  inappropriate  and  should  be  withdrawn  or 
withheld,  however,  the  patient  (or  surrogate 
decision  maker)  feels  that  the  intervention 
should  be  pursued.  To  further  this  discussion, 
MSNJ  proposes  a working  definition  of  med- 
ically futile  therapy  and  a procedure  to  be  fol- 
lowed in  cases  where  conflict  persists 
between  physician  and  patient/surrogate. 

III.  DEFINITION 

Futile  medical  therapy  can  be  considered  to 
be  any  treatment  that  cannot  within  reason- 
able likelihood  cure,  palliate,  ameliorate,  or 
restore  a quality  of  life  that  would  be  satis- 
factory to  the  patient.  This  includes  any  treat- 
ment in  which  the  burdens  greatly  outweigh 
any  chance  of  success  or  benefit  to  the 
patient. 

The  above  definition  is  deliberately  vague 
because  it  is  meant  to  include  not  only  those 
therapies  in  which  the  success  rate  is  nil  but 
also  those  therapies  where  the  success  rate 
may  approach  zero  or  that  have  a low  suc- 
cess rate  coupled  with  a high  likelihood  of 
pain  or  suffering.  Futility  decisions  must  result 


from  a shared  decision-making  process 
between  physician  and  patient/surrogate. 

The  physician  supplies  objective  data  about 
the  effectiveness  of  the  proposed  treatment 
and  the  patient/surrogate  ponders  whether 
the  treatment  is  "worth  it"  based  on  the 
patient's  goals  for  treatment,  life  values,  inter- 
est in  risk-taking,  etc.  Because  of  the  pluralism 
of  our  society,  individuals  may  differ  in  their 
judgment  about  whether  a particular  treat- 
ment is  futile.  To  honor  this  pluralism  of  values 
we  focus  on  a process  that  may  aid  the 
shared  decision  making. 

IV.  PRINCIPLES 

1 . Concepts  of  medical  benefit  or  burden 
are  value  laden;  there  always  is  an  element 
of  uncertainty;  physicians  should  not  substi- 
tute their  own  values  for  those  of  the  patient. 

2.  When  a surrogate  acts  on  behalf  of  an 
incompetent  patient,  it  should  be  in  terms  of 
what  would  be  the  patient's  own  choice.  This 
choice  is  binding  if  the  patient's  specific  wish- 
es are  stated  in  an  advance  directive. 

3.  Apparent  conflicts  between  physician 
and  patient/surrogate  over  treatment  deci- 
sions frequently  are  the  result  of  miscommuni- 
cation.  The  patient/surrogate  who  demands 
a medically  inappropriate  treatment  may  not 
understand  the  diagnosis/prognosis.  The 
physician  who  believes  the  patient  would  be 
accepting  great  pain/suffering  for  minimal 
chance  of  success  may  not  understand  the 
patient's  goals  or  values.  The  conflict  resolu- 
tion process  must  foster  clear  communication 
among  the  parties  involved. 

4.  A trial  of  treatment  should  be  consid-  1 
ered  in  situations  where  the  chance  of  sue-  | 
cess  or  the  amount  of  burden  tolerable  is  not  j 
clear.  Withdrawal  of  treatment  after  a trial  is 
ethically  and  legally  no  different  from  with-  [ 
holding  treatment  in  the  first  place  and  may  j 
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give  all  parties  the  satisfaction  of  having 
tried. 

5.  Any  moral  obligation  to  treat  diminishes 
proportionately  as  medical  effectiveness 
decreases.  A physician  is  not  obligated  to 
provide  futile  treatments  or  those  that  com- 
promise personal  or  professional  integrity.  At 
the  same  time,  the  physician  must  not  aban- 
don the  patient.  Transfer  to  another  physician 
should  be  facilitated  in  cases  of  unresolved 
conflict. 

6.  To  engender  trust,  the  cornerstone  of  the 
doctor-patient  relationship,  the  physician  must 
always  advocate  for  the  patient.  If  the  physi- 
cian has  any  allegiances  (to  hospital,  third 
party  payers,  etc.),  which  could  appear  to 


represent  a conflict  of  interest  with  the 
patient,  these  must  be  openly  acknowledged 
and  set  aside. 

7.  Financial  issues  concerning  treatment 
should  not  be  mixed  with  questions  of  futility. 
Lack  of  reimbursement  for  a treatment  should 
be  acknowledged  as  a monetary  decision, 
which  is  different  from  a decision  based  on 
futility.  Questions  of  reimbursement  should  be 
addressed  in  the  business  and  political 
arena,  not  at  the  bedside. 

V.  SUGGESTED  PROCESS  FOR 
SHARED  DECISION  MAKING 
REGARDING  TREATMENTS  THAT 
MAY  BE  FUTILE 


Attending  physician  clearly  states  prognosis 
and  care  plan  [proposed  treatment] 


Pt/surrogate  agree 
Implement  plan 


Pt/surrogate  request  intervention  _ 

that  physician  believes  is  inappropriate  - ^ 

and/or  futile  Offer  trial  of  treatment 

\ / \ 

Offer  medical  second  opinion  [consultant]  Rx  Rx  not 

Offer  ancillary  consultant  [clergy,  CSW,  etc.]  successful  successful 


I I 


Consultation  results  in 
alternate  opinion 


Continue 

Rx 


Pt/surrogate  concur 


Implement  care  plan 


Pt/surrogate 

resistant 


Offer  transfer  of  care 
to  new  physician 


Discontinue 

Rx 


ETHICS  COMMITTEE  CONSULT 


Result  of  trial 


unclear  or  disputed 


All  parties  concur 

i 

Implement  care  plan 


Pt/surrogate  and  physician 
still  disagree 


Offer  transfer  of  care  or 
seek  legal  opinion 
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Resolution  through  the  courts  should  rarely  he  necessary.  An 
ethics  committee  can  be  called  for  persistent  conflicts.  Clergy , 
social  services,  and  other  support  also  can  help. 


allocation,  and  reimbursement 
from  the  issue  of  futility.  MSNJ 
believes  these  are  extremely 
important  issues  for  individual 
patients  and  for  our  society. 
However,  MSNJ  believes 
strongly  that  these  conflicts 
should  be  addressed  in  the 
larger  political  arena  and  not 
on  a case-by-case  basis  by  indi- 
vidual physicians. 

In  reviewing  the  process  for 
resolving  conflicts  about  med- 
ical futility,  the  MSNJ  policy 
emphasizes  mediation  and 
negotiation.13  This  is  based  on 
the  presumption  that  all  parties 
involved  are  concerned  about 
doing  what  is  best  for  the 
patient.  Ethics  consultants  and 
committees  have  been  aware 
that  most  cases  that  come  to 
their  attention  are  situations 
generated  by  poor  communica- 
tion between  the  physician  and 
patient/family.  MSNJ  believes 
that  clear  communication  be- 
tween the  physician  and  pa- 
tient regarding  the  goals  of 
treatment  and  the  chance  for 
success  will  resolve  most  con- 
flicts. If  this  fails,  the  involve- 
ment of  a medical  consultant 
for  a second  opinion  is  fre- 


quently beneficial.  If  the  consul- 
tant agrees  with  the  recommen- 
dation of  the  primary  physi- 
cian, the  original  position  is 
bolstered.  If  they  differ,  the 
patient  can  be  offered  a trans- 
fer to  the  new  physician  or  the 
original  physician  may  agree 
to  a trial  therapy.  At  this  stage, 
the  involvement  of  clergy, 
social  services,  and  other  sup- 
port persons  can  be  very  help- 
ful in  the  communication 
process.  An  ethics  committee 
consultation  should  be  called 
for  any  persistent  conflicts. 
Resolution  through  the  courts 
should  rarely  be  necessary. 
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Described  over  1 50  years 
ago,  cerebral  palsy  (CP) 
encompasses,  according  to  the 
most  recent  consensus  defini- 
tion, a group  of  nonprogres- 
sive, but  often  changing,  motor 
impairment  syndromes  sec- 
ondary to  lesions  or  anomalies 
of  the  brain  arising  in  the  early 
stages  of  its  development.14  CP 
is  classified  by  the  extremities 
involved  (monoplegia,  hemiple- 
gia, diplegia,  triplegia,  and 
quadriplegia)  and  the  type  of 
neurologic  dysfunction  (spastic, 


hypotonic,  dystonic,  athetotic, 
or  a combination  thereof)  pre- 
sent.5 In  1989,  the  United 
States  Public  Health  Service 
estimated  there  were  approxi- 
mately 274,000  Americans 
afflicted  with  CP.6 

Unfortunately,  information 
on  the  effects  of  aging  on  CP  is 
largely  anecdotal;  most  med- 
ical and  epidemiologic  data  on 
adults  with  CP  are  lacking, 
including  the  basic  demo- 
graphics of  the  population.78 
Reports  from  major  CP 
research  meetings  over  the  last 
decade  stress  developments  in 
neurodevelopmental  therapy 
such  as  inhibitive  casting,  recre- 
ational therapy,  functional 
bracing,  electrical  stimulation, 
myoneural  blocks,  pharmaceu- 
tical agents,  surgery,  and  rolf- 
ing.  Others  have  focused  on  or- 
thopaedic advances  only, 
delineating  the  advances  of 
computer-aided  tomography, 
magnetic  resonance  imaging, 
positron  emission  tomography, 
and  computer-aided  gait  analy- 
sis.3'10  However,  the  burden  of 
CP  on  those  afflicted  and  on 
society,  has  not  abated  despite 
recent  advances  in  medical 
care.2-8 

Given  a lifelong  and  dis- 
abling illness,  an  expanding 


proportion  of  adult  patients, 
and  a dearth  of  data  on 
aging/disease  interaction,  we 
have  attempted  to  document 
systematically  the  medical, 
demographic,  and  social  char- 
acteristics of  this  previously 
undefined  population.  This  is 
the  first  report  of  a multi-phase 
study. 

Methods.  The  charts  of  83 
adults  with  CP,  age  greater 
than  1 8 years,  from  two  edu- 
cational, rehabilitational,  voca- 
tional, and  medical  facilities  in 
central  New  Jersey  were 
reviewed  retrospectively.  All 
patients  lived  at  home  with  fam- 
ily or  in  a supervised  group 
arrangement.  Analysis  consist- 
ed of  descriptive  statistics, 
including  means,  ranges,  and 
standard  deviations  for  continu- 
ous data,  and  frequencies  or 
percentages  for  categorical 
variables. 

Results.  A description  of  the 
study  population  and  their  med- 
ical conditions  is  shown  in 
Tables  1 and  2.  Immunization 
and  smoking  data  were  avail- 
able on  only  24  and  20 
patients,  respectively. 

Discussion.  This  study  is  the 
first  step  necessary  in  defining 
characteristics  of  adults  with 
CP,  a disease  with  high  individ- 
ual and  societal  costs. 
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Adult  cerebral  palsy  now  is  the  domain  of  the  primary  care 
practitioner  and  requires  research  and  education  for  all 
involved  parties. 


The  most  common  type  of 
limb  involvement  in  our  patients 
was  quadriplegia  (68  percent). 
Also,  73  percent  of  patients 
were  spastic.  Spastic 
quadriplegic  CP  is  the 
most  disabling  form, 
requiring  multiple  cor- 
rective surgeries  and 
commonly  resulting  in 
social  and  marital 
handicaps.  Osteo- 
penia, vitamin  D defi- 
ciency, and  fractures 
are  more  common  in 
these  patients." 

Seizure  disorder 
was  the  most  common 
medical  problem,  pre- 
sent in  more  than  one- 
quarter  of  the  cases. 
Long-term  use  of  anti- 
convulsive  medica- 
tions, if  combined  with 
immobility  and  lack  of 
exposure  to  sunshine, 
often  results  in  abnor- 
malities of  bone 

metabolism,  osteope- 
nia, and  fractures." 

Further  data  analysis 
might  illuminate  pat- 
terns regarding  med- 
ications and  long-term 

sequelae. 

Twenty-one  of  the  patients 
had  some  kind  of  genitourinary 
disorder.  Urinary  conditions 


require  more  attention  in  adults 
with  CP  because  they  seem  to 
be  progressive  in  these 
patients.'2  Gastrointestinal  dis- 


orders were  present  in  17 
cases.  Eating  and  swallowing 
difficulties,  gastroesophageal 
reflux,  and  constipation  (ob- 
served in  1 8 percent  of  the  pa- 


tients) interfere  with  proper 
nutrition  and  growth.  Eso- 
phageal disorders  and  the  use 
of  antispasmodics  or  tranquiliz- 
ers can  cause  aspira- 
tion and  pulmonary 
pathology  with  signifi- 
cant morbidity  and 
mortality  in  these 
patients.'3 

Fourteen  patients 
had  hypertension. 
Considering  their 
mean  age  of  36  years, 
this  seems  significant. 
High  blood  pressure 
and  its  devastating 
complications  require 
particular  attention  in 
patients  with  CP,  and 
certainly  deserve  fur- 
ther research. 

Seventy  percent  of 
the  patients  had  nor- 
mal hearing  and  46 
percent  had  normal 
vision.  Although  only 
one  person  was  blind, 
visual  impairment  was 
seen  in  nearly  39  per- 
cent compared  with 
almost  8 percent  of 
patients  with  hearing 
impairment.  This  can 
be  a significant  obstacle  in 
acquiring  basic  life  and  job 
skills. 

Despite  the  fact  that  the 
majority  of  adults  were  on  nor- 


52  New  Jersey  Medicine  February  1997 


Seizure  disorder  was  the  most  common  medical  problem, 
present  in  more  than  25  percent  of  the  patients  in  this  current 
study  of  adults  with  CP 


mal  diets,  or  not  on  liquid/ 
puree,  the  study  population 
shows  a very  wide  range  of 
body  weight.  This 
highlights  the  fact  that 
although  height  is  dif- 
ficult to  measure,  both 
underweight  and 
overweight  subjects 
appear  frequently 
among  CP  patients. 

Factors  such  as 
altered  energy  and 
nutrient  needs,  feed- 
ing problems,  gas- 
trointestinal disorders, 
improper  diets,  and 
poor  appetite  con- 
tribute to  undernutri- 
tion, growth  retarda- 
tion, and  low  body 
weight.  Immobility 
and  lack  of  physical 
activity  in  patients 
with  normal  or  in- 
creased food  intake 
leads  to  obesity  and 
associated  problems 
in  this  population.14 
Nutrition  in  these 
patient  populations 
deserves  special 
attention. 

Only  6 of  our  patients  were 
married.  Other  studies  show  a 
similar  proportion  of  married 
adults.15  Patients  who  live  with 
their  parents  often  continue  in 
the  child's  role,  with  a resulting 


lack  of  sexual  maturity. 
Kokkonen  found  that  50  per- 
cent of  such  patients  had  never 


dated  (versus  1 1 percent  in 
controls),  and  54  percent  had 
no  sexual  experience  (versus 
15  percent  in  controls).15 

Over  47  percent  of  our 
patients  had  some  kind  of 


employment,  although  this  usu- 
ally did  not  generate  sufficient 
income  to  be  independent.  All 
the  patients  had  other 
financial  support.  The 
seemingly  high  rate  of 
employment  probably 
is  the  result  of  the 
emphasis  on  vocation- 
al training  in  the  cen- 
ters, and  the  deep 
interest  in  developing 
the  potential  of  the 
patients  in  any  possi- 
ble area  such  as  com- 
puter work,  food  ser- 
vice jobs,  or  similar 
activities. 

This  study,  as  the 
other  retrospective 
chart  reviews,  relied 
on  the  judgment  and 
diagnostic  definitions 
of  various  clinicians 
over  a period  of  time, 
often  with  incomplete 
medical  records.  Be- 
cause afflicted  patients 
might  not  utilize  these 
CP  centers,  our  group 
may  not  be  representa- 
tive of  the  entire  adult 
CP  population. 

Even  with  a certain  amount 
of  data  missing,  the  information 
gathered  is  important,  and 
leads  to  prospective  investiga- 
tion. In  fact,  the  data  collection 


Table  2.  Medical  conditions. 

CO 

CO 

Z 

Seizures 

22 

Genitourinary 

21 

Gastrointestinal 

17 

Constipation 

15 

Hypertension 

14 

Pulmonary 

7 

Skin 

6 

DVT 

1 

Diet 

Normal 

64 

Liquid/puree 

8 

Equipment 

3 

Vision 

Normal 

46 

Impaired 

30 

Blind 

1 

Hearing 

Normal 

70 

Impaired 

6 

Aided 

3 
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Further  investigation  will  improve  the  quality  of  life  of  adults 
with  CP  because  there  are  medical  and  social  issues  unique  to 
this  population. 


tool  developed  in  this  study  has 
been  adopted  (with  minor  mod- 
ifications) by  the  centers  as 
their  admission  clinical  history 
charting. 

Further  investigation  will 
improve  the  quality  of  life  of 
adults  with  CP  because  there 
are  social  and  medical  issues, 
including  sexual  functioning 
and  health  maintenance  con- 
cerns, that  are  unique  to  this 
population.  While  other  issues, 
such  as  the  effects  of  aging  in 
this  population,  are  as  yet 
undefined,  the  information  in 
this  report  should  help  guide 
the  primary  care  clinician  in  the 
management  of  the  adult  with 
CP  while  allowing  for  proper 
resource  utilization.  This  study 
examined  patients  older  than 
1 8 years  of  age.  We  believe 
this  information  can  be  used  to 
anticipate  problems  in  a 
younger  population  with  CP. 
CP  no  longer  is  simply  a disor- 
der of  newborns  and  adoles- 
cents. It  now  is  in  the  domain  of 
the  primary  care  practitioner, 
and  requires  further  education 
and  research. 

References 

1 .  Paneth  N,  Stark  Rl: 
Cerebral  palsy  and  mental 
retardation  in  relation  to  indi- 
cators of  perinatal  asphyxia: 


An  epidemiologic  review.  Am  J 
ObGyn  147:960-966,  1983. 

2.  Kuban  KCK,  Leviton  A: 
Cerebral  palsy.  N Engl  J Med 
330:188-195,  1994. 

3.  Hensleigh  PA,  Fainstat  T, 
Spencer  R:  Perinatal  events 
and  cerebral  palsy.  Am  J Ob 
Gyn  154:978-981,  1986. 

4.  Mutch  L:  Cerebral  palsy 
epidemiology:  Where  are  we 
now  and  where  are  we  going? 
Dev  Med  Child  Neur  34:547- 
555,  1992. 

5.  Carter  S,  Low  NL: 
Cerebral  palsy  and  mental 
retardation,  in,  Merritt's  Text- 
book of  Neurology,  8 th 
Edition.  Philadelphia,  PA,  Lea 
and  Feiberger,  1989. 

6.  Winch  R,  Bengston  L, 
McLaughlin  J,  et  al.:  Women 
with  cerebral  palsy:  Obstetric 
experience  and  neonatal  out- 
come. Dev  Med  Child  Neur 
35:974-982,  1993. 

7.  Overynder  J,  Turk  M, 
Dalton  AJ,  et  al.:  I'm  Worried 
About  the  Future:  The  Aging  of 
Adults  with  Cerebral  Palsy. 
Albany,  NY,  State  Develop- 
mental Disabilities  Planning 
Council,  1992. 

8.  Granet  KM:  Cerebral 
palsy.  N Engl  J Med  330: 
1760,  1994. 


9.  Sutherland  DH:  Research 
objectives.  Dev  Med  Child 
Neur  26:567-568,  1984. 

10.  Gage  JR:  A commitment 
to  excellence  and  a willingness 
to  change.  Dev  Med  Child 
Neur  33:753-754,  1991. 

1 1 . Jeffrey  JK,  et  al.: 
Disorders  of  bone  metabolism 
in  severely  handicapped  chil- 
dren and  young  adults.  Clin 
Orthopaedics  Related  Res 
245:297,  1989. 

12.  Mayo  ME:  Lower  uri- 
nary tract  dysfunction  in  cere- 
bral palsy.  J Urol  147:419, 
1992. 


13.  Eyman  RK,  Olmstead 
CE,  Grossman  HJ,  Call  TL: 
Mortality  and  the  acquisition  of 
basic  skills  by  children  and 
adults  with  severe  disabilities. 
Am  J Dis  Child  147:216, 
1993. 


14.  American  Dietetic 
Association:  Nutrition  in  com- 
prehensive program  planning 
for  persons  with  developmental 
disabilities.  J Am  Diet  Assoc 
92:613,  1992. 

15.  Kokkonen  J,  et  al.: 

Social  outcome  of  handi- 
capped children  as  adults.  Dev 
Med  Child  Neurol  33:  mm 
1095,1991.  LLMJ 


54  NewJenseyMi;niri.\E  February  1997 


For  years  health  law  experts  have  been  call- 
ing T heodosia  A.  Tainborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


T 

Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mount  ainside,  New  Jersey  07092 

908-789-7977 


Member,  A merican  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 
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MakingYou  Sick? 


We’ve  got  the  remedy.  We  specialize  in 
medical  marketing/public  relations 
programs  that  build  private  and  group 
practices  and  keep  them  thriving. 

Give  us  a call  and  let  our  expertise  cure 
your  manged  care  ills. 
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Rx  for  medical  practices 
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Our  Tax  Considerations  for  Investors  guide 
helps  you  investigate  ways  to  minimize  your 
portfolio's  tax  burden.  T Rowe  Price  has 
prepared  this  guide  to  assist  you  in  identifying 
relevant  tax  issues  and  assessing  their  possible 
effects  on  your  investment  plans.  The  guide 
analyzes  the  tax  implications  of  investing  in 
stocks,  bonds,  mutual  funds,  retirement  plans, 
and  annuities.  Although  we  may  not  be  able  to 
simplify  the  tax  maze  for  you,  this  guide  will  at 
least  make  it  less  of  a mystery  as  you  plot  your 
investment  course  for  the  future. 


Call  24  hours  for  a free 
— Tax  Considerations  guide 

, 1-800-541-4728 


% 


Invest  With  Confidence 

T.RoweRice 


T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  FHere  are  your  options. 

1 .  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 

These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


r • • • i 
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For  quotations  or  more  information, 
please  call  us  today. 

MATHER  & CO. 

226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 
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What  do  New  Jerseyans 

WANT  FROM  PHYSICIANS? 


John  Shaffer 


With  so  much  media 
attention  given  to  today's 
medical  care,  MSNJ 
wanted  to  know  what 
New  Jerseyans  thought 
about  their  physicians. 

Overall,  New  Jerseyans 
rated  the  skill  and  knowledge 
of  their  physicians,  the  person- 
al concern  of  their  physicians, 
and  the  courtesy  and  attention 
of  staffs  as  the  most  important 
attributes  for  patient  satisfac- 
tion. Physicians  achieved  high 
honors  in  all  three  categories; 
ratings  were  90  percent,  87 
percent,  and  83  percent, 
respectively. 

MSNJ  commissioned  the 
Eagleton  Institute's  prestigious 
Center  for  Public  Interest  Polling 
at  Rutgers  University  to  conduct 
a statewide  survey  of  New 
Jersey  residents  to  address 
opinions  about  the  relative 
importance  of  specific  aspects 
of  health  care  services  and 
evaluations  of  individual  physi- 
cian and  physician  office  per- 
formance against  those  as- 
pects. Through  a random  sam- 
ple, over  800  New  Jersey  resi- 
dents age  1 8 years  and  older 
were  interviewed.  The  sample 
was  an  equitable  distribution 
among  age,  sex,  race,  income. 


type  of  community,  and  socio- 
economic status. 

Survey  participants  respond- 
ed in  seven  categories  (Table 
1).  Participants  then  were 
asked  to  rate  their  own  physi- 
cian and  office  staff  against 
those  categories.  For  respon- 
dents, the  three  top  attributes 
for  importance  and  perfor- 
mance were  skill  and  knowl- 
edge of  physician,  personal 
concern  of  the  physician,  and 
courtesy  and  attention  of  the 
physician's  staff  (Table  2). 

Overall  observations.  Wo- 
men consistently  outpaced  men 
when  rating  attributes  as  very 
important.  Similarly,  women 
also  tended  to  give  physicians 
and  office  staffs  higher  scores 
of  excellent  and  good  in  each 
attribute.  In  general,  a signifi- 
cantly high  number  of  respon- 
dents with  incomes  of  less  than 
$30,000  rated  several  person- 
al issues,  such  as  concern  of 
doctor  and  courtesy  of  doctor's 
staff  as  very  important.  These 
issues  were  considered  less 
important  by  respondents  with 
incomes  greater  than 

$70,000. 

In  the  category  of  personal 
concern  of  physicians,  age  sub- 
groups showed  the  greatest 
variation,  as  respondents  be- 
tween the  ages  of  50  and  64 


years  and  those  over  65  years 
rated  physician  personal  con- 
cern a minimum  of  1 3 percent- 
age points  higher  than  younger 
age  groups.  Women  (88  per- 
cent) outpaced  men  (77  per- 
cent) in  the  importance  of  the 
category. 

Subgroups  most  likely  to 
assign  a very  important  rating 
in  the  category  of  courtesy  and 
attention  of  physician's  staff 
were  women,  non-whites,  those 
with  less  than  a high  school 
education,  those  earning  less 
than  $30,000  per  year,  and 
residents  of  inner  cities.  Older 
New  Jerseyans  with  higher 
incomes  who  live  in  rural  areas 
rated  physician  staff  attributes 
as  excellent  or  good. 
Subgroups  most  likely  to  assign 
a fair  or  poor  rating  included 
residents  between  the  ages  of 
1 8 and  29,  non-whites,  those 
who  live  in  a center  city,  and 
those  who  live  in  central  New 
Jersey. 

In  the  category  of  followup 
results,  those  over  65  years  old 
were  not  only  the  least  likely  to 
consider  this  an  important 
issue,  but  also  the  most  likely  to 
rate  performance  as  excellent 
or  good.  College  graduates, 
those  from  wealthy  towns,  and 
those  from  cites  and  older  sub- 
urbs were  not  likely  to  consider 
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What  can  physicians  do  for  their  patients? 

Anthony  P.  Caggiano,  Jr,  MD 
Carl  Restivo,  Jr,  MD 


The  delivery  of  health  care  still  is — and 
should  remain — a personal,  one-to-one  experi- 
ence. In  this  age  of  the  enlightened  patient  as  a 
customer,  the  interactions  among  physicians, 
office  staff,  and  patient  take  on  a very  in- 
creased meaning. 

We  participate  in  the 
world's  most  respected  pro- 
fession, built  through  trusted 
patient/physician  relation- 
ships. Yet,  medicine  is  in 
danger  of  becoming  too 
impersonal,  as  financial 
and  societal  pressures  alter 
the  way  many  of  us  prac- 
tice. More  managed  care  plans  and  reimburse- 
ment arrangements  result  in  sharp  increases  in 
patient  loads.  Better  informed  patients  are  more 
forthcoming  with  questions  about  diagnoses 
and  treatments.  At  the  same  time,  physicians 
have  to  be  increasingly  wary  of  what  we  say, 
or  to  make  sure  that  a third  person  is  in  the 
examination  room  to  protect  ourselves. 

Along  with  its  efforts  as  a physician  advo- 
cate, MSNJ  is  equally  active  as  a patient  advo- 
cate. Given  both  of  these  positions,  the  results  of 
MSNJ's  recent  broad-based  statewide  poll  on 
patients'  attitudes  toward  their  physicians  were 
refreshing.  Aside  from  the  desired  outcome  of 
making  them  well,  the  respondents  said  that  we 
and  our  staffs  perform  well  in  areas  they  con- 
sider important.  The  three  leading  areas  were 
the  skills  and  knowledge  of  the  physician,  the 
personal  concern  of  the  physician,  and  the  cour- 
tesy and  attention  from  the  physician's  staff. 
Since  the  high  ratings  that  survey  respondents 


awarded  are  only  as  good  as  the  last  office 
visit,  MSNJ  intends  to  conduct  periodic  followup 
surveys  to  make  sure  New  Jersey  physicians  are 
on  the  right  track. 

Individually  and  collectively,  physicians  in 
New  Jersey  must  look  beyond  areas  in  which 
we  rated  well,  to  areas  that  can  be  improved 
and  to  those  populations  requesting  improve- 
ment. Many  of  these  areas  become  more 
apparent  in  the  survey's  subgroup  responses, 
particularly  when  delineated  by  race,  gender, 
and  income  level. 

Building  patient  trust  and  loyalty  are  impor- 
tant. There  are  such  amenities  as  apologizing 
for  running  late,  taking  a few  extra  minutes  to 
fully  listen  to  a patient's  problems,  or  return  a 
telephone  call.  Not  surprisingly,  the  physicians 
who  demonstrate  the  most 
concern  for  their  patients 
are  the  ones  who  fare  the 
best  with  malpractice  prob- 
lems. 

From  the  initial  call  with  a 
question  or  to  schedule  an 
appointment,  patients  de- 
serve respect  and  the  right 
to  be  treated  as  special.  It  starts  with  office  staff, 
who  should  be  the  first  lines  of  offense  as  well 
as  defense  in  treating  patients. 

MSNJ  is  an  active  and  successful  patient 
advocate  in  shaping  public  issues,  regulations, 
and  legislation.  But  as  you  read  the  results  of  the 
MSNJ  poll,  remember  that  physicians  are  the 
primary  advocates  through  our  everyday 
patient  interactions.  Dr.  Caggiano  is  president 
and  Dr.  Restivo  is  president-elect,  MSNJ. 


Anthony  P. 
Caggiano,  Jr,  MD 


Carl  Restivo,  Jr,  MD 
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Table  1 . When  you  go  to  the  doctor,  how  important  is 
(read  item)  to  you? 

A.  Timeliness  in  scheduling  an  appointment 

B.  Getting  an  answer  from  your  physician  within  30  minutes  when  you  are  out- 
side of  office  hours 

C.  Waiting  time  in  the  doctor's  office 

D.  Personal  concern  of  your  doctor 

E.  Courtesy  and  attention  from  the  physician's  staff 

F.  Time  of  followup  on  test  results 

G.  Doctor's  knowledge  and  skill 


BBS  

Response 

A 

B 

C 

D 

E 

F 

G 

Very  important 

63% 

59% 

54% 

83% 

72% 

69% 

96% 

Somewhat  important 

30% 

30% 

33% 

13% 

24% 

25% 

3% 

Not  very  important 

5% 

6% 

9% 

3% 

2% 

3% 

— 

Not  at  all  important 

1% 

2% 

2% 

1% 

1% 

1% 

— 

Don't  know/ refused 

1% 

3% 

2% 

1% 

1% 

2% 

1% 

mtm 


followup  time  important.  Fair  or 
poor  responses  came  from 
those  with  incomes  between 
$50,00  and  $70,000,  resi- 
dents of  a center  city,  residents 
of  a poor  town,  and  residents 
of  southern  New  Jersey. 

Concerned  about  the  sched- 
uling of  appointments,  women 
and  non-whites  tended  to  con- 
sider this  more  important  than 
males  and  whites,  respectively. 

Responding  to  the  question 
about  response  time  when  a 
physician's  office  was  closed, 
was  important  to  residents  with 


less  than  a high  school  educa- 
tion, residents  who  have  lower 
incomes,  and  residents  from 
municipalities  of  lower  socio- 
economic status,  and  of  the 
non-white  respondents,  72  per- 
cent rated  the  30-minute 
response  as  very  important. 

When  asked  about  response 
time  from  a physician  when  the 
office  is  closed,  residents  with 
less  than  high  school  educa- 
tion, those  who  have  lower 
incomes,  and  those  from  munic- 
ipalities of  lower  socioeconom- 
ic status  rated  response  time 


important.  Of  non-white  re- 
spondents, 72  percent  rated 
the  30-minute  response  as  very 
important. 

Corrective  versus  mainte- 
nance action.  The  real  purpose 
of  compiling  survey  information 
is  to  identify  potential  problems 
or  shortfalls  in  physician  perfor- 
mance. Ranking  the  impor- 
tance of  an  attribute  relative  to 
patient  satisfaction  distinguish- 
es services  that  are  in  need  of 
corrective  action  from  those  ser- 
vices that  require  maintenance. 
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Three  attributes  fall  within  the 
section  signifying  high  priority 
for  maintenance.  Those  attribut- 
es are  knowledge  and  skill  of 
physician,  personal  concern  of 
physician,  and  courtesy  and 
attention  from  physician's  staff. 

Four  attributes  rank  as  low 
priorities  for  corrective  action: 
followup  time  for  test  results, 
timeliness  in  scheduling  ap- 
pointments, 30-minute  re- 
sponse outside  of  regular  office 
hours,  and  waiting  time  in 
physician's  office. 

Followup  time  for  test  results, 
however,  is  near  the  border  for 


low  performance/high  impor- 
tance, which  might  indicate  a 
need  for  corrective  action. 

Summary.  While  there  were 
distinctions  in  attribute  ratings 
for  importance,  it  is  critical  to 
note  that  there  were  relatively 
few  "not  very  important"  or 
"not  important  at  all"  respons- 
es. This  would  indicate  that  all 
attributes  maintain  significant 
levels  of  importance. 

In  addition,  tendencies  ap- 
peared for  respondents  with 
lower  income  levels,  non- 
whites, and  those  living  in  inner 


cities  to  rate  attributes  as  more 
important  than  other  respon- 
dents. This  could  indicate  a 
greater  need  for  respect  and 
concern  to  be  shown  these  sub- 
groups by  their  physicians. 

The  opportunities  to  make 
the  greatest  improvements  are 
in  faster  response  to  patient 
telephone  calls  and  decreased 
waiting  times  in  offices. 
Attention  to  this  "business  side" 
of  medicine  may  serve  to  ele- 
vate the  already  high  scores 
that  physicians  were  rated 
for  their  concern  and  knowl-  rnnT| 


7 - Hi 
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Health  care  law: 

A growing  frontier 


Michael  P.  Weiner,  Esq 


Mr.  Weiner  is  a 
member  of  the  Business 
Law  and  Health  Care  Law 
Groups,  Stark  & Stark, 
Princeton.  He  also  is  a 
member  of  the  National 
Health  Care  Lawyers 
Association  and  of  the 
Health  and  Hospital  Law 
Section,  New  Jersey  Bar 
Association. 

Twenty  or  so  years  ago, 
there  was  no  such  disci- 
pline as  “health  care  law.” 

Law  schools  may  have 
offered  a limited  number 
of  policy-oriented  cours- 
es focusing  on  public 
health  issues,  but  few,  if 
any,  substantive  courses 
regarding  the  particular 
legal  issues  impacting 
health  care  providers.  Yet 
today,  in  almost  every  law 
school,  there  is  an  extensive  cur- 
riculum devoted  to  health  care 
law,  as  well  as  a wide  spectrum  of 
health  care-oriented  legal  jour- 
nals and  newsletters. 


What  has  accounted  for  the 
evolution  of  what  is  today,  by  all 
indications,  one  of  the  “hottest” 
areas  of  the  law?  Two  interrelat- 
ed causes  come  to  mind.  The 
first  is  the  general  trend  toward 
specialization  in  the  practice  of 
law,  much  like  in  the  practice  of 
medicine.  Previously,  attorneys 
basically  divided  themselves 
between  litigators  and  non-liti- 


gators within  such  areas  as  cor- 
porate, real  estate,  and  tax  law. 
Over  the  last  two  decades,  how- 
ever, we  have  seen  the  emergence 
of  such  legal  subcategories  as 
securities,  mergers  and  acquisi- 


tions, banking,  intellectual  prop- 
erty, employment  discrimination, 
estate  planning,  environmental, 
land  use,  and  bankruptcy  law.  In 
each  case,  the  legal  profession  has 
responded  to  the  development 
and  growth  of  various  industries 
that  have  required  particular 
knowledge  of  the  specific  and 
complex  legal,  administrative, 
and  regulatory  issues  affecting 
that  industry. 

The  second  cause  is 
the  explosive  growth  of 
health  care  as  a seg- 
ment of  our  national 
and  international  econ- 
omy. Whether  one 
focuses  on  the  cost  of 
health  care  benefits  to 
small  and  big  business- 
es, the  impact  of  man- 
aged care  on  the 

method  of  health  care  delivery  in 
the  United  States,  or  the  amount 
of  money  invested  in  health 
care-related  ventures  in  the  pub- 
lic and  private  securities  mar- 
kets, it  cannot  be  denied  that 
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The  legal  professional  has  responded  to  the  growth  of  various 
industries  that  have  required  knowledge  of  the  legal , 
administrative , and  regulatory  issues  affecting  the  industry. 


health  care  is  one  of  the  most  dynamic  economic 
forces  impacting  our  lives  today,  and  will  continue  to 
be  so  for  the  foreseeable  future. 

As  a consequence,  health  care  law  has  emerged  as 
an  increasingly  recognized  specialty  in  the  legal  pro- 
fession as  lawyers  have  sought  to  provide  the  partic- 
ular services  required  by  institutional  and  individual 
health  care  providers.  Hospitals  must  comply  with  a 
myriad  of  administrative  and  regulatory  guidelines 
in  order  to  be  permitted  to  remain  in  operation. 
Managed  care  issues  must  be  addressed 
daily  by  hospitals  and  individual  doctors 
alike,  as  competing  plans  must  be  evalu- 
ated, contracts  negotiated,  and  reim- 
bursements pursued.  Physicians  must 
comply  with  various  laws  governing  the 
practice  of  medicine,  from  the  form  of 
business  entity  that  may  be  adopted  to 
the  form  of  computer  system  that  must 
be  employed  for  maintaining  patient 
records. 


exempt  organization  or  is  more  and  more  operating 
as  a commercial  enterprise,  which  should  be  subject 
to  state  and  federal  taxation.  As  hospitals  seek  to 
combine  into  multi-institution  networks,  and  physi- 
cians organize  into  multiprovider  networks,  antitrust 
and  insurance  law  issues  must  be  considered. 
Relations  between  hospitals  and  staff  physicians  also 
present  unique  labor-management  issues.  All  health 
care  providers  must  confront  issues  relating  to 
patient  consent  and  do  not  resuscitate  orders. 


Other,  more  complex  issues  also  abound. 
Hospitals,  as  they  compete  for  patients  and  doctors, 
often  seek  to  offer  new  and  expanded  services  to 
their  communities.  However,  such  an  expansion 
often  raises  questions  as  to  whether  these  new  ser- 
vices should  require  the  issuance  of  a certificate  of 
need  from  the  New  Jersey  Department  of  Health  and 
Senior  Services,  as  well  as  whether  the  hospital  is 
continuing  to  fulfill  its  public  policy  mission  as  a tax- 


This  is  hardly  an  exhaustive  list  of  the  legal  and 
business  issues  faced  by  health  care  providers  in 
today’s  environment.  However,  it  does  illustrate  how 
and  why  health  care  law  has  evolved  into  an  identifi- 
able legal  specialty.  All  health  care  providers  would 
be  well  advised  to  consult  with  an  attorney  with 
extensive  knowledge  of  these  types  of  issues  when 
seeking  legal  representation  for  all  of  their  ■■■■■■ 
professional  matters.  Masai 
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We  make  mistakes.  We  kill  our  own. 

Carl  Sagan,  Gettysburg,  Pennsylvania,  1987 

The  late  astronomer  and  popularizer  of  science 
was  comparing  friendly  fire — inevitable,  deadly,  and 
undiscerning — with  risks  of  nuclear  war.  Far  less 
cosmic  in  significance  and  equally  inexorable  are  the 
risks  of  medical  malpractice. 

Who  was  responsible?  A family  physician,  rheumatologist,  vas- 
cular surgeon,  hematologist,  and  podiatrist  all  were  named  in  a law- 
suit. The  jury  was  charged  to  determine  not  only  whether  the 
patient  was  injured  through  professional  negligence,  but  also 
whose  negligence  was  responsible  for  the  perceived  injuries. 

Complaining  of  foot  pain  that  had  persisted  for  weeks,  an  18- 
year-old  high  school  senior  visited  her  family  physician  on  May  8. 
The  physician  diagnosed  a stress  injury  and  fitted  the  young 
woman  with  an  ace  bandage.  But,  the  pain  increased. 

On  May  21 , the  patient  visited  a podiatrist.  Later,  the  patient  and 
podiatrist  would  disagree  about  her  symptoms  and  his  actions 
exhibited  at  this  time.  The  patient  would  claim  that  she  also  com- 
plained of  coldness  to  the  touch  and  discoloration,  and  that  the 
podiatrist  failed  to  take  pulses  of  the  foot.  Both  would  agree  that  he 
prescribed  an  anti-inflammatory  agent  and  advised  her  to  stay  off 
the  foot  and  return  immediately  if  the  condition  worsened. 

The  next  day,  and  two  days  later  on  May  24,  the  patient  visited 
the  school  nurse.  On  the  latter  visit,  numbness  and  coldness  were 
noted.  The  patient  returned  immediately  to  the  family  physician. 

Now  the  family  physician  made  a differential  diagnosis  of 
Raynaud’s  syndrome  and  referred  the  patient  to  a rheumatologist, 
who  saw  her  the  next  day.  The  rheumatologist  ordered  a Doppler 
study,  which  was  taken  five  days  later.  The  study  revealed  a 
popliteal — or  rear  of  the  knee — occlusion,  and  the  patient,  now 
hospitalized,  immediately  came  under  the  care  of  a vascular  sur- 
geon. 

The  surgeon  concluded  that  the  patient  was  suffering  from 
antiphosphlopid  antibody  syndrome,  a rare  disorder  of  the  blood 


February  1997  Um  JenseyMEBirai  63 


that  causes  clotting  and  is  not  typically 
resolved  through  surgery.  The  surgeon 
decided  to  commence  a course  of 
urokinase,  a new  medication  indicated 
for  the  patient’s  condition.  He  noted  in 
the  patient’s  chart  that  the  chances  of 
successful  treatment  diminish  through 
time. 

Seeking  to  consult  an  expert  with 
extensive  experience  in  the  use  of  the 
drug,  the  surgeon  waited  five  days  for 
the  expert’s  return  from  out  of  town 
before  transferring  the  patient  to  anoth- 
er hospital  where  the  drug  was  avail- 
able. In  the  interim,  the  hematologist  at 
the  first  hospital  made  no  arrange- 
ments for  use  of  the  drug. 

At  approximately  3:30  a.m.  on  the 
day  of  treatment,  no  pulses  were  noted. 
At  5:30  a.m.,  as  a standard  procedure  to 
prevent  bleeding,  the  surgeon  with- 
drew heparin,  which  had  been  used  for 
several  days  in  an  effort  to  dissolve 
clots.  At  8 a.m.,  a catheter  was  inserted 
to  deliver  the  urokinase. 

The  medication  was  not  effective, 
and  at  2:30  p.m.  the  surgeon  essayed 
surgical  treatment  through  a bypass 
procedure.  When  the  procedure  failed, 
the  surgeon  attempted  another  surgical 
intervention.  The  patient  contracted 
gangrene.  Her  leg  was  amputated  at 
mid-thigh. 

Seven  months  after  recuperating 
from  surgery,  the  patient  obtained 
employment  as  a secretary,  which  con- 
tinued through  trial.  Further,  she  met  a 
man  whom  she  married. 

In  the  malpractice  action  the  patient 
as  plaintiff  related  that  she  has  been  fit- 
ted with  a prosthesis  that  requires 
replacement  every  three  to  five  years  at 


a cost  of  $14,000  to  $20,000.  The  knee 
component  must  be  replaced  separate- 
ly, the  plaintiff  asserted,  at  a frequency 
of  two  years  and  a cost  of 
$7,000.  The  plain- 
tiff claimed  that 
the  family  phy- 
sician erred  at  the 
time  of  the  May  24 
visit,  when  he  referred  the  patient  to  a 
rheumatologist  instead  of  a vascular 
surgeon.  In  defense,  the  physician 
observed  that  vascular  conditions  are 
very  rare  in  such  a young  person. 

Similarly,  the  plaintiff  claimed  that 
the  podiatrist  erred  in  not  recognizing 
coldness  and  discoloration  and  not 
referring  the  patient  to  a vascular  sur- 
geon. Pain  alone  would  not  prompt  a 
referral. 

The  rheumatologist,  claimed  the 
plaintiff,  erred  in  deciding  that  the 
patient  was  experiencing  vasculitis,  an 
inflammation  of  blood  vessels  that  is 
managed  conservatively,  and  in  failing 
to  order  a Doppler  study  immediately. 
The  rheumatologist  contended  that  he 
displayed  reasonable  medical  judgment 
under  the  circumstances. 
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The  hematologist  was  sued  for  not 
making  timely  arrangements  for  the 
use  of  urokinase.  The  hematologist’s 
defense  was  that  she  was  relying  on 
direction  from  the  vascular  surgeon. 

Finally,  the  surgeon  was  cited  for  the 
five-day  wait  before  administering 
urokinase.  The  plaintiff  asserted  that 
the  surgeon’s  note  about  the  hazards  of 
delay  showed  that  he  was  aware  of  the 
risks  he  was  imposing  on  the  patient. 
But,  the  surgeon  rejoined  that  the  note 
referred  to  the  duration  before — not  af- 
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ter — he  was  brought  into  the  case.  The 
heparin  withdrawal  and  the  choice  of 
the  time-consuming  bypass  procedure, 
as  opposed  to  direct  re- 
moval of  the  clot, 
also  were  listed 
as  injury-induc- 
ing errors  on  the 
part  of  the  surgeon. 

All  defendants  agreed  that  the  loss  of 
the  leg  was  partly  occasioned  by 
diverse  factors  other  than  negligence: 
the  patient’s  underlying  blood  disorder, 
which  would  be  likely  to  cause  recur- 
ring clots;  the  age  of  the  clot  when  the 
patient  first  sought  care;  and  the  high 
failure  rate  of  surgi- 
cal intervention. 

The  jury  found 
that  the  injuries 
were  not  caused  by 
negligence  on  the 
part  of  the  family 
physician,  podia- 
trist, or  hematolo- 
gist. The  jury  found 
the  surgeon  75  per- 
cent responsible,  the 
rheumatologist  25  percent  responsible, 
and  the  pre-existing  condition  no  rea- 
son to  reduce  the  value  of  the  injuries, 
which  it  set  at  $1.3  million. 

Professor  Sagan  suggested  that  war- 
riors kill  their  own.  Sometimes,  in 
medicine  and  health  care,  we  hurt 
ourselves  by  responding  too  readily  to 
concerns  of  cost.  Consider  the  next 
two  cases. 

Failure  to  perform  C-section.  In 
aggressive  cost-containment  circles,  a 
low  rate  of  cesarean  sections  is  associ- 
ated with  high  quality  of  care. 


Malpractice  plaintiffs  often  see  the  mat- 
ter differendy. 

An  obese  woman  of  short  stature 
gained  56  pounds  during  pregnancy. 
Slightly  after  her  due  date,  she  visited 
her  obstetric  practice,  where  an  obste- 
trician observed  that  the  fetus  was 
“large.”  At  8 p.m.,  the  patient  was 
admitted  in  labor.  Her  contractions 
were  regular,  but  her  cervix  was  dilat- 
ing extremely  slowly  and  the  baby’s 
head  was  not  descending  into  the 
pelvis. 

When  the  patient’s  water  broke  at 
1:15  a.m.,  thick  meconium  fluid  was 
noted.  The  obstetri- 
cian at  the  hospital, 
a partner  of  the 
physician  seen  ear- 
lier, determined 
that  dysfunctional 
labor  was  occurring 
and  ordered  pito- 
cin.  This  second 
obstetrician  also 
ordered  units  of 
blood  in  case  a C- 


section  should  be  required. 

At  6:30  a.m.,  the  second  obstetrician 
saw  the  patient  for  the  last  time  before 
going  off  duty  at  9 a.m.  He  had  office 
hours  later  in  the  day.  Another  partner 
came  on  duty  and  saw  the  patient  at 
9:45  a.m.  By  this  time  she  was  9 cm 
dilated,  which  would  permit  a vaginal 
delivery.  This  third  obstetrician  contin- 
ued the  pitocin  and  withdrew  an 
epidural.  Before  he  could  conduct  a 
final  vaginal  examination,  however,  he 
was  summoned  to  an  emergency  C-sec- 
tion  elsewhere  in  the  obstetric  suite. 
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At  10  a.m.,  the  third  obstetrician 
decided  to  perform  the  emergency  C- 
section  on  the  other  patient.  At  11:15 
a.m.  this  surgery  began.  Approximately 
one-half  hour  later,  a nurse  ascertained 
that  the  original  patient  was  ready  to 
deliver  and  wheeled  her  into  the  deliv- 
ery room.  The  nurse  called  for  the  third 
obstetrician  and  learned  that  he  was  in 
surgery.  She  then  obtained  a first-year 
resident. 

By  hospital  protocol,  first-year  resi- 
dents are  not  permitted  to  perform 
complicated  deliveries  unassisted.  The 
resident  encountered  shoulder  dystocia 
and  applied  traction.  At  11:50  a.m.,  he 
delivered  the  patient  of  a baby  girl. 

The  baby  sustained  a severe  brachial 
plexus  injury  as  a result  of  excessive 
traction.  She  is  unable  to  raise  her  arm 
or  bend  her  elbow  to  reach  her  mouth 
and  cannot  hold  or  grasp  objects  in  her 
right  hand.  Contending  that  the  diffi- 
culties in  labor  were  caused  by 
cephalopelvic  disproportion,  the  family 
sued  for  malpractice. 

The  plaintiff  produced  graphic 
expert  testimony  that  the  nerve  roots  at 
C-6,  C-8,  and  T-l  were  ripped  from  the 
spinal  cord.  Despite  several  surgical 
interventions  that  produced  some  ame- 
lioration of  the  symptoms,  the  child’s 
condition  was  described  as  permanent. 
The  child  displayed  her  scars  and  limi- 
tations to  the  jury. 

The  plaintiff  sought  recovery  for  the 
restrictive  and  embarrassing  childhood 
impediments,  the  child’s  future  lost 
earnings,  and  the  mother’s  emotional 
distress.  The  plaintiff  presented  no 
expert  witness  on  the  child’s  economic 
loss,  because  in  New  Jersey  juries  are 


permitted  to  determine  a child’s  eco- 
nomic damages  on  the  basis  of  com- 
mon knowledge. 


The  plaintiff  argued 
that  the  second 
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was  negligent 
in  not  determin- 
ing the  need  for  a C-section 
and  in  not  conducting  tests  to  deter- 
mine the  baby’s  size,  the  size  of  the 
mother’s  pelvis,  or  the  intensity  of  the 
contractions.  Perhaps,  the  plaintiff  sug- 
gested, the  second  obstetrician  was  too 
tired  to  perform  the  surgery.  The  physi- 
cian vigorously  denied  this  assertion. 


The  third  obstetrician,  the  plaintiff 
alleged,  exhibited  negligence  by  not 
appreciating  the  risk  of  shoulder  dysto- 
cia, not  arranging  for  another  physician 
to  be  present  when  he  was  called  to  the 
other  case,  not  conducting  an  examina- 
tion during  the  75  minutes  before  he 
operated  on  the  other  patient,  and  not 
informing  the  nurse  that  he  was  leav- 
ing. This  defendant  blamed  the  nurse 
for  not  advising  him  that  delivery  was 
imminent.  However,  an  expert  for  the 
defense  allowed  that  the  failure  to 
arrange  for  another  physician  and  the 
failure  to  inform  the  nurse  of  his  plans 
constituted  deviations  from  standards 
of  medical  practice. 

The  jury  apportioned  causal  negli- 
gence 70  percent  for  the  third  obstetri- 
cian and  30  percent  for  the  second 
obstetrician.  The  plaintiff  did  not 
charge  the  resident  or  the  first  obstetri- 
cian. Over  objection,  the  judge  allowed 
the  jury  to  find  emotional  distress  on 
the  part  of  the  mother,  which  it 
assessed  at  $750,000.  The  jury  also 
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awarded  $1.2  million  to  the  parents  for 
loss  of  services,  $4  million  to  the  child 
for  loss  of  earning  capacity,  and  $2  mil- 
lion to  the  child  for  pain 
and  suffering  and 
permanent  in- 
jury. 

An  inability 
to  pay.  A man  in  his 
30s  was  in  his  car  when  assailants 
threw  a picture  tube  at  the  vehicle. 
When  the  man  hastened  out  of  the 
vehicle,  the  assailants  mugged  him.  He 
required  a closed  reduction  of  a com- 
pound fracture  of  the  left  portion  of  the 
mandible.  The  surgery  was  performed 
on  the  uninsured  patient  by  one  of  two 
partners  in  an 
oral  surgical 
practice. 

Both  part- 
ners provided 
postsurgical 
care.  They  did 
not  take  post- 
surgical  x-rays 
before  dis- 
charge from  the 
hospital.  One 

week  later  one  of  the  surgeons  took 
panarex  x-rays. 

The  fracture  displaced  medially, 
requiring  correction  through  an  open 
reduction.  This  surgery  was  not  per- 
formed in  a timely  manner.  During  the 
subsequent  four  and  one-half  months, 
pain  intensified.  Eventually  the  part- 
ners arranged  for  surgery  to  be  per- 
formed at  a hospital  in  New  York  City. 
By  this  time,  fibrous  union  had 
occurred,  and  a bone  graft  from  the  hip 
and  reconstruction  of  the  mandible 
were  needed.  Four  years  later  the 
patient  died  of  a heart  attack. 


A malpractice  suit  was  brought 
against  the  oral  surgeons.  The  plaintiff 
claimed  that  the  delay  was  occasioned 
by  the  surgeons’  unwillingness  to  oper- 
ate without  compensation,  despite 
repeated  requests  by  the  patient  and  his 
sister  for  care.  Additionally,  the  plaintiff 
claimed  that  the  defendants  had  failed 
to  take  timely  postsurgical  x-rays  that 
would  have  revealed  the  displacement. 
Damages  were  claimed  for  a six-month 
wiring  shut  of  the  mouth,  as  opposed 
to  four  to  six  weeks  in  the  event  of  a 
timely  open  reduction,  and  for  severe 
and  constant  pain,  disfigurement  in  the 
form  of  a permanent  lump  on  the  face, 
and  entrap- 
ment of  a 
nerve,  which 
caused  numb- 
ness. 

The  defen- 
dants asserted 
that  they 
would  have 
found  the  dis- 
placement by 
clinical  exami- 
nation if  it  had  occurred  while  the 
patient  was  still  in  the  hospital.  They 
stated  that  they  did  find  the  displace- 
ment on  the  panarex  x-rays.  They  were 
unable  to  have  the  patient  admitted  for 
the  corrective  surgery,  they  added,  be- 
cause the  hospital  was  concerned  about 
the  lack  of  insurance  coverage. 

The  defendants  described  their 
awareness,  beginning  at  the  time  of  the 
original  admission  for  surgery,  of  the 
patient’s  eligibility  for  compensation 
through  the  state’s  Personal  Injury 
Protection  and  Violent  Crimes 
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Compensation  Board  programs.  One  of 
the  defendants  conceded  on  cross- 
examination,  however,  that  he  was 
uncertain  of  the  likelihood  of  compen- 
sation. 

An  expert  oral  surgeon  testified  for 
the  plaintiff  that  the  fracture  was  “unfa- 
vorable,” creating  a risk  of  medial  dis- 
placement as  muscles  of  the  face 
applied  tension  to  the  area.  The  expert 
denied  that  the  displacement  would 
appear  on  panarex  x-rays.  Posterior/ 
anterior  studies,  he  insisted,  were  indi- 
cated. 

Also  testifying  for  the  plaintiff,  the 
heads  of  the  hospital  admission  and 
finance  departments  contended  that 
state  regulations  and  the  hospital’s  poli- 
cies mandated  admission  for  necessary 
surgery  on  the  physician’s  recommen- 
dation. The  plaintiff  noted  that  the  sur- 
geons’ records  included  no  mention  of 
an  attempt  to  gain  admission. 

The  jury  found  for  the  plaintiff  and 
awarded  $500,000.  Commentators 
described  this  as  “a  very  substantial 
award”  in  light  of  the  patient’s  early 
demise. 

Informed  consent.  One  essential 
ingredient  in  medical  liability  preven- 
tion is  obtaining  the  patient’s  truly 
informed  consent  to  surgery.  A recent 
issue  of  Loss  M inimizer  provides  some 
suggestions. 

Physicians  should  speak  with  the 
patient  or  family  personally,  not  leave 
this  task  to  staff,  cautions  the  newslet- 
ter. The  physician  is  best  equipped  to 
describe  the  procedure  fully,  answer 
questions,  and  avoid  excessive  guaran- 
tees, such  as,  “The  doctor  has  done 


thousands  of  these  operations;  there’s 
nothing  to  worry  about.” 

In  the  newsletter’s  opinion,  an 
informed  consent  process 
includes  an  accu- 
rate explana- 
tion of  the 
diagnosis,  a con- 
cise explanation  of  the 
need  for  the  procedure  or  treatment,  a 
detailed  explanation  of  the  procedure 
or  treatment,  a balanced  description  of 
the  anticipated  benefits  and  risks,  a list- 
ing of  alternatives,  and  a preview  of 
what  may  happen  if  the  situation  is  left 
unattended. 

Newsletter  author  Scott  Berglund 
recalls  that  many  physicians  used  to 
avoid  seeking  truly  informed  consents, 
in  the  belief  that  “frightening”  or  edu- 
cating the  patient  could  lead  to  litiga- 
tion. “Nothing  could  be  further  from 
the  truth,”  observes  Mr.  Berglund. 
Indeed,  as  he  and  numerous  other 
experts  have  remarked,  patients  who 
receive  patient  education  are  less  likely 
to  complain  of  complications.  He  adds 
that  informed  consent  is  essential  to  a 
patient’s  ability  to  make  a choice,  a 
value  heralded  last  June  by  Daniel  H. 
(“Stormy”)  Johnson,  MD,  in  his  inau- 
gural address  as  American  Medical 
Association  president. 

Under  managed  care,  though,  with 
its  premium  on  “productivity,”  physi- 
cians are  inclined  to  spend  less  time, 
rather  than  more,  on  patient  education. 
This  is  a mistake  that  someday  we  all 
may  rue. 

Mr.  Weisfeld  is  deputy  execu- 
tive director,  Medical  Society  of 
New  Jersey.  ■■■■■ 
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The  Medical  Society  of 
New  Jersey  and  the  Medical 
Inter-Insurance  Exchange 

are  pleased  to  offer  the  following 
innovative  services  for  physicians: 


Buying  Service 

• Medical  supplies  at  guaranteed 
low  prices 

• Office  supplies  at  discounts  as 
high  as  80%  off  list  prices 

• Office  equipment  (copiers,  fax 
machines,  phone  systems,  etc.) 
at  discounts  as  much  as  55%  off 
list  prices 

• Medical  equipment  (including 
ultrasound,  medical  imaging,  car- 
diac monitoring,  blood  / gas  mon- 
itoring, etc.)  at  greatly  reduced 
prices 

• Magazine  subscriptions  (most 
comprehensive  list  of  titles  avail- 
able) at  discounts  as  high  as  83% 
off  newsstand  prices 

Medical  Waste  Disposal 

• Initial  on-site  assessment  at  no 
charge 

• Staff  training  on  disposal  and 
record-keeping 

• Assistance  preparing  records  for 
official  inspections 

• Summaries  of  changes  in  state 
and  local  waste  disposal  require- 
ments 

• On-call  pick-up  service 


Medical  Society  of  New  Jersey 

NJ 


MEDICAL  INTER- 


POWERFUL 


Equipment  Leasing 

• Leasing  of  office  and  medical 
equipment  available  through 
MUX's  own  leasing  company 

• Favorable  financing  terms 

• Flexible  lease  structures  to  meet 
your  specific  financing  needs 

• Evaluations  of  leasing  quotes 
from  other  companies 

Receivable 

Management  Services 

• Cost-effective  collection  of  past  due 
accounts 

• Respect  for  the  special  physi- 
cian / patient  relationship 

• Third-party  reimbursement  and 
insurance  billing  services 

Advisory  Services 

• Services  available  through  MUX's 
health  care  consulting  subsidiary. 
Medical  Advisors,  Inc. 

• Assistance  with  professional  rela- 
tionships, such  as  formation  of 
group  practices,  specialty  net- 
works and  MSOs 

• Help  with  reimbursement /opera- 
tional effectiveness 

• Practice  guidance  designed  to 
help  physicians  manage  /minimize 
risk  and  reduce  overhead 

• Practice  audits  and  valuations 

• Presentations  on  current  health 
care  issues 


Investment  Services 

• Investment  strategies  through 
MUX  Capital  Management 

• Fee-based  investment  consulting 
for  retirement  plans  and  individ- 
ual investors 

• Analysis  and  availability  of  all 
no-load  mutual  funds  and  money 
managers 

• Personalized  attention  to  help 
achieve  your  investment  goals 

• Consolidated  account  statements 
and  written  investment  policy 
statements 

Pre-Owned  Medical 
Equipment 

• Assistance  in  the  acquisition 
or  sale  of  pre-owned  medical 
equipment 

• Search  for  the  equipment  closest 
to  your  specifications  at  a fair 
price 

• Contacts  with  a number  of  insti- 
tutional and  private  buyers 

For  more  information  on 

any  of  the  financial  or  advisory 
services  offered  by  MIIX,  please 
call  us  at  (800)  227-MIIX.  We  look 
forward  to  doing  business  with  you! 


INSURANCE  EXCHANGE 

partnerships 
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Here's  what  we  are  covering  in 
March  1997 

I o How  is  the  dental  industry  handling  managed  care? 

Writer  Sheila  Noonan  uncovers  the  truth  behind  dental  health 
maintenance  organizations  and  dentists’  reactions  to  them. 

J o What  do  New  Jersey  physicians  say  about  physician- 
assisted  suicide? 

Top  experts  discuss  the  case  before  the  Supreme  Court  on 
physician-assisted  suicide. 

I o How  is  Medicaid  managed  care  doing? 

We  report  on  the  quality  of  the  Medicaid  managed  care 
program  and  how  it  affects  the  New  Jerseyans  in  the  program. 

! o What  are  the  rules  for  starting  a group  practice? 

A special  report  details  the  ins  and  outs  of  creating  a group 
medical  practice  in  New  Jersey. 

1 

! o Is  New  Jersey  still  fighting  the  war  on  cancer? 

Diane  Cornell  interviews  the  top  cancer  researchers  in  the 
Garden  State  and  details  their  latest  work. 

j o What  are  the  economic  considerations  of  nutrition  and 
health  care? 

Monroe  Karetzky,  MD,  investigates  the  dynamic  area  of 
nutrition  and  how  it  affects  medical  treatment. 

° Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
and  Calendar. 
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Should  minors  be  held 

ACCOUNTABLE  FOR  TOBACCO  USE? 


Austin  H.  Kutscher,  MD 


Teri  P.  Cox;  Nicole  J.  Ostrowsky 


The  local 
ordinance 
is  intended 
to  educate 
teens  about 
the  ill 
effects  of 
smoking;  the 
penalties  are 
progressive  in 
nature. 

increased  teen  smoking  in 


Teen  smoking  is 
a significant  health 
problem  with  cata- 
strophic conse- 
quences for  the 
health  of  future 
generations. 

No  one  would 
dispute  this  state- 
ment— probably 
not  even  the  tobac- 
co industry.  How- 
ever, there  is  con- 
siderable debate  as 
to  the  solution  to 
the  problem  of 
United  States. 


The  facts  are  simple.  Each  day  3,000  teens  or  pre- 
teens  will  begin  smoking  in  this  country.  One-third 
of  them  eventually  will  die  of  cigarette-related  ill- 
nesses. There  are  many  reasons,  including  peer  pres- 
sure and  influence  (direct  and  indirect)  from  both 
the  tobacco  industry  and  peers;  a sense  of  invulner- 
ability; the  notion  that  cigarette  smoking  keeps 
weight  down;  and  a sense  of  rebellion. 

Given  these  reasons,  what  are  the  most  effective 
measures  to  curb  teen  cigarette  smoking?  I believe  a 
multi-tiered  approach  must  be  used.  Above  all,  par- 
ents, teachers,  and  physicians  must  communicate  to 
our  youth  that  smoking  is  unhealthy. 

In  addition,  the  tobacco  companies  must  be  con- 
trolled in  their  influence  on  teens.  Tobacco  compa- 
nies are  aware  that  only  a small  minority  of  adult 
smokers  start  smoking  after  they  turn  21 — almost  all 
smokers  begin  as  teens. 

continued  on  page  12 


Teaching 
individual 
responsibility  is 
the  cornerstone 
of  a sound 
society.  Youth 
learn  by  the 
example  set  by 
parents,  teachers, 
and  the 
community. 


How  can  we  hold 
minors  accountable 
for  tobacco  use 
when  adults  have 
not  met  their 
responsibilities  to 
serve  as  positive 
role  models,  to  pro- 
vide consistent  mes- 
sages and  informa- 
tion about  the  real 
health  dangers  of 
smoking,  and  to 
protect  our  young- 
sters from  having 
easy  access  to  tobac- 
co products? 


In  a recent  article  in  the  Medical  Tribune,  Dr. 
Michael  Fiore  suggested,  “The  only  way  the  United 
States  can  prevent  another  generation  of  young 
Americans  from  becoming  addicted  to  tobacco  is 
through  policies  that  prevent  the  tobacco  industry 
from  recruiting  children  as  replacement  smokers  for 
the  1,300  American  adults  who  die  each  day  from 
tobacco-related  ailments.” 


Each  day,  over  3,000  young  people  begin  to 
smoke.  That  is  over  one  million  young  people  a year. 
Preventing  young  people  from  starting  to  use  tobac- 
co products  is  the  key  to  reducing  tobacco-related 
deaths  and  disease.  Seventy-five  percent  of  smokers 
begin  by  the  time  they  are  18  years  old. 

Many  factors  influence  youths  to  smoke,  includ- 
ing peer  pressure,  seeing  family  members  smoke, 
and  receiving  messages  from  tobacco  advertising  that 
smoking  is  “hip,  cool,  and  fun.”  Despite  national 
efforts  to  inform  youngsters  about  the  risks  associat- 
continued  on  page  12 
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In  Flemington,  where  I am  the  mayor,  we  took  a 
look  at  the  role  government  can  play  in  this  problem. 
The  state  of  New  Jersey  already  makes  it  illegal  to  sell 
cigarettes  to  minors,  with  penalties  such  as  fines  to 
the  merchants,  and  now  with  consideration  toward 
revoking  the  merchant’s  license  to  sell  cigarettes.  In 
October  1995,  Flemington  Borough  began  the 
process  of  further  limiting  access  to  cigarettes  by 
banning  vending  machines,  and  by  giving  the 
Department  of  Health  and  Senior  Services  increased 
powers  in  enforcing  the  ban  on  cigarettes  to  minors. 

It  is  clear  that  the  state  feels  teens  should  not  be  in 
possession  of  tobacco  products.  Given  that  fact,  we 
felt  that  there  is  no  rationale  for  teens  to  be  allowed 
to  smoke  or  possess  ciga- 
rettes in  public  in 
Flemington.  Unless  they 
were  given  the  cigarettes  by 
their  parents,  a law  was  bro- 
ken. 

The  Borough  of  Flem- 
ington became  the  first 
municipality  in  New  Jersey 
to  enact  an  ordinance  that 
makes  possession  of  an 
open  pack  of  cigarettes  by  a 
teen  in  public  illegal.  In  fact,  the  impetus  for  our  law 
was  a statement  quoted  in  the  press  by  a 15  year  old, 
who  responded  to  the  initial  crackdown  on  cigarette 
sales  by  saying,  “It  doesn’t  matter  to  me.  I’ll  just  get 
a cool  adult  to  go  in  the  store  and  buy  the  cigarettes 
for  me.” 

The  ordinance  is  intended  to  educate  teens  about 
the  ill  effects  of  smoking.  The  first  three  times  a teen 
is  caught  result  in  progressive  penalties  from 
parental  notification  to  attendance  at  an  educational 
course  regarding  smoking  to  mandatory  attendance 
at  a smoking  cessation  course.  The  fourth  offense 
institutes  fines  and  community  service  is  invoked. 

We  by  no  means  feel  that  the  law  will  prevent  teen 
smoking  but  we  it  will  dissuade  10  to  15  percent  of 
pre-teens  or  teens  from  smoking.  The  law  is  a deter- 
ent  to  enhance  the  teachings  of  parents  and  teachers. 

continued  on  page  73 
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ed  with  tobacco  use,  some  young  people  still  cannot 
relate  to,  or  refuse  to  worry  about,  tobacco’s  assault 
on  physical  health  over  time. 

According  to  the  Centers  for  Disease  Control,  in 
December  1993,  the  tobacco  industry  illegally  sold 
over  900  million  packs  of  cigarettes  and  over  26  mil- 
lion containers  of  chewing  tobacco  to  kids,  generat- 
ing sales  of  $1.26  billion  and  profits  of  $221  million. 

State  legislation  has  been  enacted  to  toughen 
penalties  for  selling  tobacco  products  to  minors,  to 
increase  licensing  fees  for  tobacco  retailers,  to  restrict 
youth  access  to  vending  machines,  and  to  dedicate 
some  of  the  revenues  to  local  enforcement.  It  is  too 
early  to  judge  how  successful 
the  compliance  and  enforce- 
ment of  this  recent  age  of  sale 
law  will  be.  If  most  retailers 
obey  the  law,  it  could  make  a 
significant  difference.  Unfor- 
tunately, spot  compliance 
checks  conducted  in  the  state 
suggest  that  as  high  as  80  per- 
cent of  retailers  may  not  be  in 
compliance  with  the  law. 

Recently,  a number  of  bills  have  been  introduced 
in  the  New  Jersey  Legislature  calling  for  youth  to  be 
penalized  for  using  tobacco  products.  Suggested 
penalties  include  fines  of  $100  to  $500  for  a youth 
offender,  as  well  as  suspension,  revocation,  or  post- 
ponement to  age  18,  of  a driver’s  license.  Addition- 
ally, a youth  can  be  summoned  to  perform  commu- 
nity service  in  health  care  facilities  and  agencies  ded- 
icated to  tobacco  control. 

Criminalizing  youth  purchasers  diverts  public 
attention  and  resources  away  from  policies  that  pro- 
mote healthy  behaviors,  encourage  young  people  to 
leam  by  example,  and  penalize  businesses  that 
unlawfully  sell  tobacco  products  to  minors. 

There  are  no  reliable  findings  that  support  the 
contention  that  penalizing  kids  will  deter  youth 
continued  on  page  73 
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There  have  been  several  valid  criticisms  leveled  at 
the  policy.  Anti-smoking  groups  feel  that  the  law 
takes  the  onus  of  teen  smoking  away  from  the  tobac- 
co companies  and  puts  it  onto  the  kids.  Clearly,  we 
do  hold  the  teens  responsible  in  some  ways  for  their 
actions. 

Secondly,  people  have  said  our  police  have  more 
important  issues  with  which  to  deal.  In  our  commu- 
nity, the  officer  in  charge  of  the  program  is  our  teen 
liaison,  and  he 
already  is  work- 
ing with  the 
youth.  Our  police 
do  not  go  on 
smoking  patrol, 
but  give  citations 
in  the  normal 
course  of  their 
actions. 

Thirdly,  there 
are  those  who  say 
there  is  worse 
behavior  than 
smoking.  How- 
ever, we  now 
know  that  a high- 
er percentage  of 
smokers  go  on  to 
use  recreational  drugs  than  do  nonsmokers.  In  addi- 
tion, the  law  now  parallels  the  laws  regarding  alco- 
hol, where  it  is  illegal  to  sell  or  possess. 

Fourthly,  we  are  aware  that  teens  will  rebel  against 
authority  figures.  Our  hope  is  to  “educate”  the  teen, 
while  making  a much  stronger  attempt  to  “punish” 
the  seller.  The  approach  is  a multi-prong  approach, 
which  must  be  preceded  by  strong  attacks  on  illegal 
sales  and  tobacco  company  influence.  It  is  not  meant 
to  stand  alone.  In  addition,  I am  opposed  to  statutes 
such  as  those  now  before  the  state  Legislature  that 
propose  heavy  penalties  such  as  loss  of  a driver’s 
license  for  a teen  caught  smoking. 

continued  on  page  74 
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tobacco  use.  Why  would  the  tobacco  industry 
aggressively  lobby  for  legislation  to  penalize  minors 
if  these  laws  actually  reduced  youth  smoking? 

In  Woodridge,  Illinois,  a suburb  25  miles  south- 
west of  Chicago,  a successful  seven-year-old  tobacco 
program  is  underway.  Developed  by  an  active  com- 
munity under  the  leadership  of  the  sergeant  of  the 
Woodridge  police  department,  this  program  includes 
a tough  ordinance  that  fines  vendors  for  selling 
tobacco  products 
to  youngsters. 
The  program  li- 
censes tobacco 
vendors  and  con- 
ducts compliance 
checks  and  edu- 
cational outreach 
programs.  The 
mayor  has  the 
power  to  suspend 
or  revoke  tobacco 
licenses.  Kids, 
too,  are  penal- 
ized. Experts  say 
the  Woodridge 
model,  though 
ongoing  for  a 
number  of  years, 
is  too  small  a 
sample  and  too  small  a locality  to  draw  inferences  for 
entire  states. 

In  order  for  any  of  these  approaches  to  work,  they 
must  be  properly  enforced.  But  how,  by  whom,  and 
at  what  cost?  What  lessons  will  minors  learn  from 
being  assessed  fines  that  their  parents  have  to  pay? 
How  will  these  youngsters  get  to  their  community 
service  projects  if  they  are  unable  to  drive?  Once 
they  are  there,  who  will  pay  to  supervise  them? 
Imposing  penalties  on  youths  for  the  purchase,  use, 
or  possession  of  tobacco  products  requires  an  enor- 
mous amount  of  time,  effort,  and  expense.  Health 
officers  and  the  police  would  do  better  to  focus  on 
enforcing  the  age  of  sale  law. 

continued  on  page  74 
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Finally,  there  are  those  who  go  even  farther  and 
say  that  by  focusing  on  teen  smoking,  we  are 
deflecting  our  attack  from  smoking  in  general  by 
putting  all  of  our  energy  on  one  level.  This  is  an 
interesting  position,  but  it  lends  itself  to  the  argu- 
ment that  no  laws  should  be  enacted  regarding  teen 
limitations  on  smoking.  The  anti-possession  laws  are 
not  the  primary  statutes  regarding  teen  smoking — it 
is  clear  that  society  does  not  want  our  teens  to  be 
smoking.  If  the  anti-sales  statutes  were  repealed 
tomorrow,  we  also  would  repeal  our  anti-possession 
laws. 

One  final  thought.  The  teen  years  are  traditional- 
ly a period  of  rebellion  at  authority  and  at  those  who 
are  perceived  as  attempting  to  control  their  lives. 
Wouldn’t  it  be  wonderful  if  we  could  convince  our 
children  that  the  people  who  are  really  trying  to  con- 
trol their  lives  are  the  tobacco  companies?  In  the 
1960s  and  1970s,  teens  and  college  students 
marched  against  the  chemical  companies  that  were 
polluting  the  water  and  the  air.  Today’s  teens  need  to 
realize  that  it  is  the  tobacco  companies  that  are 
behind  this  new  pollution. 

Dr.  Kutscher  is  the  mayor,  Flemington 
Borough,  Hunterdon  County,  New  Jersey.  LiMtiJ 
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Youngsters  must  learn  about  the  perils  of  tobacco 
in  more  than  one  place.  Schools,  from  day  care  cen- 
ters through  high  schools,  should  provide  a smoke- 
free  environment.  The  environmental  and  health 
messages  about  the  dangers  of  tobacco  use  should  be 
part  of  the  curriculum.  Fellow  students  acting  as 
peer  advocates  could  reinforce  the  messages  from 
adults. 

Parents,  whether  they  smoke  or  not,  should  dis- 
courage their  children  from  facing  similar  addictions 
by  sharing  with  them  how  difficult  it  is  to  quit  and 
how  costly  a lifetime  of  tobacco  use  can  be. 


Community  and  religious  leaders  and  service  and 
youth  groups  should  advocate  for  public  policies 
that  support  cleaner  indoor  air  in  and  around 
schools  and  in  other  public  places  that  children  fre- 
quent. Tobacco  product  billboards  must  be  banned 
from  areas  within  1,000  feet  of  schools,  playgrounds, 
and  beaches. 

Parents,  teachers,  community  and  religious  lead- 
ers, local  officials,  and  business  people  must  all  work 
together  to  communicate  the  right  messages,  and  set 
the  right  examples  of  behavior  so  that  youngsters 
can  learn  to  make  responsible  decisions.  Smoking 
may  be  an  adult  habit,  but  according  to  Dr.  David 
Kessler,  “Tobacco  use  is  a pediatric  disease  fueled  by 
powerful  images  and  promotional  items  that  appeal 
to  young  people.” 

Everyone  in  the  community  also  must  recognize 
the  powerful  influence  of  the  tobacco  industry  and 
take  initiative  to  curb  it.  Then,  and  only  then,  can  we 
hold  our  young  people  accountable  for  their  actions 
and  decisions  on  tobacco  use. 
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Infection  Control  in  the  HIV  Era 

February  12, 1997 
Essex  County  Hospital  Center 
MW,  609/275-1911 

Ophthalmic  Plastic  Surgery 

February  22, 1 997 
Scheie  Eye  Institute 
215/662-8141 

Infection  Control  in  the  HIV  Era 

March  5,1997 
Rahway  Hospital 
AMNJ,  609/275-1911 

End-Stage  Renal  Disease 

February  1 2, 1 997 
St.  Mary  Hospital,  Passaic 
Ml//  609/275-1911 

HIV  Infection 

February  26, 1997 
Bergen  Pines  County  Hospital 
AMNJ,  609/275-1911 

Brain  Death 

March  5,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Superficial  Fungal  Infection 

February  13, 1997 
Greystone  Park  Psychiatric  Center 
AMNJ,  609/275-1911 

Current  Chemotherapy 

February  26, 1 997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Parkinson's  Disease 

March  5,1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Infection  Control 
in  the  HIV  Era 

February  13, 1997 
Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Multiple  Antibiotic-Resistant 
Bacteria 

February  26, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Electrodiagnosis  & Clinical 
Neurophysiology 

March  5-8,1997 
Thomas  Jefferson  Medical  College 
215/955-6992 

Diagnosis  and  Treatment 
of  AIDS 

February  14, 1997 
Centrastate  MC,  Freehold 
AMNJ,  609/275-1911 

Peripheral  Vascular  Disease: 
Noninvasive  Diagnosis 

February  27, 1997 
Woodbridge  Developmental  Center 
AMNJ,  609/275-1911 

Management  of 
Pediatric  HIV 

March  6,1997 

St.  Peter's  Med  Ctr,  New  Brunswick 
AMNJ,  609/275-1911 

Emergency  Care  in  New  Jersey 

February  18, 1997 
South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

Visiting  Professor  Lecture 

February  27, 1997 
St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Physical  Med  and  Rehab 

March  7-16,1997 
Headquarters  Plaza,  Morristown 
AMNJ,  609/275-1911 

Neurosurgical  Emergencies 

February  19, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

February  27, 1997 
Newcomb  Medical  Center,  Vineland 
AMNJ,  609/275-1911 

Cornea  and  External  Disease 

March  8,1997 
Scheie  Eye  Institute 
215/662-8141 

Renal  and 

Pancreatic  Transplant 

February  19, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Upper  Extremity  Prosthetics 
and  Orthotics 

February  28-March  1, 1997 
Kessler  Conference  Center,  West  Orange 
201/731-3600 

Anticoagulation 

Therapy 

March  11, 1997 
Our  Lady  of  Lourdes,  Camden 
AMNJ,  609/275-1911 

Radiology  Meeting 

February  20, 1997 
UMDNJ-NJ  Medical  School 
201/982-5188 

Domestic  Violence  Issues 

March  5,1997 
Veterans  Medical  Center,  Lyons 
AMNJ,  609/275-1911 

HIV  Infection 

March  12, 1997 

Mediplex  Rehabilitation  Center,  Marlton 
AMNJ,  609/275-1911 
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MEDICAL  NEWSLETTER 
HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Issue  (24  pages) 

Mail  Your  Self-sticking  Address  Label  and  $5 
(to  cover  postage  and  handling) 

ARORA  BOARD  REVIEW 

389  East  Mt.  Pleasant  Ave.,  Livingston,  N.J.  07039 
ALSO  AVAILABLE 
(1)  Weekly  Board  Review  Course 
(Internal  Medicine) 

On  Sundays  For  16  Weeks-To  Begin  Mid-February,  1997 
(2)  Monthly  Newsletters  On: 

"Pearls  In  Gastroenterology” 

“How  To  Pass  Board  Of  Geriatrics" 


Focus  on  Depression  in  Women: 
Continuing  Education  for 
Obstetricians  I Gynecologists 

You  are  cordially  invited  to  attend  a CME  workshop 
sponsored  by  the  University  of  Wisconsin  Medical  School 
Plan  on  attending  one  of  the  following  2 credit  CME  workshops: 

(all  sessions  include  dinner) 


Date: 

Wednesday,  March  5,  1997 

Date: 

Tuesday,  March  11,  1997 

Time: 

7:00-9:00  PM 

Time: 

7:00-9:00  PM 

Location: 

Highlawn  Pavillion 

Location: 

Hyatt  Regency  Princeton 

Eagle  Rock  Ave. 

102  Carnegie  Center 

West  Orange,  NJ  07052 

Princeton,  NJ  08540 

RSVP:  Call  1-800-664-1223  to  reserve  your  space  for  either  workshop 

The  University  of  Wisconsin  Medical  School  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)  to  sponsor  continuing  medical  education  for  physicians. 

The  University  of  Wisconsin  Medical  School  designates  this  educational  activity  for  2 hours  in  Category  1 credit  towards 
the  AMA  Physician’s  Recognition  Award. 

Sponsored  by  the  University  of  Wisconsin  entirely  through  educational  grant  funding. 
Program  is  offered  at  no  charge  to  participating  physicians. 
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Oncology  Society  Clinical 
Abstract  Meeting 

March  12, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

TB  Management  into  Care  of 
the  HIV-Infected  Patient 

March  21, 1997 
Runnells  Specialized  Hospital 
AMNJ,  609/275-1911 

Postprandial 

Hyperglycemia 

April  2,1997 
Rahway  Hospital 
908/381-4200 

Total  Joint  Reconstruction 

March  12, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Anesthesia  Seminar 

March  21-23, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Postprandial  Hyperglycemia 

April  2, 1997 

Veterans  Medical  Center,  Lyons 
908/647-0180 

Vascular  Diagnostic 
Ultrasound 

March  13, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

TB  Management  into  Care  of 
the  HIV-Infected  Patient 

March  24, 1997 
New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Aspects  of 
HIV/AIDS 

April  2,1997 
Union  Hospital,  Newark 
AMNJ,  609/275-1911 

Aspects  of 
HIV/AIDS 

March  18, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Management  of  Asymptomatic 
HIV  Infection 

March  25,1997 
South  Jersey  Hosp.  System,  Elmer 
AMNJ,  609/275-1911 

Domestic  Violence 
Issues 
April  2,1997 
St.  James  Hospital,  Newark 
AMNJ,  609/275-1911 

Aspects  of 
HIV/AIDS 

March  19, 1997 
Bergen  Pines  County  Hospital 
AMNJ,  609/275-1911 

Facial  Plastic 
Surgery 

March  26, 1997 
Garden  State  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 

Seminar  on 
Colitis 

April  2,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Radiation  Oncology  Meeting 

March  19, 1997 
The  Manor,  West  Orange 
201/325-2060 

Emergency  Care  Developments 

March  26,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

End-Stage  Renal  Disease 

April  2,1997 

General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Lead,  Arsenic,  Asbestos,  & 
Mercuring  Poisoning 

March  19, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Nutrition  in 
the  Elderly 

March  26,1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

25th  Anniversary 
Celebration 

April  4, 1997 

NJ  Health  Sciences  Library  Assoc. 
201/996-2326 

Peptic  Ulcer  Disease 

March  19, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Gastro-Esophageal  Reflux 

March  27, 1997 
Woodbridge  Developmental  Center 
908/499-5500 

Dermatology  Meeting 

April  8,1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Radiology  Meeting 

March  20,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5822 

Visiting  Professor  Lecture 

March  27,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5000 

Vascular  Society  Meeting 

April  9,1997 
UMDNJ,  Newark 
AMNJ,  609/275-1911 
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Allegheny  University  Hospitals 
Hahnemann 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Alumni  Hall,  2nd  Floor,  College  Building,  Allegheny  University  of  the  Health  Sciences,  15th  &Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Medical  Education  at  215-762-8263. 


FEBRUARY  1997 

FEBRUARY  5th 

Early  Arthritis:  Clues  to  Pathogenesis  of 
Rheumatoid  Arthritis 

Ralph  Schumacher,  M.D. 

Professor  of  Medicine 

University  of  Pennsylvania  School  of  Medicine 

Director,  Arthritis  Center 

VA  Medical  Center 

Philadelphia,  PA 

FEBRUARY  12th 

Cystic  Fibrosis:  Advances  in  Gene  Therapy 

Michael  Knowles,  M.D. 

Professor  of  Medicine 

University  of  North  Carolina  School  of  Medicine 
Director,  Adult  Cystic  Fibrosis  Clinic 
Division  of  Pulmonary  Medicine 
University  of  North  Carolina  at  Chapel  Hill 
Chapel  Hill,  NC 
FEBRUARY  19th 

Antithrombosis  Therapy  in  Acute  Myocardial 
Infarction 

Robert  Califf,  M.D. 

Professor  of  Medicine 
Duke  University  School  of  Medicine 
Director,  Duke  Clinical  Research  Institute 
Vice  Chancellor  for  Clinical  Affairs 
Duke  University  Medical  Center 
Durham,  NC 
FEBRUARY  26th 

The  Future  of  ACE  Inhibitors  in  Cardiovascular, 
Renal  Disease  and  Hypertension 

Leon  Ferder,  M.D. 

Professor  of  Medicine 

Rector,  Universidad  Hebres  Argentina 

Buenos  Aires,  Argentina 


MARCH  1997 

MARCH  5th 

Management  of  Breast  Cancer  Recent 
Controversies 

Norman  Wollmark,  M.D. 

Professor  of  Medicine 
Chief,  Division  of  Hematology/Oncology 
Allegheny  General  Hospital 
Pittsburgh,  PA 

MARCH  12th 

Primary  and  Adjunctive  Role  of  Salt  Restriction  in 
the  Treatment  of  Hypertension 

Myron  H.  Weinberger,  M.D. 

Professor  of  Medicine 
Indiana  University  School  of  Medicine 
Director,  Hypertension  Research  Center 
Indiana  University  Medical  Center 
Indianapolis,  IN 

MARCH  19th 

Molecular  Biology  of  Coronary  Artery  Endothelium 
and  Vascular  Smooth  Muscle  Function 

R.  Wayne  Alexander,  M.D. 

R.  Bruce  Logue  Professor  of  Medicine 
Emory  University  School  of  Medicine 
Director,  Division  of  Cardiology 
Emory  University 
Atlanta,  GA 

MARCH  26th 

Upper  Endoscopic  Biliary  and  Pancreatic  Therapy 

Thomas  Kowalski,  M.D. 

Assistant  Professor  of  Medicine 
Director,  GI  Endoscopy  Unit 
Allegheny  University  Hospitals 
Hahnemann 
Philadelphia.  PA 


APRIL  1997 

APRIL  9th 

Update  on  Antiretroviral  Therapy 

Martin  S.  Hirsch,  M.D. 

Professor  of  Medicine 
Harvard  School  of  Medicine 
Director,  Clinical  AIDS  Research 
Massachusetts  General  Hospital 
Boston,  MA 

APRIL  17th 
GERD:  The  Fire  Inside 

M.  Michael  Wolfe,  M.D. 

Associate  Professor  of  Medicine  and  Physiology 
Boston  University  School  of  Medicine 
Chief,  Section  of  Gastroenterology 
Boston  Medical  Center 
Boston,  MA 

APRIL  23rd 

Deep  Vein  Thrombophlebitis 

David  Naide,  M.D. 

Associate  Professor  of  Medicine 

MCP  0 Hahnemann  School  of  Medicine,  Head 

Vascular  Medicine  Section,  Division  of  Cardiology 

Allegheny  University  Hospitals 

Hahnemann 

APRIL  30th 
Allergic  Rhinitis 

Alkis  Togias,  M.D. 

Assistant  Professor  of  Medicine 
Johns  Hopkins  School  of  Medicine 
Director,  Johns  Hopkins  Asthma  and 
Allergy  Center 
Johns  Hopkins  Hospital 
Baltimore,  MD 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


FEBRUARY  19, 1997 
Prevention  and  Treatment  of  Abnormalities 
of  Thrombosis  in  Cardiovascular  Disease 

Course  Director:  Marc  Cohen,  M.D. 


MARCH  11-12.  1997  (Tues.  & Wed.) 
Mechanisms  and  Treatment  of  Hypertension  and  Prevention 
of  Hypertensive  Complications  in  Office  Practice 

Course  Co-Directors:  Bonita  Falkner,  M.D. 

Allan  B.  Schwartz,  M.D. 


APRIL  9-10, 1997  (Wed.  & Thurs.) 

Diagnosis  and  Treatment  of  HIV  and  Related  Opportunistic  Infections 

Course  Co-Directors:  Marla  Gold,  M.D. 

Allan  B.  Schwartz,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  of  Medicine,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  of  the  Health  Sciences  are  expected  to  disclose  to 

the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Allegheny  University  of  the  Health  Sciences  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  for  physicians.  Allegheny  University  of  the  Health  Sciences  designates  1.0  credit  hour  of  category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational 
activity. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  category  2A  of  the  American  Osteopathic  Association. 
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Ethics  in  Managed  Care 

April  9, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Pacemaker  Meeting 

April  16, 1997 
Sheraton,  Iselin 
AMNJ,  609/275-1911 

Vascular  Society  Meeting 

May  2-4,1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Treatment  of  Neurologic  Pain 

April  9,1997 

General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Hearing  Loss:  Preventable? 

April  16, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

AIDS  Diagnosis  & Treatment 

May  2, 1997 
Bayonne  Hospital 
AMNJ,  609/275-1911 

Head  and  Neck  Oncology 
Meeting 

April  10, 1997 
Location  to  be  determined 
AMNJ,  609/275-1911 

Radiology  and  Ultrasound 
Meeting 

April  17, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5822 

AIDS  Prevention 
and  Control 

May  6, 1997 
Woodbridge  Hilton,  Iselin 
AMNJ,  609/275-1911 

Snoring  and  Sleep  Apnea 

April  10, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Care  of  Female  Patients 

April  17-18, 1997 
Woodbridge  Hilton,  Iselin 
908/571-4000 

AIDS  Prevention  and  Control 

May  7, 1997 
Cherry  Hill 

AMNJ,  609/275-1911 

Infectious  Disease  Course 

April  11-13, 1997 
Center  for  Bio-Medical  Communication 
201/385-8080 

Symposium  on  Low  Vision 

April  19, 1997 
Scheie  Eye  Institute 
215/662-8141 

Anticoagulation  Therapy 

May  7, 1997 
Rahway  Hospital 
AMNJ,  609/275-1911 

Nephrology  Monthly  Meeting 

April  15, 1997 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

Adult  ADD 

April  23,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

William  P.  Burpeau  Award 

May  7, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Urogynecology:  New 
Strategies 

April  15, 1997 

South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

Visiting  Professor 
Lecture 

April  24,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Asymptomatic 
HIV  Infection 

May  7, 1997 
VA  Medical  Center,  Lyons 
AMNJ,  609/275-1911 

ZDV  Therapy 

April  15, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Society  of  Abdominal  Surgeons 

April  25,1997 
Atlantic  City 
AMNJ,  609/275-1911 

Emergency  Physicians 

May  7-9, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Orthopaedic  Society  Meeting 

April  15-20, 1997 
Hyatt,  Grand  Cayman 
AMNJ,  609/275-1911 

MSNJ  Annual  Meeting 

April  29-May  3,1997 
Trump  Taj  Mahai,  Atlantic  City 
609/449-1000 

Management  of  Breast  Cancer 

May  7, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 
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HOUSING  APPLICATION 

231st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1997 

TRUMP  TAJ  MAHAL  CASINO/RESORT 
1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  800/825-8888 


( Please  Print) 


Name 


Address 


City 


State 


Zip 


Home  Phone 


Business  Phone 


Sharing  with 
Date  of  Arrival 


Date  of  Departure 


Time 


A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  OR  COMPLETE  THE  FOL- 
LOWING: 


Card  # 


Type 


Exp.  Date 


SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX,  PLUS  $2  PER  ROOM,  PER  NIGHT 
( ) SINGLE  $110  ( ) DOUBLE  $110  (Reservations  must  be  received 

Extra  Person  $25  prior  to  March  30,  1997.) 

( ) One -Bedroom  Suite  $275  per  day 

( ) One-Bedroom  Hospitality  Suite  $350  per  day 

Check  out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sundays,  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  IS  REQUIRED  FOR  A FULL 
REFUND.  PARKING:  There  is  a state-imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehi- 
cle parking  on  the  premises. 

( ) Check  if  Official  Delegate  County  

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and 
room  usage  fee  is  $2  per  room,  per  night.  These  taxes  are 
subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention 
Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

MAIL  THIS  APPLICATION  TO:  Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1 " per  column 
$30.00  each  additional  Vi’  per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  0861 1 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 
Minimum  $45 

Member  Physician 
Discount— 33V3% 

Per  Issue 

x Number  of  Issues 
AMOUNT  DUE 


Display  Ad  in  Classified  Section 

1st  Inch  = $60.00  $_ 


Add 'I  Vi'  x $30.00 
Total 

Member  Physician 
Discount— 33V3% 

PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 


Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

ids  and  Career?  Yes!  PfT  days/eves/or 
/e's.  Family  Practice/Occupational  Medical 
enter  located  in  South  Jersey  near  Echelon 
lall.  Board  Certified  Fam/lnt  or  Occupa- 
onal  exp.  This  established  medical  center 
i i hopeful  to  find  a personable  physician  who 
ijoys  working  in  an  attractive  surround  w/ 
| ght  hand  staff  and  team  player  spirit.  No 
pt  care.  Comp  salary,  mal  cov  + benefits, 
and  CV:  Box  2072.  Medford,  New  Jersey 
3055. 


110  OPENINGS 
PHYSICIANS 


GENERAL  SURGEON- 
MONMOUTH  COUNTY 

jeneral  Surgeon  needed  to  take  over  well 
stablished,  23  year  old.  general  surgery 
ractice  in  Monmouth  County  (Red  Bank, 
iazlet,  Holmdel  Section)  Call  (908) 
j54-8000  if  interested. 


NEUROLOGYIST— 
MONMOUTH  COUNTY 

am  a general  neurologist,  practicing  in 
onmouth  County,  New  Jersey.  I am  looking 
r a concerned  and  mature  neurologist  to 
ke  over  my  practice  in  the  group.  Anyone 
terested,  please  respond  with  CV  to  Box 
129,  NEW  JERSEY  MEDICINE,  370  Morris 
renue.  Trenton,  NJ  08611  Monmouth 
aunty,  New  Jersey  is  conveniently  located 
;tween  NYC  and  Philadelphia,  each  being 
)proximately  one  hour  by  accessible  public 
ansportation.  Our  main  attraction  is  the 
irsey  shore.  There  are  many  lovely,  public 
aaches  that  are  within  15  minutes.  People 
are  enjoy  suburban  tranquility  with  ac- 
assible  urban  facilities,  in  addition  to  ex- 
tent schools,  and  a wonderful  outdoor  liv- 
g environment. 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

ternal  Medicine  Practice  seeking  BC/BE 
lysician  interested  in  Per  Diem  work  with 
vn  malpractice.  Call  (708)  274-1777.  Fax 
08)  274-9363 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC  In- 
ternist with/without  subspecialty  training.  Fax 
resume  to  908-549-2262. 


PEDIATRICIAN— WAYNE 

Seeking  pediatrician  preferably  female  to  join 
a 1 7 yr.  old  solo  practice.  Full  time  employ- 
ment. Located  in  suburban  community  of 
Wayne,  N.J.  Excellent  Salary  and  Benefits. 
FAX  CV  to  201-694-1782.  Mail  to:  Nihal  S. 
Nagahawatte,  MD,  468  Parish  Drive,  Suite 
#3,  Wayne,  NJ  07470.  TEL  201-694-1400. 


200  PRACTICE  FOR  SALE 


BERGEN  COUNTY 

FOR  SALE:  Well  established  Family  Practice. 
Home/Office.  Practice  available  separately. 
Close  to  Hackensack  University  Medical 
Center.  Present  Family  Physician  in  practice 
continuously  in  same  office  since  1953 
Reply  to  FAX  201-462-0163. 


NORTHERN  NJ 

Busy  Internal  Medicine/Pulmonary  Disease 
Practice  for  sale.  Located  in  Northern  New 
Jersey  less  than  40  miles  from  New  York 
City.  Well  established  with  potential  for 
further  expansion.  Ideal  place  to  live  and 
work.  Situated  between  four  area  hospitals. 
PFT  and  Sleep  Lab  included.  Modern  office 
in  a community  setting.  Excellent  Opportuni- 
ty. Please  reply  to  Box  No.  130,  NEW 
JERSEY  MEDICINE,  370  Morris  Avenue, 
Trenton,  NJ  08611. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

Medical  Office— $1 ,200/mo  incl.  util.— busy 
medical  bldg,  w/active  dental/psych/chiro 
practices,  ideal  busy  location,  perfect  for 
new  or  2nd  practice.  212-476-7789  days. 
215-860-8491  eves. 


MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent,  day,  1/2  day,  night. 
Call  201-376-8670. 


STAFFORD  TOWNSHIP 

Professional  Office  Space  Available.  1500 
square  feet,  1st  floor.  One  of  the  fastest 
growing  areas  in  New  Jersey.  Near  Southern 
Ocean  County  Hospital  under  expansion. 
609-597-0088. 


TOMS  RIVER 

For  Rent:  2 Suites  located  on  a main  thor- 
oughfare with  adequate  parking.  1 . Suite  on 
2nd  floor— 1700  sq.  ft.  Rent:  $1800  per 
month— All  Utilities  incl.  (Will  redecorate  to 
suit).  2.  Suite  on  1st  floor— approx.  400  sq. 
ft.  Rent:  $600  per  month— All  Utilities  incl. 
(Will  redecorate  to  suit).  If  interested  call 
(908)  349-2992  for  an  appointment  and 
further  information. 


310  OFFICES  TO  SHARE 


FAIR  LAWN 

OFFICE  SPACE  FAIR  LAWN  Professional 
Building.  Share  with  congenial  physicians. 
Suite  includes  four  large  treatment  rooms, 
one  oversized  suitable  for  special 
procedures.  Two  lavatories,  private  entrance. 
Attractively  maintained,  ample  on  site  and 
curb  parking.  Convenient  to  area  hospitals, 
nursing  home  across  the  street.  Flexible 
affordable  terms.  Please  call  Joe 
Oppenheimer,  MD,  201-652-0930. 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  Coun- 
ty. Professional  office  space  available  with 
chiropractor.  Fully  furnished.  Ample  Parking. 
(201)  886-8755. 


340  REAL  ESTATE  HOME/ 
OFFICES 


BERGEN  COUNTY  HOME/OFFICE 

Work  in  luxury  of  your  own  home.  Sep  office 
features  7 rms,  approx  800  sq  ft,  plenty  of 
parking.  Residence  features  2800  sq  ft  4 Brs, 
LR  w/fpl,  4 Bths,  Formal  DR,  all  Ig  rooms, 
modern  & much  more.  $259,900.  Call  Aldo 
RE/MAX  Prop  Ctr  Bkr  201-796-9400  x310. 
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Of  An  Operation 
That'll  Make 
You  Feel  Better 

As  an  Air  Force  Reserve 
physician,  you'll  experi- 
ence all  the  rewards  of 
providing  care.  And 
then  some.  Because  as 
part  of  our  nation's  vital 
defense  team,  you'll 
help  protect  the  strength 
and  pride  of  America.  In 
the  Air  Force  Reserve, 
you'll  feel  the  excitement 
a change  of  pace  brings 
as  you  gain  the  prestige 
of  military  rank  and  the 
privilege  of  working 
with  some  of  the  world's 
best  medical  profession- 
als— in  a program  that's 
flexible  enough  to  fit 
your  schedule.  The  Air 
Force  Reserve . I t's  a grea  t 
way  to  serve. 

CALL  TODAY!  (800)282-1390 


Managing  Physician 

The  New  Jersey  Department  of  Health  and  Senior 
Services  is  recruiting  for  a physician  to  provide 
clinical  consultation  and  leadership  to  the  Division  of 
Health  Care  Systems  Analysis.  Key  responsibilities 
include  supporting  the  efforts  of  the  following 
advisory  committees:  Healthcare  Data  Committee, 
Cardiac  Health  Advisory  Committee,  and  the  Core 
Clinical  Advisory  Group.  In  this  role,  the  individual  will 
be  assisting  the  Division  in  evaluating  the  quality  of 
care  provided  by  HMOs;  developing  clinical  outcome 
measures;  preparing  for  the  publication  of  risk 
adjusted  coronary  artery  bypass  surgery  data  and 
monitoring  minority  and  indigent  access  to  and 
utilization  of  cardiac  services. 

Requires  three  years  of  clinical  experience  in  the 
practice  of  a clinical  specialty,  of  which  one  year  must 
be  in  a managerial  capacity.  Preference  given  to 
candidates  with  outcome/epidemiological  research 
experience.  Must  have  licensure  to  practice  medicine 
and  surgery  by  the  State  of  New  Jersey.  Certification 
or  Board  Eligible  in  the  area  of  specialty. 

Salary  commensurate  with  experience. 
Comprehensive  benefits  package.  Send  resume  and 
salary  history  to:  Marianne  Roth,  Chief,  HRMP-54, 
N.J.  State  Department  of  Health  and  Senior  Services, 
John  Fitch  Plaza,  CN-360,  Trenton,  NJ  08625-0360. 
EOE 


LOCATION!  LOCATION! 

Prime  Office  Space 

Available— So.  Plainfield 

700-900  sq.  ft.  office  space  available  in  medical 
complex  So.  Plainfield-Edison  border.  Furnished/ 
Unfurnished— Flexible. 

Rental  Inquiries  call:  908-756-1060 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 

We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 
per  week.  Flexible  schedules  available  in  a 
choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nutri/system 


84  New  Jersey  HEiiimi:  February  1997 


(Left  to  right)  MSN J Executive  Director  Vincent 
Maressa,  Joseph  A.  Riggs,  MD,  Congressman  Robert 
Andrews,  and  Palma  E.  Formica,  MD,  enjoy  the 
evening. 


continued  from  page  87 

MSNJ  members  reach  out 

Thanks  to  surgical  skills 
donated  by  MSNJ  member 
Robert  M.  Olson,  MD,  a two- 
month  old  from  the  Bahamas 
has  recovered  from  intricate 
cleft  lip  and  palate  surgery. 

Dr.  Olson,  a plastic  surgeon, 
performed  the  surgery  at  St. 
Peter’s  Cleft  Palate-Craniofacial 
Center,  in  New  Brunswick, 
through  his  association  with 
Healing  the  Children  Midlantic, 
Inc.  One  of  13  chapters  of 
Healing  the  Children,  this  non- 
profit, volunteer  organization’s 
goal  is  to  bring  free  medical 
treatment  to  needy,  severely  ill 
children  from  the  United  States 
and  abroad. 


Camden  County 
celebrates  150 

The  Camden  County 
Medical  Society  (CCMS) 
celebrated  the  150th 
anniversary  of  its  founding. 
Those  who  attended  the 
festivities  were  “visited”  by 
well-known  individuals 
from  1846.  Some  of  these 
famous  people  were  Dolley 
Madison  (Palma  E. 
Formica,  MD),  CCMS’s  first 
president,  James  S.  Risley,  MD 
(Louis  L.  Keeler,  MD),  Con- 
gressman Abraham  Lincoln 
(Thomas  C.  McNamara,  MD), 
President  James  K.  Polk  (Martin 
Swiecicki,  MD),  and  poet  Edgar 


Allan  Poe  (Angelo  S.  Agro,  MD). 
CCMS  President  Joseph  H. 
Reichman,  MD,  and  CCMS 
Immediate  Past-President  Dr. 
Swiecicki  co-chaired  this  gala 
event. 


Physician  charity  care  role  backed  by  state 


What  makes  this  effort  possi- 
ble? Doctors,  nurses,  physical 
therapists,  and  other 
health  care  profession- 
als volunteer  their 
time  and  skills. 
Hospitals  give  space 
and  staff  time.  Medical 
supplies,  equipment, 
and  medications  are 
donated. 

Other  MSNJ  physi- 
cians involved  with  Healing  the 
Children  Midlantic  include: 
Douglas  Avella,  MD,  pediatric 
orthopedic  surgeon;  Donald 
Cinotti,  MD,  ophthalmologist; 
Michael  Fleisher,  MD,  pediatric 
urologist;  Eugene  Garrow,  MD, 
pediatric  surgeon;  Moneer 
Hanna,  MD,  pediatric  urologist; 
and  Hervey  Sicherman,  MD, 
orthopedist. 

For  additional  information 
about  Healing  the  Children 
Midlantic,  contact  Evelyn 
Dudziec  at  201/838-7114. 


In  a dramatic  departure  from  previous  charity  care  policy,  Health  and 
Senior  Services  Commissioner  Len  Fishman  has  called  for  a new  system 
that  will  include  physicians  in  the  reimbursement  stream. 

Mr.  Fishman’s  proposal,  supported  by  MSNJ,  would  require 
hospitals  to  establish  networks  of  providers  in  order  to  quali- 
fy for  state  reimbursement  for  charity  care.  Inclusion  of  physi- 
cian office  visits  is  envisioned.  The  proposal  allows  physicians 
to  negotiate  with  their  hospitals  in  setting  up  the  provider  net- 
works. 


Commissioner  Fishman  Revenue  for  charity  care  remains  highly  problematic.  MSNJ 
supports  an  increase  in  tobacco  taxes  as  a way  to  pay  for  char- 
ity care,  largely  because  tobacco  generates  costly  health  problems. 

The  MIIX  Healthcare  Group  has  diverse  resources  available  to  help 
physicians  with  this  issue.  For  additional  information,  please  call,  MIIX 
at  609/219-1111. 

Member  gets  help  with  claims 

The  following  letter  was  received  by  MSNJ  from  a physician  member 
participating  in  MSNJ’s  new  HMO  Payments  Project: 

“I  wish  to  thank  you  for  your  assistance  in  resolving  the  . . . matter.  I 
received  a telephone  call  from  Dr. . . . who  is  the  medical  director  of  [the] 
HMO.  He  advised  me  that  his  organization  made  an  error,  and  that  pay- 
ment for  the  surgical  service  was  appropriate.” 

“I  am  happy  to  report  that  a check  was  received  in  my  office. 

I appreciate  your  help.” 
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Newswatch 

Highlights  of  late-breaking  findings  and  events 

Mailstop 

Monthly  forum  for  readers  and  their  opinions 

Newsmakers 

A who's  who  in  the  health  care  field 

Editor’s  Desk 

Thought-provoking  comments  from  the  editor-in-chief 

In  the  Spotlight 

Q& A with  health  care  industry  trendsetters 

Health  Care  Feature 

An  important  health  care  development 

Clinical  Report 

Monthly  peer-reviewed  scientific  investigation 

Public  Health  Advances 

Update  on  a key  public  health  issue 

Commentary 

Special  reports  from  Garden  State  leaders 

Point  Counterpoint 

Differing  views  on  a current  controversy 

Calendar 

Schedule  of  important  medical  meetings 

F.Y.I. 

A who's  who  at  the  Medical  Society  of  New  Jersey 


1 YEAR  SUBSCRIPTION:  $50/12  ISSUES 


Call  today  to  order  a subscription 


1 -800-322-MSN  J 


NEW  JERSEY  MEDICINE  - Health  Care  in  the  Garden  State 
TWO  PRINCESS  ROAD,  LAWRENCEVILLE,  NEW  JERSEY  08648-2302 


End-of-life  conference 

“ Care  and  Caring  at  the  End  of  Life:  The  New  Jersey  SUPPORT 
Summit”  is  the  title  of  an  invitational  conference  scheduled  for 
March  12,  1997,  at  MSNJ  executive  offices  in  Lawrenceville. 
The  conference  will  air  issues  raised  by  the  widely  publicized 
nationwide  SUPPORT  study,  which  found  an  overall  lack  of 
implementation  of  patients’  end-of-life  directives  to  withhold 
care.  New  Jersey  HEALTHDECISIONS  is  organizing  the  gathering. 
Call  609/921-1161  for  information. 


continued  from  page  88 

A doctor  full  of  heart 

February  is  Heart  Month.  In 
recognition  of  this  month,  we 
highlight  MSNJ  member  Victor 
Parsonnet,  MD,  who  has  dedi- 
cated his  medical  career  to  the 
care  of  heart  patients.  Dr. 
Parsonnet  is  among  the  Garden 
State’s  distinguished  heart 
researchers  and  cardiac  surgeons 
and  is  one  of  New  Jersey’s  pio- 
neers in  pacemakers. 

When  it  comes  to  pacemak- 
ers, Dr.  Parsonnet  has  many 
“firsts”  for  implantation.  He 
implanted  New  Jersey’s  first 
fixed  straight  pacemaker  in 
1961.  The  first  standby  or 
demand  pacemaker  was 
implanted  by  Dr.  Parsonnet 
three  years  later.  The  country’s 
first  nuclear  pacemaker  was 
implanted — and  designed — by 
Dr.  Parsonnet  in  1974.  Then 
came  the  first  lithium  battery 
pacemaker  in  the  world — devel- 
oped and  implanted  by  Dr. 
Parsonnet  almost  20  years  later. 

Dr.  Parsonnet  has  been  caring 
for  heart  patients  at  Newark  Beth 
Israel  Medical  Center  for  almost 
50  years.  He  served  as  the  direc- 
tor of  surgery  at  Newark  Beth 
Israel  Medical  Center  for  28 
years. 

A long-time  American  Heart 
Association  (AHA)  researcher 
and  volunteer,  Dr.  Parsonnet  is  a 
past-president  of  the  Board  of 
Directors  of  the  AHA,  New 
Jersey  Affiliate. 


MSNJ  recalls  Joseph  Quinlan 

Joseph  T.  Quinlan,  the  father 
of  Karen  Ann  Quinlan,  passed 
away  on  December  7,  1996,  at 
the  age  of  71.  He  and  his  fam- 
ily were  at  the  center  of  the 
nation’s  debate  over  the 
right  to  die  issue,  after 
their  daughter,  Karen 
Ann,  lapsed  into  a 
coma  in  1975.  Over  the 
years  Mr.  Quinlan  and 
his  wife  worked  to  out- 
line the  rights  of  patients 
and  their  families,  helping  to 
define  the  area  of  bio- 
ethics. The  couple  also 
established  the  Karen  Ann 
Quinlan  Center  for  Hope,  a 


hospice  in  Sussex  County,  which 
opened  the  door  for  hospice  care 
across  the  nation.  Most  recently, 
Mr.  Quinlan  reviewed  MSNJ’s 
legal  brief  opposing  physi- 
cian-assisted suicide. 
He  “agreed  that  the 
right  to  die  does 
not  embrace  the 
right  of  physi- 
cian-assisted sui- 
cide,” noted  Paul 
W.  Armstrong, 
JD,  LLM,  the 
Quinlan’s  attorney 
and  family  friend.  Mr. 
Armstrong  is  a 
consultant  to  the 
MSNJ  Council  on 
Biomedical  Ethics. 

continued  on  page  85 


Karen  Ann  Quinlan 
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MSNJ  ANNOUNCES  LEGAL 

Consultant  Network 


DC  legislative  trip 

MSNJ  and  the  MSNJ  Alliance  are 
sponsoring  the  Washington,  DC 
Legislative  Bus  Trip  on  March  12 
to  13,  1997.  Participants  will  have 
the  opportunity  to  meet  with 
Congressmen  and  discuss  today’s 
legislative  issues  relating  to  medi- 
cine, health  care,  and  insurance. 

The  program  includes  a briefing  by 
AMA  lobbyists  and  a wine  and  cheese  reception.  The  legislative  trip  is 
co-chaired  by  MSNJ  Alliance  members  Jane  Lorber  and  Valerie  Claps.  To 
register,  contact  Nancy  Kelly  at  609/896-1766. 


Co-chair  Valerie  Claps 


MSNJ  members  seeking 
professional  legal  services 
now  may  turn  to  MSNJ’s 
Legal  Consultant 
Network.  The  Network, 
formed  to  complement 
MSNJ’s  wide  array  of 
membership  benefits,  is 
designed  to  offer  high- 
quality  legal  services  for 
our  members.  Legal  firms 
participating  in  the 
Network  include  Kern 
Augustine  Conroy  & 
Schoppmann,  PC,  of 
Bridgewater  (all  areas  of 
health  law  and  physician 
representation);  Timins, 
Larsen,  Beacham  & 
Hughes,  of  Roseland 
(employment  and 
commercial  law,  ethics, 
health  and  other 
insurances,  occupational 
safety  and  health,  probate, 
real  estate);  and  Benesch 
& Obade,  PC,  of 
Lawrenceville  and 
Philadelphia  (all  areas  of 
health  law). 

Members  are  invited  to  regis- 
ter their  engagement  for  profes- 
sional services  of  any  firm  in  the 
Network.  MSNJ  will  monitor  the 
engagement  to  assure  that  our 
members,  as  clients,  are  satisfied 
and  that  the  relationship  with 
the  law  firm  is  favorable. 

For  more  information  or  to 
register,  MSNJ  members  may 
contact  Karen  Monsees,  at  MSNJ, 
609/896-1766,  extension  245. 


Campaign  to  safeguard 
mastectomy  care 

MSNJ  and  the  New 
Jersey  HMO  Association 
have  joined  forces  to  assure 
that  decisions  regarding 
mastectomy  pro- 
cedures for  man- 
aged care  pa- 
tients are  jointly 
made  by  those 
patients  and 
their  physicians. 

The  action  was  taken  to 
foster  patient-physician 
relationships  and  to  re- 
spond to  recent  public  con- 
cerns regarding  postsurgi- 
cal  care  for  mastectomy 
patients. 

The  groups  will  move 
forward  on  two  initiatives: 

• A new  permanent  pri- 
vate sector  working  group 
will  review  mastectomy 
care  and  explore  other 


opportunities  for  collabo- 
rative quality  improve- 
ments. 

• The  two  organizations  jj 
will  seek  a uniform  ap- 
proach to  legislation  that  j 
will  encompass 
recommended 
changes  to  Senate 
and  Assembly 
bills  that  would 
require  mandato- 
ry hospital 

lengths  of  stay  for 
mastectomy  patients. 
While  the  two  groups 
oppose  efforts  to  force 
patients  to  undergo  mas- 
tectomies as  an  outpatient 
procedure,  they  also  rec- 
ommend against  setting 
minimum  length  of  stays, 
while  allowing  physicians 
the  ability  to  manage  their 
patients  appropriately. 

continued  on  page  87 
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Successful  Outcomes 

for  Chronic  Wounds. 

Throughout  New  Jersey 


Wound  Care  Centers 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER® 

OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER® 

AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL  & MEDICAL  CENTER 

Englewood 


KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Hamilton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER’S  MEDICAL  CENTER 

New  Brunswick 


Subacute  Location 


CURATIVE  WOUND  CARE  PROGRAM SM 
AT  FRANKLIN  CARE  CENTER 

Franklin  Park 


WOUND 
Mil  CARE 
CENTER® 

AFFILIATED  WITH  CURATIVE 


1 •800*991  *HEAL 


Our  commitment  to 
service  includes  a peer 
review  program  that 


_tyiiX 


MEDICAL 

INTER-INSURANCE 

EXCHANGE 


The  only  liability  carrier 
endorsed  by  the 

Medical  Society  of  New  Jersey 


TWO  PRINCESS  ROAD  • LAWRENCEVILLE,  NJ  08648  • 609-896-2404  / 800-234-MIIX  • FAX  609-896-0137 

ERFUL  PARTNERS 


At  the  Medical  Inter-Insurance  Exchange, 
(MIIX),  we're  proud  that  95  percent 
of  our  11,000-plus  insured  physicians 
renewed  their  policies.  With  such  an  outstanding 
track  record,  we  must  be  doing  something  right. 

Perhaps  it's  our  innovative  products,  such  as 
our  $500,000  HIV  benefit  that  provides  income 
protection  for  physicians  who  become  HIV  posi- 
tive. MIIX  has  also  pioneered  a new  policy 
enhancement  product:  Medical  Waste  and 
Pollution  Liability  Coverage  for  Physicians 
and  Surgeons. 

Or  maybe  it's  our  product  features,  including 
consent  to  settle.  While  some  of  our  competi- 
tors retain  the  sole  right  to  settle  a claim,  MIIX 
never  settles  a claim  without  an  insureds 
written  consent. 


Because  MUX  is  a physician-owned  company, 
you  can  be  assured  that  everything  we  do  is 
designed  with  your  best  interests  in  mind.  So  if 
you  are  already  insured  by  MIIX,  we  thank  you 
for  your  support  and  welcome  your  suggestions 
on  how  we  can  serve  you  better  in  the  future. 
And  if  you're  not  insured  by  us,  call  today  so 
you  can  join  your  peers  who  are  already  benefit- 
ing from  the  MIIX  difference. 


1 -800-234-MIIX. 


allows  members  facing  a lawsuit  to  gain  valu- 
able input  from  their  peer  physicians.  Our 
insureds  know  that  MIIX  makes  sense  financial- 
ly, too,  considering  our  discounts  for  new  and 
part-time  practitioners.  We  offer  flexible 
premium  payment  plans.  We  also  provide  24-hour 
customer  assistance  seven  days  a week. 


SUCCESSFUL 
ROUP  PRACTICE 

JPPORTIVE  CARE 
)R  THE  DYING 

EW  JERSEY'S 


HEALTH  SCIENCES  LIBRARY 
, UNIVERSITY  OF  MARYLAND.  AT 

BALTIMORE 

^ MAR  17  1997 


y-o-u-r 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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New  Jersey  Mkuicine 
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"T he  most  progressive  HMO 
regulations  in  the  country."  This 
still  is  the  verse  recited  when 
cooing  over  State  Health  & Senior 
Services  Commissioner  Len 
Fishman's  baby,  delivered  last 
month  after  28  months'  gestation. 

Beyond  protections  announced  earlier, 
the  final  regulations  require  HMOs  to:  (1) 
set  up  a complete  system  for  provider 
complaints  parallel  to  the  system  for  con- 
sumer complaints;  (2)  communicate  autho- 
rization denials  directly  to  the  patient's 
physician,  who  must  be  able  to  contact 
the  denying  physician  on  a timely  basis 
and  immediately  in  emergencies;  (3)  pro- 
vide medically  necessary  services  that 
conform  with  generally  accepted  medical 
practice;  (4)  not  retaliate  against 
providers  for  advocating  for  patients;  (5) 
permit  all  licensed  health  professionals  to 
comply  with  licensure  regulations;  and  (6) 
pay  for  ambulance  services. 

On  the  federal  level,  bipartisan  legisla- 
tion has  advanced  to  loosen  requirements 
on  provider-sponsored  organizations, 
partly  in  return  for  Medicare  reimburse- 
ment cuts.  Popular  with  the  American 
Hospital  Association,  the  bill  (S-146)  is 
less  admired  by  senior  health  lawyer 
Edward  B Hirshfeld  who  observes 
that  it  favors  hospitals'  community  health 
networks  and  permits  federal  regulators  to 
establish  high  solvency  standards. 

Governor  Whitman  generally 
avoided  healthy  topics  during  her 
State  of  the  State  address,  but  in 
her  budget  message  she  uncorked 
new  wine  in  the  old  bottle  labeled 
"Children  First."  Used  last  year  to 
describe  a plan  of  state  insurance  subsi- 
dies— to  be  financed  largely  through 
higher  tobacco  taxes — "Children  First" 
now  describes  a less  ambitious  state  part- 


nership with  insurance  companies. 
Governor  Whitman  is  offering  $5  million 
in  state  funds  for  this  purpose. 

To  facilitate  enrollment  in  medical  sav- 
ings account  (MSA)  plans  under  the  new 
federal  pilot  program,  the  state  Individ- 
ual Health  Coverage  (IHC) 
Program  Board  is  allowing  self-em- 
ployed persons  to  migrate  from  individual 
coverage  into  an  MSA. 

Access  to  care  also  is  at  stake  as  state 
Medicaid  officials  decide  how  aggres- 
sively to  identify  and  enroll  Medicaid-eli- 
gible individuals  who  no  longer  qualify 
for  welfare  under  federal  block-grant  wel- 
fare reform.  Last  month  New  Jersey 
Human  Services  Commissioner  William 
Waldman  was  chosen  to  brief  congres- 
sional staffers  and  other  health  policy 
analysts  on  interactions  between  Medi- 
caid and  welfare  reform. 

A major  conference  on  "Ad- 
vances in  HIV/AIDS:  A New  Era 
for  Testing,  Therapy,  and  Preven- 
tion" brought  national  experts  to 
New  Brunswick  to  discuss  new 
findings  about  protease  inhibitors 
and  other  promising  subjects  of 
investigation.  Despite  enthusiastic 
news  reports,  the  experts  voiced  skepti- 
cism about  the  ability  of  new  drugs  to 
cure  patients.  On  the  prevention  side, 
Kent  A.  Sepkowitz,  MD,  of  Memorial 
Sloan-Kettering  Cancer  Center  called  for 
more  aggressive  use  of  vaccinations 
against  the  hepatitis-B  virus  (HBV). 

More  health  care  workers  (almost  200) 
die  of  HBV  every  year  than  police  officers 
are  killed,  said  Dr.  Sepkowitz,  who  noted 
the  disproportionate  attention  paid  by 
society  to  the  latter  class  of  victims.  He 
added  that,  so  far,  nationwide,  six  physi- 
cians— none  of  them  surgeons — and  43 
other  health  care  workers  have  contracted 
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confirmed  cases  of  HIV  transmitted  in  clin- 
ical settings. 

Sponsoring  the  HIV  conference  were 

The  Academy  of  Medicine  of  New 
Jersey  and  the  state  Department  of 
Health  & Senior  Services,  which  also 
collaborated  on  a recently  published  third 
edition  of  a protocol  for  managing  HIV 
patients.  While  pediatric  AIDS  wrestles 
for  more  attention  in  the  state,  Commis- 
sioner Waldman  has  agreed  to  raise  from 
5 to  1 3 years,  the  age  under  which  chil- 
dren are  eligible  for  AIDS  Community 
Care  Alternatives  Program  benefits. 

Evidence  is  emerging  that  cigar  smok- 
ing is  gaining  ground  in  the  Garden 
State.  Supposedly,  even  some  physicians 
are  hosting  cigar  parties,  as  is  the  Easter 
Seal  Society  of  New  Jersey.  With 
tongue  in  cheek,  public  health  experts 
wonder  whether  these  cigar  promotions 
are  intended  to  boost  demand  for  pul- 
monary care  and  services  for  patients 
with  such  cigar-related  diseases  as  lung 
cancer,  cancer  of  the  mouth,  stroke,  and 
heart  attacks.  The  hosts  also  may  be  inter- 
ested in  appearing  cool  to  young  people, 
and  glamorous  to  fellow  users  of  recre- 
ational drugs. 

Demand  management  contin- 
ues to  garner  attention  as  a way 
for  health  care  providers  to  con- 
tain costs  and  channel  services  to 
patients  who  benefit  from  them 
most.  Components  of  demand 
management  listed  in  a recent 
"Medical  Benefits"  report  are  self- 
care  education,  prevention  guide- 
lines, awareness  programs,  indi- 
vidual health  assessment,  high- 
risk-targeted  interventions,  orga- 
nizational health  assessments, 
and  workplace  support.  Consum- 
ers will  be  anticipating  these  ser- 
vices, including  in  New  Jersey, 


where  demand  management  was 
described  as  a consumer-empow- 
erment tool  by  Healthcare  New 
Jersey,  published  by  the  New 
Jersey  Hospital  Association. 

Mortality  rates  were  one-third  lower, 
and  functional  levels  tended  to  be  higher, 
for  stroke  patients  treated  by  a neurologist 
instead  of  a primary  care  physician, 
under  research  sponsored  by  the 
Agency  for  Health  Care  Policy  and 
Research  (AHCPR).  The  study  team  led 
by  David  Mitchell,  MD,  of  Duke 
University  found  that  neurology  care  was 
34  percent  more  costly  than  family  physi- 
cian care  and  22  percent  more  costly 
than  care  by  internists  or  other  specialists. 
Meanwhile,  researchers  led  by  Andrew 
M.  Kramer,  MD,  of  the  University  of 
Colorado  found  better  outcomes  among 
elderly  stroke  patients  treated  in  rehabili- 
tation hospitals  than  such  patients  treated 
in  nursing  homes.  The  Mitchell  study 
determined  that  neurologists  were  likely  to 
refer  patients  to  rehab  facilities. 

AHCPR  also  is  accepting  proposals  to 
fund  evidence-based  practice  centers  to 
assess  differing  clinical  approaches.  The 
agency  further  is  seeking  suggestions  for 
clinical  topics  to  be  investigated.  For 
information  on  the  former,  send  a FAX  to 
301/443-7523;  regarding  the  latter, 
send  a FAX  to  301/594-4027. 

Lastly,  the  Association  of  State  and 
Territorial  Health  Officials  (ASTHO) 

has  embarked  on  a campaign  to  "reverse 
the  rapid  emergence  of  antibiotic-resistant 
bacteria."  This  will  be  a hard,  "back-to- 
the-future"  lesson  to  learn,  for  antibiotics 
understandably  are  associated  with 
progress  in  medicine.  And  "progress," 
wrote  e.e.  cummings,  "is  a comfort- 
able disease."  mmm 
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"What  a doctor  needs  the  most  in  a situation 
like  this  [malpractice  lawsuit]  is  someone  that 
really  knows  the  law,  but  is  also  able  to  listen  to 
the  medical  side  of  the  case.  On  every  occasion 
that  I approached  my  lawyer,  I felt  that  in  addi- 


that  I thought  was  valid  at  the  medical  level,  was 
addressed  or  questioned  at  the  legal  level. 

"This  experience  was  difficult,  but  if  anyone 
has  to  live  through  it,  may  they  be  lucky  enough 
to  encounter  [my  Princeton-assigned  attorney]. 
Thank  you  for  bringing  us  together." 


Princeton — it's  worth  it. 


tion  to  having  an  expert, 
I had  someone  who  was 
befriending  me.  Every 


time  I reached  out  to 
him,  he  was  available. 


Every  detail  of  the  case 


A Princeton-insured  physician 
insured  6 years 


Princeton  Insurance  Companies 
746  Alexander  Road,  Princeton,  NJ  08540-6305 
800-555-5162 


Sound  professional  liability  protection  for 
the  medical  and  health  care  community  since  1975. 
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Investment  Seminar  Series 


\ 


Financial 


for  Physicians 


Financial  Strategies  for  Physicians  is  an  educational  seminar  to  help  you  understand 
your  financial  options.  These  seminars  are  presented  by  the  investment  consultants 
at  MIIX  Capital  Management,  a member  of  the  MIIX  Group  of  Companies. 


CBSEnED 

fcllnlJ 

March  25  or  26 

Hyatt  Regency  Princeton 
Princeton,  NJ 

25th  — 6:00  p.m.  - 9:30  p.m. 
26th  — 10:00  a.m.  - 2:00  p.m. 

May  13  or  14 

Squires  Pub 

West  Long  Branch,  NJ 

6:00  p.m.  - 9:30  p.m. 

May  21  or  22 

The  Forrestal  at  Princeton 
Princeton,  NJ 

10:00  a.m.  - 2:00  p.m. 

May  28  or  29 

The  Mansion 
Voorhees,  NJ 

10:00  a.m.  - 2:00  p.m. 

All  sessions  include  buffet  meal 

Tuition:  Member  - $65  Non-member  - $75 
• Spouses  attend  at  no  charge  • VISA  or  Mastercard  accepted 

To  reserve  your  place,  call  1-800-735-8584. 

Directions  provided  when  you  confirm  your  attendance. 


APITAL  MANAGEMENT 
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By  Sheila  Smith  Noonan 


CLINICAL  REPORT 

The  war  on  cancer:  From  the  benign  to  the  malignant 
By  Diane  Haring  Cornell 


PUBLIC  HEALTH  ADVANCES 
Monitoring  the  quality  of  Medicaid  managed  care 
By  Andrew  D.  Miller,  MD,  MPH 


PUBLIC  HEALTH  ADVANCES 
Nutrition  and  health  care:  Economic  considerations 
By  Monroe  5.  Karetzky,  MD 


LEGAL  FEATURE 
Supportive  care  for  the  dying 
By  John  J.  Mitchell,  Jr,  PnD 


SPECIAL  REPORT 

Creating  a new  group  practice:  Prescription  for  success 
By  Stuart  M.  Hochron,  MD,  JD 


COMMENTARY 

Quality  health  care  in  the  managed  care  environment 
By  Paul  R.  Langevin,  Jr 


@Conrad  Gloi 

Dental  health  mainte 
nance  organization 
(DHMOs)  are  makinj 
their  presence  known  ii 
New  Jersey.  Are  dentist 
smiling  about  DHMOs? 
Cover:  © Conrad  Gloos. 
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For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  'Tamborlane,  P.C. 


n 

Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 


MARCH  1997 


New  Jersey  Medium  7 


New  Jersey  Medicine 


Working  with  AIDS 
patients 

Since  AIDS  became  recog- 
nized as  a contagious  dis- 
ease, the  risk  of  occupational 
exposure  to  HIV  and  subse- 
quent infection  has  become  a 
major  concern  for  health  care 
workers  (HCWs).  In  some 
cases,  HCWs  wish  to  transfer 
to  a position  with  less  expo- 
sure, or,  in  extreme  cases,  con- 
sider leaving  their  health 
careers.  To  find  out  their  posi- 
tion, two  years  ago  I mailed  a 
questionnaire  to  557  members 
of  the  New  Jersey  Public 
Health  Association;  there  were 
236  useable  forms  (42  per- 
cent). 

For  the  HCW  respondents, 

1 8 (8  percent)  were  found  to 
be  dissatisfied  with  their  job 
because  of  AIDS.  Of  the  35 
variables  tested,  1 3 were 
associated  with  a statistically 
significant  difference  and  pro- 
vide profiles  for  the  satisfied 
and  dissatisfied  workers  that 
are  quite  distinguishable.  The 
group  disturbed  with  their 
career  choice  see  themselves 
as  having  stronger  religious 
convictions.  This  more  conserv- 
ative position  also  is  reflected 
in  personality  traits. 

Dissatisfied  HCWs  tend  to  be 
more  cautious  than  their  coun- 
terparts. A self-protective  pat- 
tern also  is  revealed  in  their 
stronger  support  for  a health 
care  policy  that  would  require 
only  volunteers  to  work  with 
HIV-infected  patients.  The  data 


also  suggest  that  dissatisfied 
HCWs  are  more  pessimistic 
and  have  a negative  outlook. 

A smaller  proportion  of  the  dis- 
satisfied group  still  would 
select  their  health  profession  if 
they  knew,  in  advance,  that 
there  would  be  an  AIDS  out- 
break. They  did  more  to  trans- 
late their  concerns  into  positive 
action,  yet  they  had  greater 
insecurity.  For  example,  univer- 
sal precautions  had  a greater 
impact  on  their  work  behavior 
and,  in  addition,  they  were 
more  satisfied  with  the  safety 
policies  of  their  employers.  Yet 
they  were  more  likely  to 
believe  they  could  contract 
HIV  because  of  work  expo- 
sure. Twice  as  many  believe 
that  even  with  precautions  they 
still  may  become  infected  with 
HIV.  The  disillusioned  group 
also  has  less  confidence  in  the 
ability  of  health  care  organiza- 
tions to  regulate  and  control 
the  AIDS  epidemic. 

The  results  also  suggest  that 
those  disillusioned  by  their 
career  choice  may  live  with 


more  anxiety  overall.  There  is 
a larger  proportion  who  fear 
death  and  more  are  disturbed 
by  the  thought  of  dying  of 
AIDS  due  to  the  agony  and 
suffering  that  accompanies  an 
AIDS  death. 


The  findings  from  this  small 
survey  argue  for  increased  vig- 
ilance on  the  part  of  health 
career  organizations  to  contin- 
ue to  stress  the  use  of  safe 
practices.  Past  practices  have 
assured  HCWs  that  their  work- 
place is  safe  and  organiza- 
tions should  not  become  com- 
placent about  stressing  AIDS 
prevention.  The  best  strategy 
to  hold  onto  critical  HCWs  is 
to  provide  a safe  workplace 
and  continue  to  offer  pro- 
grams that  assure  the  HCW 
that  there  are  efficacious  plans 
in  place  to  contain  and  handle 
accidental  exposures. 


Ronald  R.  Gauch,  PhD, 
associate  professor,  public 
administration,  Marist 
College,  Poughkeepsie,  R| 
New  York. 


Requirements  for  letters 


To  submit  a letter,  FAX  (609/896-1368),  e-mail,  or  mail  a copy  of 
your  letter  to  New  Jersey  MEDICINE,  Two  Princess  Road, 
Lawrenceville  NJ  08648.  Letters  should  be  typed  and  double-spaced 
and  should  be  no  longer  than  400  words  with  up  to  4 references,  if 
necessary.  Include  your  full  name,  affiliation,  address,  and  telephone 
number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief  and 
are  subject  to  editing  and  abridgment.  Letters  may  be  published  on 
MSNJ’s  web  site,  http://www.msnj.org.  Financial  associations  or 
other  possible  conflicts  of  interest  must  be  disclosed.  Letters  repre- 
sent the  opinions  of  the  authors. 
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It  pays 
to  beat 
Liberty 


ie  health  plan  with 
big  commitment 
• great  health  care. 

ore  and  more  New  Jersey  businesses 
? discovering  the  advantages  of 
3erty  Health  Plan  - one  of  the  fastest 
owing  health  plans  in  the  state.  And 
any  of  the  things  they  like,  you'll  like 
o.  Our  responsive  service,  for  exam- 
3,  is  the  kind  you  just  can't  get  from 
e health  care  giants.  We've  elimi- 
ited  a lot  of  the  bureaucracy  to  help 
■ respond  quickly  to  you  and  your 
itients'  needs.  And  we  never  forget 
at  our  main  focus  is  helping  you 
ep  your  patients  as  healthy  as  possible. 

— You'll  be  at 

Liberty  to 
orchestrate 
patient  care. 

We  want  to  do  every- 
thing possible  to  facili- 
tate care  and  support  your 
decisions  on  behalf  of  your 


patients.  Our  highly  trained  medical 
personnel  work  closely  with  you  to 
ensure  optimum  treatment  - cutting 
through  layers  of  red  tape  to  give  you 
fast  preauthorization  when  time  is  crucial. 
You  and  your  staff  won't  be  put  on 
hold  forever,  waiting  for  answers.  You'll 
deal  with  knowledgeable  people  who 
understand  the  significance  of  your 
requests  and  won't  give  you  stock 
1'**^',  answers.  It's  a lot  less  frustrating  dealing 
jtiK  with  us  than  with  the  giants. 

I You'll  be  at  Liberty  to 
■ get  prompt  payment. 

When  you're  seeing  dozens  of 

patients  every  day,  concentrating  on 
^ delivering  the  best  health  care, 
the  last  thing  you  and  your  staff 
need  to  worry  about  is  lagging 
receivables.  So  at  Liberty,  we  make 
an  extra  effort  to  pay  you  for  services 
within  30-45  days.  When  our  huge 
competitors  are  taking  as  much  as  90, 
even  120  days,  to  pay,  our  payment 


it 


If  you're  a doctor, 
pays  to  be  at  Liberty. 


,rs(e5 


\\  r°° 


ye 


an  exception  for 

that  patient. " 


£ policy  can  make  a major  difference 
your  financial  health  - and  your 


2 peace  of  mind 


; You'll  be  at  Liberty  to 
; go  straight  to  the  top. 

5 Ever  try  to  bypass  the  system  and 
2 reach  a key  decision  maker  at  a 
2 giant  health  insurer?  Forget  it.  But 
a at  Liberty  Health 


if  you  need  to  talk  to  someone  on  our 
management  team  about  any  pressing 
matter,  you'll  be  able  to  get  through 
without  a problem.  Nothing's  more 
important  than  meeting  the  needs  of 
our  doctors  and  our  members. 


It  all  adds  up  to  a health  plan  that 
pays  in  so  many  ways  for  doctors. 

For  details,  please  call 

1-800-399-0499 


LIBERTY  HEALTH  PLAN,  INC. 


1 1 5 Christopher  Columbus  Drive,  Jersey  City,  NJ  07302 
http://www.LibertyHP.com 
Liberty  Health  Plan  is  a member  of 
Liberty  Healthcare  Systems,  Inc. 


Resident  awarded  for 
community  service 

A resident  in  obstetrics  and 
gynecology  at  UMDNJ,  Made- 
line Yvette  Sutton,  MD,  was 

honored  by  the  American  Medical 
Association  and  Glaxo  Wellcome, 
Inc.  Sutton  is  one  of  40  residents  from  the  United 
States  to  receive  the  Leadership  Award  for  out- 
standing community  service.  The  award  honors  res- 
ident physicians  who  display  leadership  and  a 
strong  commitment  to  the  health  of  their  patients 
through  community  service  outreach. 


South  Jersey  merge 
complete 

Three  south  New  Jersey  medical 
centers — Jersey  Shore  Medical 
Center,  in  Neptune;  the  Medical 
Center  of  Ocean  County,  in  Point 
Pleasant  and  Brick;  and  Riverview 
Medical  Center,  in  Red  Bank — have  merged  into  a 
new  health  care  system,  Meridian  Health. 
Meridian  provides  a broad  continuum  of  health 
care  services  to  the  greater  Monmouth  and  Ocean 
County  area.  John  K.  Lloyd  is  Meridian's  president 
and  CEO. 


Madeline  Yvette 
Sutton,  MD 


John  K.  Lloyd 
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Educating  the  public  about  breast  cancer 


Barbara 
Rabinowitz, 
PhD,  MSW, 

RN,  the  admin- 
istrative director 
of  The  Cancer 
Center  at  Mon- 
mouth Medical 
Center  and 
vice-president  of  opera- 
tions for  Monmouth  Med- 


ical Center,  is  involved 
with  two  new  videos  on 
the  subject  of  breast  can- 
cer. The  first  project  is  a 
patient  education  video 
on  breast  lumps.  On  the 
second  video,  "On  with 
Life:  Practical  Information 
on  Living  with  Metastatic 
Breast  Cancer,"  Rabino- 
witz moderates  a discus- 


sion by  five  women  with 
metastatic  breast  cancer. 
Rabinowitz  also  is  the  w 

winner  of  a 1996  Gallo  B 

award — the  New  Jersey 
Cancer  Research  Award 
for  Scientific  Excellence — 
for  research  into  the 
impact  of  support  systems 
for  all  women  with  breast 
cancer. 


Underserved  receive  free  health  care  services 

Inner-city  Newark  residents  are 
being  provided  free  health  care  and 
screenings  as  part  of  an  innovative 
community  service  program  estab- 
lished by  UMDNJ-School  of  Nursing. 
Centers  have  been  opened  at  St. 
Columba  Neighborhood  Club,  in  a 
largely  Hispanic  community,  and  at 
New  Hope  Village,  a predominantly  African-American 
public  housing  complex.  The  centers  provide  a full  range 
of  health  services  including  first  aid,  physical  examina- 
tions, screenings  for  breast  cancer  and  scoliosis,  psy- 
chological counseling,  assistance  in  finding  detox  pro- 
grams, and  referrals. 


New  health  trade  show 

The  inaugural  New  Jersey  Health 
Care  Congress,  sponsored  by  the 
Health  Research  and  Educational  Trust  of 
New  Jersey  (HRET),  is  scheduled  for  May 
21  and  22,  1997,  in  Atlantic  City.  This 
event  will  combine  vendor  displays, 
keynote  sessions  featuring  nationally  rec- 
ognized speakers,  educational  programs, 
the  New  Jersey  Hospital  Association 
annual  meeting,  and  activities  from  relat- 
ed industry  groups.  For  information,  con- 
tact Lisa  Heher,  at  609/275-41 19. 


continued  on  page  12 


io  New  Jersey  Medicine  march  1997 


Accurate 


We  Make  House  Calls 

Document  Destruction  & Recycling,  Inc. 


CONFIDENTIAL  RECORDS  DESTROYED 


MOBILE  ON-SITE  OR 
AT  OUR  SECURED  FACILITY 


Our  company  specializes  in  the 
following  materials: 

• Corrugated  • Newspaper  • High  Grades 

• File  Stock  • Roll  Stock  • Office  Waste 

• Palletized  Materials  • Folding  Cartons 


WHY  IT  PAYS  TO  RECYCLE  WITH  ACCURATE 

• FREE  RECYCLING  CONSULTATION  SERVICE 

• FREE  AWARENESS  DAY  SYMPOSIUM 

• ALL  NECESSARY  RECEPTACLES  PROVIDED 

• HIGHEST  PRICES  PAID  FOR  RECYCLABLES 

We  service  the  states  ol  New  Jersey.  New  York  Metro 
Areas  and  Eastern  Pennsylvania. 


1-800-474-7332 

1 445  Lower  Ferry  Road  Ewing,  N J 0861 8 LargestRecycler^f 
E-mail  us  at  WeDestroy@gnn.com  Hi-Grade  Papers! 


Complete  Financing*  For  Your  Medical  Practice 

The  Money  Store* 
Is  Behind  You 
All  The  Way 

The  Money  Store®  offers  excellent  terms  on  loans  up  to 
$2,500,000*  for  owner-user  commercial  real  estate,  practice 
acquisition,  equipment,  working  capital  and  more.  Rates  are 
competitive,  application  is  easy  and  the  approval  process  is 
surprisingly  fast. 

Call  The  Money  Store®  first,  and  take  advantage  of  this 
exceptional  financing  opportunity  for  your  medical  practice. 


The  Money  Store 


America’s  Partner  for  Growing  Businesses 

South  Jersey -Ed  Narozny 
Central  New  Jersey -Don  Dietz 
Northern  New  Jersey-Pa/  Toriello 

(800)  722-3066 


* Loan  programs  may  be  offered  by  The  Money  Store  Investment  Corporation  (TMSIC)  or  The  Money  Store  Commercial 
Mortgage,  Inc.  (TMSCMI).  subsidiary  corporations  of  The  Money  Store  Inc.  Loan  terms  and  conditions  may  vary  based 
upon  lending  program,  subsidiary  and  applicant  qualification. 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians'  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 


1.  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 


These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


For  quotations  or  more  information, 
please  call  us  today. 
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Andrea  Aug- 
henhaugh  takes 
over  as  the  CEO  of 
the  New  Jersey 
State  Nurses  As- 
sociation. 

Joseph  M.  So- 
kolowski,  MD,  MSNJ  mem- 
ber and  chair  of  MRAC,  Inc., 
has  been  appointed  to  AMAP's 
Federation  Advisory  Commit- 
tee. 

Geraldine  Harrell  of  MMX 

Healthcare  Group,  which  over- 
sees MRAC's  credential  verifi- 
cation system,  was  appointed 
to  AMAP's  Environment  of  Care 
Committee. 

Edward  Kim,  MD  joins 

Saint  Barnabas  Medical 

Center,  in  Living- 
ston as  the  medical 
director  of  geriatric 
psychiatry. 

Dinah  Gon- 
zalez, MD  has 
been  named  a dip- 
lomate  to  the  Amer- 
ican Board  of  Ob- 
stetrics and  Gy- 
necology. 

Marilyn  Dahl 
has  been  appoint- 
ed director  of  the 
Office  of  Policy 
and  Research  at  the  Depart- 
ment of  Health  and  Senior 
Services. 

Union  Hospital 
has  appointed 
Thomas  Nico- 
sia as  the  director 
of  Cardiopulmon- 
ary Services. 


Dinah 

Gonzalez,  MD 


Edward 
Kim,  MD 


Andrea 

Aughenbaugh 


mm 


Research  projects  at  Saint  Barnabas 


A hand-full  of  physicians 
from  Saint  Barnabas 
Medical  Center,  in  Liv- 
ingston, have  been  work- 
ing on  diverse  research 
projects,  with  the  assis- 
tance of  funds  from  The 
Harvey  E.  Nussbaum,  MD, 
Research  Institute  at  Saint 
Barnabas.  Established  in 
1993,  the  Institute  gives 
annual  research  awards  of 
up  to  $25,000  for  new 


research  projects  per- 
formed by  Saint  Barnabas 
physicians.  MSNJ  physi- 
cians Michael  Gutkin, 
MD,  attending  physician 
in  hypertension;  James 
Paolino,  MD,  cochief  of 
rheumatology;  and  N. 
Peter  Zauber,  MD,  sec- 
tion chief  of  hematology, 
were  among  those  physi- 
cians who  received  funds 
for  research. 


Conference  aimed  at  the  elderly 


Falls:  Assessment  and  Prevention  is  the 

title  of  a conference  being  sponsored  by  UMDNJ- 
School  of  Osteopathic  Medicine,  Kennedy 
Memorial  Hospital-University  Medical  Center;  and 
the  New  Jersey  Geriatrics  Society.  The  program 
features  presentations  on  the  major  causes  of  falls 
in  the  elderly  and  the  medical  management  of  falls 
and  post-fall  syndromes  in  the  community,  acute  care,  and  long-term 
care  settings.  The  conference  is  scheduled  for  April  16,  1997,  at 
UMDNJ-School  of  Osteopathic  Medicine,  in  Stratford.  To  register, 
contact  Pamela  Basehore  at  609/566-7141 . 


Blue  ribbon  panel 

New  Jersey  Commissioner  of 
Health  and  Senior  Services  Len 
Fishman  appointed  Gerald  L. 
McNair,  president  and 
CEO  of  AMERICAID 
New  Jersey,  Inc.,  to 
serve  on  the  Black  Infant 
Mortality  Blue  Ribbon 
Panel  that  will  seek  solu- 
tions and  propose  rec- 
ommendations to 
decrease  the  Garden 
State's  mortality  rate  of 


black  infants.  Representing  the 
health  care  industry,  Mr. 
McNair  joins  over  20  other  dis- 
tinguished professionals  from 
various  segments  of  the  industry. 


The  charge  of  the  committee 
is  to  conduct  literature  research 
on  black  infant  mortality;  to  sur- 
vey major  cities  for 
strategies  to  combat 
black  infant  mortality; 
to  conduct  focus 
groups  and  town  meet- 
ings to  gather  informa- 
tion and  discuss  solu- 
tions to  decrease  the 
mortality  rate;  and 
report  the  findings  and 


recommendations  to  the  gover- 
nor. Mr.  McNair  is  the  chair 

responsible  for  conduct- 

ing  focus  groups  and  flJTH 
town  meetings.  ■■■■ 
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yperbaric  Oxygen 
for  Refractory  Wounds 

Hyperbaric  oxygen  therapy  enhances 
the  wound  healing  process  by  stimulating 
growth  of  new  capillaries.  Typical  refrac- 
tory wounds  that  may  benefit  from  hyper- 
baric oxygen  treatment  include: 

• Diabetic  ulcers 

• Compromised  amputation  sites 

• Vascular  insufficiency  ulcers 

• Nonhealing  traumatic  wounds 

• Radiation  necrosis 

Use  of  adjunctive  hyperbaric  oxygen 
therapy  has  also  been  shown  to  be  useful 
in  speeding  the  healing  process  for  skin 
grafts  or  flaps  in  many  cases. 

Hyperbaric  oxygen  is  an  adjunctive 
treatment  used  in  a coordinated  therapeu- 
tic approach.  Physicians  of  the  Institute 
for  Environmental  Medicine  work  closely 
with  referring  physicians  to  ensure 
continuity  of  care  while  a patient  receives 
daily  hyperbaric  oxygen  therapy. 


For  more  information  or 
to  refer  a patient 

To  obtain  further  information  about 
hyperbaric  oxygen  therapy  or  to  arrange 
for  evaluation  of  a patient,  call 
215-898-9095  Monday  through 
Friday,  8 a.m.  to  5 p.m.,  or 
PENNLine  1-800-635-7780. 

Emergency  consultation  and  treatment  of 
conditions  such  as  compromised  skin 
grafts  and  flaps  is  available  24  hours 
per  day,  seven  days  per  week,  by  calling 
the  Hospital  of  the  University  of 
Pennsylvania  at  215-662-4000  and  asking 
to  speak  to  the  Hyperbaric  Medicine 
physician  on-call. 


UNIVERSITY  OF 
PENNSYLVANIA 
HEALTH  SYSTEM 


mm.  Your  Office...' 
Ifc  Where  Does  n’ 

Hurt? 

^ Staff? 

Billing? 

Insurance? 

Collections? 

CPT/ICD  Codes? 
Coding  Updates? 

Your  office  will  be  evaluated  and  reorganized 
to  operate  with  peak  performance  and 
t ; j " • efficiency,  confidendy  and  experdy.  ’Whatever 

;f;4’. ; may  be  causing  your  daily  office  routines  to  be 

' deficient ...  will  be  diagnosed,  examined  and 

cured.  Call  for  intensive  care  and  expertise. 

Mary  Ann  Hamburger 

associates 

The  Specialist's  Specialist 

74  Hudson  Ave  Maplewood,  N.J.  07040 

201-763-7394 


Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• a PPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 
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Slings  and  arrows 
of  outrageous  fortune 


On  January  8,  1997,  the  Supreme  Court  of 
the  United  States  heard  two  hours  of  argu- 
ments about  the  constitutionality  of  state  laws 
to  ban  or  to  permit  physician-assisted  suicide. 
In  addition  to  oral  arguments,  the  justices  also 
examined  briefs,  one  of  them  submitted  by 
the  Medical  Society  of  New  Jersey  (MSNJ). 

The  justices  were  asked  to  consider 
whether  mentally  competent,  terminally  ill 
patients  have  the  legal  right  to  seek  and  obtain 
help  from  their  physicians  in 
committing  suicide.  At  issue 
were  appeals  from  rulings  by 
the  Second  and  Ninth  Circuit 
Courts  of  Appeal,  striking 
down  laws  prohibiting  the 
practice.  The  issue  seems  to 
revolve  around  the  respective 
rights  of  the  individual  versus 
that  of  the  state,  colored  by  his- 
torical religious,  moral,  and 
ethical  beliefs. 

Many  groups  have  enlisted 
on  both  sides  of  the  battle. 

More  than  50  have  signed  on 
to  the  unequivocal  position  of 
the  American  Medical 
Association  (AMA):  “Allowing 
physicians  to  participate  in  assisted  suicide 
would  cause  more  harm  than  good.  Physician- 
assisted  suicide  is  fundamentally  incompati- 
ble with  the  physician’s  role  as  healer,  would 
be  difficult  or  impossible  to  control,  and 
would  pose  serious  societal  risks.”  MSNJ,  act- 
ing on  the  recommendation  of  its  Committee 
on  Biomedical  Ethics,  agreed  to  participate  as 


Regardless  of 
legislative  or 
judicial 
mandate, 
New  Jersey 
physicians 
must  learn 
how  to  improve 
patients’ 
end-of-life 
performances. 


an  amicus  curiae.  The  executive 
and  deputy  executive  directors  of 
MSNJ,  Vincent  A.  Maressa  and 
Neil  E.  Weisfeld,  respectively, 
aided  in  the  preparation  of  the 
brief,  with  Paul  W.  Armstrong  as 
the  counsel  of  record.  A decision 
by  the  Supreme  Court  is  expected 
in  late  spring. 

We  struggle  continually  with  the  problems 
associated  with  death  and 
dying,  including  physician- 
assisted  suicide.  The  dilemma 
intensifies  as  our  experience 
grows  and  as  technology  pro-  ^ 
longs  both  living  and  dying.  In 
general,  polls  seem  consistent:  a 
large  percentage  of  physicians 
find  physician-assisted  suicide 
compatible  with  their  profes-  r 
sional  standards,  but  only  a ■ 
small  percentage  would  be 
active  participants. 

The  New  England  Journal  of 
Medicine  printed  two  editorials  r 
on  January  7,  1997:  “The  Ik- 
Supreme  Court  and  Physician- 
Assisted  Suicide — The  Ultimate 
Right,”  by  Executive  Editor  Marcia  Angell, 
and  “Competent  Care  for  the  Dying  Instead  of 
Physician- Assisted  Suicide”  by  Kathleen  M.  ^ 
Foley  of  Memorial  Sloan-Kettering  Cancer 
Center.  Dr.  Angell  feels  distinctions  between 
assisting  suicide  and  withdrawing  life-sup- 
porting  treatments  are  too  doctor  oriented  and 
should  focus  more  on  patients’  active  panic-  ||j 


Howard  D.  Slobodien,  MD 
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There  is  but  one  truly  serious  philosophic  problem,  and  that  is  suicide.  Judging 
whether  life  is  or  is  not  worth  living  amounts  to  answering  the  fundamental  question  of 
philosophy.  Albert  Camus,  The  Myth  of  Sisyphus,  1942 

To  run  away  from  trouble  is  a form  of  cowardice  and,  while  it  is  true  that  the  sui- 
cide braves  death,  he  does  it  not  for  some  noble  object,  but  to  escape  some  ill. 

Aristotle,  Nicomachean  Ethics,  4th  Century,  BC 


ipation.  She  does  not  agree  that  suffering  can 
be  controlled  in  all  cases  without  killing  the 
patient.  She  feels  that  proper  safeguards  can 
prevent  our  going  down  the  slippery  slope, 
that  depression  can  be  placed  in  its  proper 
context,  that  allowing  unremitting  suffering  is 
also  against  a physician’s  ethical  charge,  and 
that  some  sufferers  with  rational  reasons  to 
die  need  help  that  should  not  be  denied. 

Dr.  Foley  argues  that  palliative  medicine 
can  handle  the  situation.  She  notes  that  physi- 
cians fall  into  three  groups.  The  first  group 
consists  of  those  who  support  physician- 
assisted  suicide  and  find  it  compassionate. 
The  other  two  groups  oppose  legalization;  one 
group  considers  it  morally  unacceptable;  the 
other  group  accepts  it  in  unusual  cases,  but 
believes  it  impossible  to  regulate  and  control. 
Importantly,  Dr.  Foley  cites  available  data 
showing  the  woeful  lack  of  training  physi- 
cians get  in  caring  for  those  at  the  end  of  life — 
only  6 of  126  United  States  medical  schools 
have  a separate  course,  15  percent  of  1,068 
residencies  have  no  formal  training,  and  9 per- 
cent require  a hospice  rotation.  Dr.  Foley  also 
emphasizes  the  “physicians’  lack  of  sophisti- 
cation in  assessing  ...  nonphysical  suffering.” 

We  also  can  contemplate  other  aspects  of 
physician-assisted  suicide.  What  is  the  basis 
for  the  cry  for  help?  What  percentage  of  the 
old  and  elderly  are  depressed  because  of  age 
and  expected  decreases  in  body  function? 
Marcia  Angell  says  that  if  the  dying  patients 
had  access  to  drugs,  they  would  be  more  at 
peace  and  likely  to  live  longer.  Would  the 
effect  be  just  the  reverse;  will  availability,  as 
with  guns,  beget  usage?  Will  the  various  state 
boards  of  medical  examiners  allow  conscien- 
tious physicians  to  treat  pain  adequately? 
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In  the  July  1996  issue  of  New  Jersey  MEDI- 
CINE (NJM),  attorney  Paul  W Armstrong  and 
Joseph  Fennelly,  MD,  pointed  out  deficiencies 
in  end-of-life  care,  based  on  the  SUPPORT 
report  from  The  Robert  Wood  Johnson 
Foundation.  The  article  by  Mitchell  in  this 
month’s  NJM  suggests  ways  to  improve  this 
performance.  Debate  will  continue  and  inten- 
sify in  New  Jersey.  A statewide  summit  on  the 
SUPPORT  project  will  be  convened  by  New 
Jersey  HEALTHDECISIONS,  MSNJ,  and  the  New 
Jersey  Hospital  Association  on  March  12, 
1997,  at  MSNJ  headquarters.  The  National 
Hospice  Foundation  and  the  AMA  will  hold 
“A  National  Conversation  about  the  End  of 
Life”  in  Morristown  in  the  late  spring.  And 
UMDNJ  and  AMNJ  will  sponsor  “Intensive 
Bioethics  Conference  V:  Health  Care  Ethics: 
Critical  Decisions  at  the  Bedside,”  on  May  9- 
10,  1997,  in  Parsippany. 

The  Supreme  Court  is  expected  to  give  a 
narrow  ruling,  probably  returning  the  issue  to 
the  states  and  prolonging  the  indecision. 
Whatever  it  does,  the  debate  will  intensify; 
the  Court  is  considering  only  the  application 
of  physician-assisted  suicide  to  the  terminally 
ill;  it  is  not  considering  application  to  the 
non-terminally  ill  patient,  nor  is  it  consider- 
ing euthanasia.  But  these  areas,  already  of  sig- 
nificant concern  and  debate,  also  will  occupy 
us  into  the  foreseeable  future.  Regardless  of 
legislative  or  judicial  mandate,  we  must  leant 
how  to  improve  our  end-of-life  performances. 
The  meetings  mentioned  above  should  help; 
they  deserve  our  close  attention. 

PS.  As  this  was  being  written,  a state  judge 
in  Florida,  for  the  first  time,  support- 
ed physician-assisted  suicide. 
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Atlantic  DataScan 

Document  Conversion  to  CD-ROM 

Transfer  your  bulky  paper  records  to  convenient, 
durable  CD-ROM,  and  retrieve  them  instantly  on  any  PC. 
Ideal  for  archiving  inactive  records— a permanent 
solution  to  the  records  storage  problem. 

System  requirements: 

Windows  3.11,  95,  NT 
8Mb  Ram 

8Mb  Hard  Disk  Space 
CD-ROM  drive 

96  East  Bay  Avenue,  Manahawkin,  NJ  08050-3103 
For  information  call: 

(609)  597-5406  Fax  (609)  597-5282 


R.  MARTIN  OUVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

N.J.  BAR  1972  PATENT  BAR  1972  N.Y.  BAR  1974 


DIVERSIFY 

OVERSEAS 


T.  Rowe  Price  International  Stock  Fund 

one  of  the  oldest  and  largest  international 
no-load  mutual  funds — invests  in  established 
foreign  companies  to  enhance  your  return 
potential  and  diversify  your  investments. 
International  investing  has  special  risks, 
including  currency  fluctuation.  $2,500  mini- 
mum ($1,000  for  IRAs).  No  sales  charges. 


Call  24  hours  for  a free  information  kit 
including  a prospectus 

1-800-541-1842 

http://  www.  troweprice.  com 
Invest  With  Confidence  CJgjL 

TRoweRice  «lk 

•’lease  read  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment  Services, 
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Our  unique 
approach  to 
malpractice 
insurance  can 
improve  your 
cash  flow. 

Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a tail 
— to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain  cov- 
erage with  us  until  retirement,  you’ll  never 
have  to  purchase  a tail,  and  you’ll  still  be 
protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  cf  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

To  give  you  a taste  of  our  full-service 
approach,  we’d  like  to  send  you  a 
fascinating  booklet,  Ten  Procedures  for 
Avoiding  Medical  Malpractice.  To  receive 
your  obligation-free  copy,  please  call  us 

at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH.  PO  BOX  217 
ISELIN,  NJ  08830-0217 
800-684-0876  • 908-205-9800 
FAX:  908-205-9496 
E-MAIL:  bcszerlip@aol.com 

Professional  Insurance  Services 
for  Health  Care  Providers 
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TT he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we’ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


■ Assistance  with  submitting  claims  if 
you  need  help. 

■ Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money. 

Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  893-1616  (800)  257-9228 
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Interview  with 
Eric  Munoz,  MD 


Eric  Munoz,  MD,  is  a 
general  surgeon  affiliated 
with  UMDNJ-University 
Hospital,  Newark.  Dr. 
Munoz  also  is  a member 
of  MSNJ,  a member  of 
the  MSNJ  Council  on 
Continuing  Medical 
Education,  and  an 
alternate  delegate  to  the 
MSNJ  House  of 
Delegates. 

Q.  Recently,  The  New  York 
Times  featured  a story 
describing  how  the 
relationship  between  doctors 
and  patients  was  being  hurt 
by  managed  care.  Do  you 
think  that's  true? 

A.  It  is  true.  Unfortunately, 
we  have  one  of  the  biggest 
revolutions  in  health  care 
delivery  happening  right 
before  our  eyes.  What  we 
now  have  is  a system  being 
put  in  place  that  has  incentives 
not  to  provide  you  with 
adequate  medical  care. 

Q.  What  is  an  example? 


A.  There  are  a number  of 
different  methodologies  that 
HMOs  are  using  to  prevent 
the  patient  from  seeing  the 
right  kind  of  doctor.  I was 
neutral  about  HMOs  for  a 
number  of  years.  I thought 
they  could  be  a good  thing, 
because  I thought  there  was  a 
need  to  cut  health  care 
expenditures.  However,  as 
HMOs  are  doing  this,  they  are 
reaping  huge  profits  that  leave 
the  health  sector  and  are 
being  invested  in  different 
areas,  and  are  not  being 
reinvested  in  our  infrastructure. 

I think  that's  absolutely  wrong. 

Q.  You're  a medical 
director  at  a major  teaching 
hospital.  How  is  managed 
care  affecting  your  institution? 

A.  It's  hurting  us.  For  more 
than  25  years,  we  expanded 
academic  medical  centers 
greatly  and,  I think,  to  the 
benefit  of  the  public.  Today, 
we're  obviously  contracting, 
and  the  question  is  how  much. 


The  managed  care  approach 
is  to  reimburse  less  and  to  not 
use  any  part  of  the  payment  to 
go  toward  training  the  next 
generation  of  doctors.  If  this 
continues,  we're  going  to  be 
looking  at  a major  shortfall  in 
20  years,  when  we  have  twice 
the  number  of  elderly  people. 
So  not  only  are  these 
organizations  extracting 
money  from  the  system,  but 
they're  not  contributing  to  the 
medical  infrastructure. 

Q.  What's  behind  all  these 
changes? 

A.  The  whole  managed 
care  movement  was  started 
because  of  the  lack  of  any 
control  over  costs  and  the 
movement  has  been  driven 
much  more  by  the  private 
payers,  not  the  government. 
The  major  imperfection  in 
managed  care  is  that  on  the 
for-profit  side,  a substantial 
amount  of  health  care  dollars 
is  being  taken  from  the  system 
and  not  being  used  for  health. 
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That's  the  first  time  this  has 
happened  on  such  a large 
scale.  We  call  this  the  medical- 
loss  ratio,  and  it's  increasingly 
difficult  to  get  reliable  numbers 
on  this  from  the  managed  care 
industry. 

Q.  Don't  you  think  the 
public  is  lost  in  all  this? 

People  are  not  sure  that 
they  will  be  able  to  see  a 
certain  doctor  or 
specialist,  or  how  much 
the  insurance  company  is 
going  to  cover. 

A.  We're  all  lost.  I'm 
an  expert,  and  I'm  lost. 

My  mother  recently  asked 
me  what  plan  should  she 
join  that  would  give  her 
the  best  eye  care.  I said, 

"Mom,  don't  join  any  of 
them  for  now,  because 
there's  going  to  be  a huge 
shakeout  in  the  next  few 
years."  As  a result,  there's  a 
lot  of  confusion. 

Q.  Some  people  worry 
that  if  they  have  an  illness  like 
AIDS  or  diabetes,  and  they 
have  to  visit  a physician 
frequently,  that  they  won't  get 
good  treatment  from  an  HMO. 
Is  that  true? 


A.  One  of  the  big  schemes 
that  exists  in  HMOs  is  to  give 
the  primary  care  physician  a 
certain  amount  of  money.  If  I, 
as  a primary  care  physician, 
limit  my  referrals  to  specialists, 
than  I keep  more  of  the 


money.  If  the  patient  needs  to 
see  a surgeon  or  a 
psychiatrist,  or  if  the  patient 
has  HIV,  then  there  are 
incentives  to  prevent  referrals. 

If  you  ask  anyone  who  is  in 
one  of  these  managed  care 
plans,  you  find  that  you  have 
to  go  through  a series  of 
hoops,  let's  say,  to  get  a hip 
replacement. 
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Q.  We  can  trash  the 
HMOs  all  we  want,  but  isn't  it 
true  that  under  the  old  system 
some  doctors  could  make 
huge  profits,  and  the 
incentives  were  to  provide 
more  tests  and  more  costs? 

A.  You've  hit  the  nail 
right  on  the  head.  We've 
now  swung  the  pendulum 
from  doing  too  much  to 
doing  too  little.  It's  putting 
doctors  in  some  difficult 
ethical  situations.  As  your 
doctor,  let's  say  I believe 
that  you  need  a CAT  scan 
of  your  head,  but  the 
HMO  won't  certify  that 
procedure.  What  do  I do 
as  a physician?  There  is 
litigation  about  that.  Do  I 
need  to  tell  you  that?  Can 
a managed  care 
organization  prevent  me 
from  telling  you  that?  A lot  of 
those  "gag  rules"  are  being 
struck  down,  but  I expect  these 
issues  to  come  out  even  more 
in  the  next  few  years. 

Q.  The  Legislature  has 
moved  to  put  some  controls 
over  HMOs  in  terms  of 
mastectomies  and  maternal 
care,  and  the  state 
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government  has  put  into  effect 
some  apparently  tough 
regulations  aimed  at 
protecting  consumers.  Won't 
this  help? 

A.  The  problem  is  that 
there  are  1 0,000  diseases 
and  1 0,000  different  types  of 
operations.  It's  impossible  to 
regulate  all  of  them.  The  New 
Jersey  regulations  are 
basically  aimed  at 
consumer  protection,  and 
that's  a good  thing,  but 
it's  really  very  hard  to 
regulate  this  kind  of  profit- 
driven  health  care. 

Regulating  mastectomies  is 
a good  symbolic  issue, 
but  it  doesn't  get  to  the 
core  issues,  like  the 
medical-loss  ratio  or 
incentives  to  primary  care 
physicians  not  to  refer  to 
specialists.  If  you  remember, 
the  Clinton  plan  was  one 
thousand  pages.  To  regulate 
HMOs,  you'd  need  telephone 
book  after  telephone  book. 

Q.  Everyone  bashed  the 
Clinton  plan,  and  the  President 
backed  away  from  it.  In 
retrospect,  would  it  have  been 


wiser  to  go  that  route,  with  the 
government  playing  more  of  a 
role  in  health  care? 

A.  That  is  a very  interesting 
question.  The  failure  of  the 
Clinton  plan  was  the  final  nail 
in  the  coffin  over  the  last  20 
years  that  permitted  HMOs  a 
wide  open  path  to  this  kind  of 
medical  capitalism. 


Q.  When  the  Clinton  plan 
came  out,  there  was  a whole 
series  of  "Harry  and  Louise" 
commercials  that  attacked  it  on 
the  grounds  that  it  would  limit 
freedom  of  choice  and  lower 
the  quality  of  care.  But  isn't 
that  happening  now  with 
managed  care? 


A.  Correct.  But  when  the 
Medicare  population  and  the 
older  folks  start  enrolling  in 
these  plans,  we're  going  to 
hear  a giant  outcry  from  the 
elderly  about  this. 

Q.  Is  the  bottom  line  that 
the  American  public's  demand 
for  health  care  is  so  great  that 
it's  going  to  drive  any  system 
to  increase  costs? 

A.  I think  what  we're 
looking  at  is  another  five  to 
ten  years  of  unhappiness 
and  change.  Then  doctors 
and  hospitals  will  begin 
contracting  directly  with 
IBM,  General  Motors,  or  a 
local  municipality,  and 
doing  away  with  the  in- 
surer as  the  middle  party. 
You're  hearing  this  more 
and  more  from  physicians 
nowadays. 

I think  we  have  to  start 
looking  at  hospitals  and 
doctors  contracting  directly 
with  companies  and  patients, 
and  minimize  the  profit 
incentive  in  the  system.  There 
are  indications  that  this  is  just 
beginning  to  happen,  but  we 
need  to  see  much  more  ffWfl 


Eric  Munoz,  MD 
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Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  POOR  CASH  FLOW  A PROBLEM? 

The  solution  is: 
'The  System"  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


MANAGEMENT  SYSTEMS  ^^^^^EALTH  CARE  PROFESSIONALS 
P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 
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IBM  is  a registered  trademark  of  the 
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INCOME  STOCKS 
FOR  LOWER  RISK 


T.  Rowe  Price  Equity  Income  Fund,  one  of 

our  most  conservative  stock  funds,  pursues 
substantial  income  and  long-term  capital  appre- 
ciation by  investing  in  established  companies 
that  pay  above-average  dividends.  This  dividend 
focus  helps  cushion  share  price  volatility  during 
market  downturns.  And,  reinvesting  dividends 
can  significantly  enhance  total  returns. 

Call  today.  As  with  any  stock  fund,  there  will  be 
price  fluctuation.  $2,500  minimum  ($1,000  for 
IRAs).  No  sales  charges. 


Call  24  hours  for  a free  information  kit 
including  a prospectus 

1-800-541-1742  « 
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Invest  With  Confidence 
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Request  a prospectus  with  more  complete  information,  including  management  fees  and! 
other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe® 
Price  Investment  Services,  Inc.,  Distributor.  EIF035103I 
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Delivery  to  your 
home  or  office  - 
call  for  information 


FEATURE 

DHMOs:  The  new  Sheila  Smith  Noonan 

drill  for  dentists 


As  dental  health 
maintenance 
organizations  (DHMOs) 
make  their  presence  felt 
in  New  Jersey,  some 
dentists  — like  their 
medical  counterparts  — 
say  there  is  not  much  to 
smile  about  when  it 
comes  to  managed  care. 

“Our  goals  are  completely  dif- 
ferent,” says  Dr.  Gary  Wiser,  a 
Perrineville-based  orthodontist 
and  president  of  Wiser  Manage- 
ment, a dental  consulting  firm. 
“Insurance  companies  are  inter- 
ested in  increasing  shareholder 
value,  and  dentists  are  looking  to 
provide  quality  service  and  cor- 
rect inadequate  treatment.” 

According  to  the  New  Jersey 
Department  of  Banking  and 
Insurance,  18  companies  offer 
dental  managed  care  plans  in  the 
state,  with  an  enrollment  of 
approximately  620,000  people. 
Nationally,  DHMOs  account  for 
about  20  percent  of  the  dental 
insurance  market  and  are  experi- 
encing double-digit  enrollment 


growth,  according  to  Evelyn  E 
Ireland,  executive  director  of  the 
National  Association  of  Dental 
Plans  (NADP).  When  DHMOs 
are  combined  with  preferred 
provider  organizations  (PPOs), 
she  says,  dental  managed  care 
represents  one-third  of  the 
industry. 

“Employers  are  driving  the 
market,”  says  Ireland.  “They 
want  to  offer  a dental  benefit  that 
is  not  cost  prohibitive  for  them. 
Both  dental  HMOs  and  PPOs 
cover  a higher  percentage  of  the 
benefits  provided  and  have  less 
out-of-pocket  cost  to  employees. 
This  is  a combination  of  cost  and 
value  employers  have  asked  for 
in  numerous  surveys.”  Accord- 
ing to  NADP  data,  at  100  percent 
coverage,  DHMOs  cost  $135 
annually  for  an  individual  ($324 
for  family  coverage)  while  tradi- 
tional indemnity  plans  cost  $228 
annually  for  singles  ($606  for 
family  coverage). 

Mary  Moskal,  director  of  den- 
tal care  programs  for  the  New 
Jersey  Dental  Association 
(NJDA),  believes  that  while 


DHMOs  may  be  growing  rapidly 
in  such  states  as  California,  there 
still  is  uncertainty  about  man- 
aged care  among  New  Jersey 
dentists.  Because  of  the  high 
overhead  dentists  have  — about 
65  percent  — they  may  not  find 
DHMOs  to  be  a feasible  choice, 
she  says. 

Dr.  Wiser,  who  holds  an  MBA 
and  teaches  Temple  University 
School  of  Dentistry  residents 
about  the  business  aspects  of 
dental  practice,  agrees.  “With 
managed  care,  profit  margins  are 
so  slim  that  dentists  can’t  afford 
to  make  business-related  mis- 
takes such  as  buying  expensive 
equipment  they  really  don’t  need 
or  choosing  a bad  dental  office 
location.” 

While  managed  care  was 
designed  to  curb  skyrocketing 
hospital  and  medical  costs, 
Moskal  says,  dentistry  has  seen 
more  modest  increases,  with  fees 
increasing  at  about  the  same 
pace  as  the  cost  of  living  in 
recent  years.  The  traditional  fee- 
for-service  plans  are  structured 
to  encourage  preventive  care, 
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she  adds,  noting  that  a patient’s  coverage  may  be  at 
100  percent  for  a cleaning,  but  only  80  percent  for  a 
filling  or  50  percent  for  a crown.  “Dentistry  always 
has  been  health  maintenance  centered,”  she  says.  “If 
managed  care  is  the  answer,  what  was  the  question?” 

Dr.  Joel  Iserson  is  a general  dentist  in  East 
Windsor  and  a member  of  the  NJDA  Council  on 
Dental  Benefits.  He  says  part  of  the  problem  is  that 
DHMOs  are  modeled  after  medical  plans,  and  there 
are  inherent  differences  between  the  practices  of 
medicine  and  dentistry  that  insurers  fail  to  consider. 
“Dentistry  is  a very  labor-intensive  profession,  and 
much  time  is  devoted  to  preventive  care,”  he  says. 
“Updating  a patient’s  health  history,  taking  x-rays, 
cleaning  and  probing  the  teeth,  and  educating  the 
patient  on  dental  home  care  can  take  up  to  an  hour.” 

Also,  says  Dr.  Iserson,  dentists  are  overwhelming- 
ly generalists  who  “do  most  of  the  work  most  of  the 
time.  We’ve  been  the  gatekeepers  all  along.”  Unlike 
physicians,  about  80  percent  of  dentists  are  general 
practitioners. 

Capitation  is  an  issue  for  some  dentists,  one  the 
managed  care  industry  says  often  is  misunderstood. 


At  $6  or  $7  per  patient  each  month  and  with  a list  of 
500  patients,  dentists  can  make  more  money  by  see- 
ing fewer  people,  say  Drs.  Wiser  and  Iserson.  From  a 
dental  health  perspective,  that’s  not  good.  “Dentists 
want  to  see  patients  before  they  are  in  pain,”  says  Dr. 
Iserson.  “We  can  prevent  between  80  to  90  percent 
of  dental  diseases,  but  we  have  to  see  the  patients  to 
do  this.” 

For  specialists  like  Dr.  Wiser,  managed  care  means 
taking  referrals  for  fees  reduced  by  as  much  as  30 
percent.  “Specialists  don’t  want  to  offend  the  refer- 
ring dentist,  who  also  may  send  indemnity  patients 
to  them,  so  they  take  the  cases,”  he  says. 

A recent  article  in  the  Journal  of  the  American 
Dental  Association  concluded  that  many  DHMOs 
may  not  reimburse  dentists  enough  to  cover  the  cost 
of  twice-yearly  teeth  cleanings,  oral  examinations, 
and  yearly  x-rays.  NADP,  whose  data  researchers 
used  in  making  this  claim,  disputes  how  its  informa- 
tion was  presented.  Ireland  maintains  that  capitation 
and  fee-for-service  income  have  to  be  converted  to  a 
common  base  to  be  fairly  compared. 

Dr.  Marvin  Zatz,  dental  director  for  Prudential 
Dental  Maintenance,  says  one  way  to  fairly  compare 


24  New  Jersey  Medicine  march  1997 


FEATURE 


It  has  been  said  that  updating  a patients  health  history,  taking  x-rays,  cleaning  and  probing  teeth,  and  educating  the  patient  can  take  up  to  an  hour 

© Conrad  Cloos 


capitation  and  fee-for-service  income  is  by  calculating 
hourly  rates.  Using  his  method  of  calculating  DHMO 
compensation  — including  payment  for  noncovered 
services  such  as  cosmetic  dentistry  and  specialty  ser- 
vices such  as  periodontal  treatment  — dentists  gross 
$151  an  hour.  This  example  is  based  on  a capitated 
payment  fee  of  $7  per  patient  each  month  with  a 65 
percent  utilization  rate.  He  estimates  the  fee-for-ser- 
vice  hourly  gross  rate  at  $185,  based  on  gross  income 
of  $300,000  annually  for  1,600  hours  of  treatment. 
The  $34  difference  is  negligible,  he  says,  given  that 
DHMO  dentists  do  not  have  the  advertising  or  acqui- 
sition costs  of  other  practitioners.  It  is  difficult  getting 
dentists  to  think  in  terms  of  hourly  income,”  says  Dr. 
Zatz.  “But  dentistry  is  going  through  change,  and 
capitation  plays  into  it.” 

Some  dentists  question  how  managed  care  has 
affected  the  quality  of  patient  care.  “The  quality  of 
care  has  to  be  hurt  somewhere  along  the  way,  work- 
ing that  close  to  margin,”  says  Dr.  Iserson.  “What 
happens  when  a DHMO  dentist  knows  he  can  only 
make  money  if  cleaning  time  is  limited  to  15  min- 
utes, but  a patient  requires  more  work?  He  can  take 
the  time  and  lose  money,  ask  the  patient  to  come 


back  for  a second  visit,  which  means  the  person  pays 
a copayment,  or  let  the  patient  walk  out  the  door.” 
NADP’s  Ireland  says  there  have  been  no  studies 
supporting  the  idea  that  managed  care  dentists  pro- 
vide inferior  care.  She  notes  that  DHMOs  have  den- 
tal benefit  plan  report  cards  and  interim  measures  of 
services  delivered  that  are  being  developed  so  that 
the  impact  of  coverage  can  be  tracked  and  compared 
between  plans.  And  some  even  question  whether 
indemnity  plan  dentists  overtreat  patients.  Asks  Dr. 
Zatz,  “Why  should  a patient  get  x-rays  every  six 
months?  It  harvests  almost  no  new  information.” 
The  debate  over  DHMOs  and  traditional  plans 
may  not  be  settled  by  insurance  companies  or  den- 
tists. Rather,  the  verdict  may  come  from  patients 
themselves.  New  Jersey  has  a freedom  of  choice  law 
regarding  dental  plans.  Companies  with  25  or  more 
employees  contributing  to  a dental  plan  that  limits 
selection  of  the  practitioner  must  offer  another  plan 
that  enables  employees  to  use  any  dentist.  That  law 
could  be  good  news  for  indemnity  dentists,  says 
NJDA’s  Moskal,  as  many  surveys  show  that  people 
want  choice  when  it  comes  to  dental  care  for 
themselves  and  their  families.  ■*■*« 


i 
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The  war  on  cancer: 

From  the  benign  to 

THE  MALIGNANT  Diane  Haring  Cornell 


When  the  war  on 
cancer  was  declared  by 
the  United  States 
Congress  in  1971, 
optimism  was  high  that  a 
magic  bullet  could  be 
found  to  cure  the  cluster 
of  diseases  collectively 
known  as  cancer.  Now, 

26  years  later,  the  dream 
of  discovering  a single 
antidote  has  long  since 
been  abandoned.  Instead 
what  began  more  than 
two  and  one-half 
decades  ago  has  led 
researchers  to  an 
understanding  of  the 
complex  workings  of 
cancerous  cells  and  what 
goes  wrong  in  normal 
cells  to  cause  the  ominous 
changes  that  lead  to  the 
disease. 

Despite  not  finding  a magic 
bullet,  America's  investment  in 
cancer  research  has  paid  off, 
says  William  Hait,  MD,  PhD, 
director  of  The  Cancer  Institute 
of  New  Jersey  (CINJ)  in  New 
Brunswick,  professor  of  medi- 
cine and  pharmacology  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School  in  New  Bruns- 


wick, and  an  adjunct  professor 
of  pharmacy  at  Rutgers 
University.  Last  year,  according 
to  the  American  Cancer  So- 
ciety (ACS),  $81  million  was 
poured  into  cancer  research 
nationally,  with  $3.3  million  of 
ACS  funding  research  projects 
within  the  state. 


William  Hait,  MD,  PhD 


Twenty-five  years  ago,  when 
Dr.  Hait  was  a student,  there 
was  little  understanding  of  what 
controls  normal  or  abnormal 
cell  division.  His  college  molec- 
ular biology  book  was  only 
1 80  pages  long,  he  says,  and 
the  chapter  on  cell  division  con- 
sisted, "basically  of  a picture  of 
a cell  dividing." 

Today,  he  notes,  "You  could 
write  an  encyclopedia.  We 
now  know  in  enormous  detail 
what  signals  cells  to  divide. 


what  cellular  factors  cause  cell 
division,  what  chemicals  are 
involved  in  the  process,  and 
what  machinery  within  the  cell 
has  to  be  produced  to  make 
this  happen." 

In  the  past  10  to  15  years 
there  has  been  an  explosion  of 
information  about  the  molecu- 
lar biology  of  cancer.  Re- 
searchers now  know  that  can- 
cer is  a genetic  disease  caused 
by  multiple  mutations  in  the 
genes  that  control  cell  division. 
Armed  with  this  new  informa- 
tion, scientists  are  more  accu- 
rately staging  cancers  and 
some  predict  that  within  the 
next  decade  they  will  be  able 
to  use  genetic  analysis  of  tumor 
cells  to  target  therapies  more 
precisely  and,  in  the  future, 
develop  much  more  specific 
treatments. 

"We  now  are  in  the  infancy 
of  being  able  to  determine 
through  the  genetic  characteris- 
tics of  someone's  cancer 
whether  they  will  respond  to 
treatment  or  not,"  says  Stuart 
Lutzker,  MD,  PhD,  assistant  pro- 
fessor of  medicine  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  and  resident  member  of 
CINJ.  Ten  years  from  now.  Dr. 
Lutzker  predicts,  all  biopsies 
will  undergo  a genetic  analysis 
to  determine  what  part  of  the 
cell's  intricate  biochemistry 
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failed,  triggering  a normal  cell 
to  turn  cancerous.  Currently, 
however,  most  genetic  analysis 
is  being  done  in  a research  set- 
ting or  for  specific  types  of  can- 
cers, such  as  for  surgical  stag- 
ing in  head  and  neck  cancers 
or  to  determine  who  will  bene- 
fit from  more  aggressive  treat- 
ment in  breast  cancers. 

Unfortunately,  therapeutic 
interventions  most  likely  will 
continue  to  lag  behind  this 
understanding  of  our  body's 
molecular  biology.  "I  doubt  that 
we  will  have  drugs  to  be  highly 
specific  to  these  genetic 
changes,"  Dr.  Lutzker  says. 
"But  clearly,  we  will  get  better 
at  using  the  treatments  we  have 
now  and  as  we  find  other 
Achilles'  heels  and  target  treat- 
ments to  these  areas,  we  will 
get  better  results  for  patient  sur- 
vival." 

To  that  end,  researchers  at 
CINJ  are  investigating  several 
promising  avenues  of  study, 
adding  more  insight  to  what's 
known  about  the  biologic  basis 
of  cancer. 

Using  testicular  tumors  as  a 
model,  Dr.  Lutzker  studies  how 
cancerous  cells  respond  when 
faced  with  damaged  DNA. 
More  specifically,  Dr.  Lutzker 
studies  p53,  a protein  that  aids 
cells  in  responding  to  DNA 
damage.  He  is  attempting  to 
learn  how  p53  senses  damage 
and  repairs  the  cell's  DNA  or 
destroys  it,  signaling  cell  death, 
called  apoptosis.  The  protein 
plays  a significant  role  in  can- 
cer— about  one-half  of  all  can- 
cers have  p53  mutations.  [In 


October  1 996,  findings  pub- 
lished in  the  journal,  Science, 
directly  linked  cigarette  smok- 
ing and  lung  cancer  through 
research  exposing  human  lung 
tissue  to  a carcinogen  pro- 
duced in  the  body  from  the 
breakdown  of  tobacco  smoke. 
The  researchers  examined  the 
p53  gene  and  found  that  the 
molecules  of  the  carcinogen 
had  bound  chemically  to  the 
p53  DNA  at  precisely  the 
points  already  identified  as 
mutational  hot  spots  in  lung 
cancer.] 

But  in  studies  of  testicular 
tumors  from  1 50  patients,  p53 
mutations  have  never  been 
found.  His  research  focuses  on 
whether  testicular  tumors  have 
a wild  type  p53  in  their  cells 
that  still  respond  to  DNA  dam- 
age. In  an  experiment  using 
genetically  engineered  cancer 
cells  that  lack  p53  damage,  Dr. 
Lutzker  has  found  that  those 
cells  do  not  respond  to  DNA 
damage. 

Dr.  Lutzker  studies  testicular 
tumors  because  even  though 
the  tumor  often  is  metastatic 
when  found,  it  is  the  one  solid 
tumor  where  virtually  everyone 
is  cured.  In  other  solid  cancers, 
such  as  breast  and  colon,  the 
cancerous  cells  respond  some- 
what to  treatment  but  the  can- 
cer often  returns.  "Is  p53  doing 
the  same  thing  in  those  cancer 
cells,  or  not  doing  it,  or  is  some- 
thing else  affecting  it?"  won- 
ders Dr.  Lutzker.  It  is  known  that 
patients  whose  tumors  have 
p53  mutations  frequently  fare 
worse,  in  as  much  as  cancer 
cells  with  mutant  p53  genes 


often  are  highly  resistant  to 
treatment. 

Arnold  Rabson,  MD,  associ- 
ate professor  of  molecular 
genetics,  microbiology,  and 
pathology  at  UMDNJ-Robert 
Wood  Johnson  Medical 
School,  resident  scientist  at  the 
joint  Rutgers-UMDNJ  Center  for 
Advanced  Biotechnology  and 
Medicine  (CABM),  and  pro- 
gram leader  at  CINJ  is  investi- 
gating the  mechanism  by 
which  alterations  in  transcrip- 
tion factors  lead  to  cancer. 
Based  on  this  understanding, 
he  is  attempting  to  develop 
models  of  gene  therapy  for  cer- 
tain cancers. 

Transcription  factors  are  pro- 
teins that  turn  gene  expression 
on  and  off.  "Many  cancers 
have  mutations  in  critical  tran- 
scription factors — this  has  been 
most  studied  in  leukemias  and 
lymphomas,"  Dr.  Rabson  notes. 
"The  normal  differentiation  of 
those  cells  fails  to  occur  and  the 
cells  are  driven  into  uncon- 
trolled proliferation  and  thus, 
tumor  development.  An  exam- 
ple of  this  is  the  Myc  gene,  an 
alteration  of  which  results  in 
rearrangements  in  leukemias 
and  lymphomas." 

Dr.  Rabson  is  focusing  on 
pathways  by  which  T lympho- 
cytes, which  play  a pivotal  role 
in  immune  response,  become 
malignant.  He  became  interest- 
ed in  this  area  as  a researcher 
working  with  retroviruses  at  the 
National  Institutes  of  Health. 
Dr.  Rabson  spent  nine  years 
investigating  leukemia  viruses 
in  mice  and  related  DNA  in 
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humans.  In  1984,  he  began 
work  on  HIV  and  AIDS.  HIV 
gene  expression  is  critically 
regulated  by  a specific  family 
of  cellular  transcription  factors, 
whose  normal  function  is  to  reg- 
ulate the  activation  and  func- 
tion of  B and  T lymphocytes.  In 
the  course  of  studying  these 
proteins,  known  as  NFkB -rel, 
he  and  fellow  CABM  and  CINJ 
member  Celine  Gelinas  identi- 
fied alterations  in  a human  T- 
cell  lymphoma  called  cuta- 
neous T-cell  lymphoma.  He  now 
is  investigating  whether  altering 
the  normal  function  of  these 
genes  in  normal  T-cell  prolifera- 
tion will  lead  to  uncontrolled 
growth. 

Dr.  Rabson  also  is  examining 
another  type  of  Tcell-related 
leukemia  that  in  many  ways  is 
similar  to  T-cell  lymphoma, 
called  adult  T-cell  leukemia. 
This  form  of  leukemia  is  caused 
by  the  other  human  retrovirus, 
HTLV-1 . Using  the  information 
he  gathered  from  understand- 
ing how  HTLV-1  works  as  a 
virus,  he  is  attempting  to  devel- 
op laboratory  models  of  gene 
therapy  for  leukemias  and  lym- 
phomas using  the  retrovirus  as 
a model.  Dr.  Rabson  and  fellow 
Cancer  Institute  colleague 
Roger  Strair,  MD,  PhD,  are  cre- 
ating a therapy  that  is  specifi- 
cally toxic  for  cancer  cells 
based  on  the  presence  in  those 
cells  of  certain  transcription  fac- 
tors that  would  not  be  present 
in  normal  cells.  In  HTLV-1  in- 
duced leukemia,  the  virus  actu- 
ally carries  its  own  virally 
encoded  transcription  factor, 
called  the  tax  gene,  into  the 


cell.  Tax  works  by  feeding  back 
to  the  HTLV-1  promoter,  which 
turns  on  gene  expression,  and 
increases  expression  of  the 
whole  virus.  What  Drs.  Rabson 
and  Strair  have  done  is  taken 
the  sequences  tax  interacts 
with,  its  own  promoter,  and  put 
them  back  into  a potentially 
lethal  virus  that  will  only 
express  and  kill  a target  cell  if 
HTLV-1  tax  is  present. 

Their  work  could  be  general- 
ized to  other  cancers  because 
many  cancers  are  virally  relat- 


Arnold  Rabson,  MD 


ed,  and  most  have  alterations 
in  other  transcription  factors. 

F.  Joseph  Germino,  MD, 
PhD,  an  assistant  professor  of 
medicine  at  UMDNJ-Robert 
Wood  Johnson  Medical  School 
studies  the  cell  cycle,  the  pro- 
gram of  events  in  normal  cells 
that  permit  them  to  divide  and 
replicate  or  causes  them  to  die. 
His  work  investigates  the  impor- 
tance of  p53  and  other  cellular 
proteins  in  cell  proliferation. 
More  specifically,  his  research 
centers  on  a recently  discov- 
ered class  of  proteins,  known 
as  Cdk  inhibitors.  These  are 


small  proteins  that  bind  to 
cyclin-Cdk  complexes  and  can 
inhibit  their  activity.  It  is 
believed  that  these  proteins  are 
important  in  controlling  prolifer- 
ation in  response  to  various 
environmental  cues.  To  date,  at 
least  three  members  of  this  fam- 
ily are  known — the  most  impor- 
tant of  which  may  be  p21. 
When  damage  to  a cell's  DNA 
occurs,  p53  levels  rise,  induc- 
ing expression  of  p21,  which 
then  binds  to  a cyclin-Cdk  com- 
plex, preventing  phosphoryla- 
tion of  other  proteins  that  are 
needed  to  complete  the  cell 
cycle.  This  stops  cell  prolifera- 
tion until  the  DNA  damage  can 
be  repaired. 

Since  all  cells  need  these 
proteins  to  proliferate,  he 
hopes  his  work  may  yield  an 
avenue  for  attacking  proliferat- 
ing cells  without  damaging  its 
DNA,  namely  by  attacking  the 
enzymes  responsible  for  setting 
in  motion  the  replication 
process.  The  challenge  is  to  tar- 
get the  therapy  so  that  cancer 
cells  are  more  sensitive  than 
normal  cells  to  this  approach. 

Eileen  White,  PhD,  has 
played  a major  role  in  increas- 
ing our  understanding  of  pro- 
grammed cell  death,  an  area 
she  has  investigated  since 
1983.  Scientists  already  know 
that  two  viral  genes,  called 
El  A and  E1B,  encourage 
tumor  growth  by  inactivating 
tumor  suppressors.  E 1 A encour- 
ages cells  to  divide,  and  E1B 
prevents  cell  death  by  inhibit- 
ing the  protein  p53.  In  addi- 
tion, a human  proto-oncogene, 
8c/- 2,  has  been  shown  to  inhib- 
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it  cell  death  and  suppress 
apoptosis  induced  by  El  A 
expression. 

Using  adenovirus,  the  same 
virus  that  causes  respiratory 
infections  in  humans  and  dead- 
ly tumors  in  rodents,  Dr.  White, 
an  associate  professor  of  mole- 
cular biology  and  biochemistry 
at  Rutgers,  resident  faculty 
member  at  the  Center  for 
Advanced  Biotechnology  and 
Medicine,  and  program  leader 
at  CINJ  hopes  to  identify  all 
molecular  components  that  con- 
trol cell  death  and  identify  all 
the  molecules  that  are  involved 
in  this  process  and  understand 
how  they  are  regulated.  If  this 
understanding  can  be  reached, 
then  possibly  drugs  can  be 
developed  that  can  turn  on  cell 
death,  to  kill  cancerous  cells, 
and  turn  off  cell  death  when  it 
occurs  inappropriately  in  other 
disorders,  such  as  in  neurode- 
generative  diseases.  Her  work 
focuses  on  this  regulatory 
process. 

Zeneca  Pharmaceuticals  en- 
tered into  a five-year  agree- 
ment with  Rutgers  University 
that  will  give  the  drug  company 
exclusive  access  to  Dr.  White's 
promising  work.  Zeneca  hopes 
to  use  Dr.  White's  research  to 
develop  new  treatments  for 
cancer,  inflammatory  diseases, 
and  neurodegenerative  and 
autoimmune  disorders. 

With  all  the  interest  focused 
at  the  cellular  level,  scientists 
often  have  to  explain  why  treat- 
ments for  cancer  have  re- 
mained primarily  the  same:  cut 
it  out,  radiate  it,  or  douse  it  with 


toxic  drugs.  Their  answer 
requires  patience:  Researchers 
say  the  astounding  insights  of 
the  past  decade  will  bear  fruit 
in  the  next  5 to  20  years. 

"Twenty  years  ago  we  talked 
about  oncogenes  and  how 
these  proteins  promoted  can- 
cer," Dr.  Germino  comments. 
"Ten  years  ago  we  learned 
about  tumor  suppressor  genes 
and  how  they  prevent  cancer. 
Now  we  are  learning  how  both 
these  genes  work  and  how  they 
fit  into  the  overriding  control  of 
cell  proliferation.  We  are  on 
the  verge  of  learning  what  the 
critical  defects  are  in  the  control 
of  cell  proliferation  and  may  be 
able  to  restore  normal  control." 
With  that  knowledge,  he  says, 
physicians  may  be  able  to  con- 
tain cancer  so  that  it's  not  a 
threat  to  the  patient  and  treat 
cancer  as  a chronic  disease. 

Small  inroads  already  have 
been  made  in  beating  back 
certain  forms  of  cancer.  As  Dr. 
Hait  notes,  70  to  80  percent  of 
childhood  cancers  now  can  be 
cured  whereas,  40  years  ago, 
very  few  children  survived  the 
illness.  Physicians  now  can 
cure  about  50  percent  of  adult 
lymphomas  and  nearly  all 
those  stricken  with  childhood 
leukemia  or  adult  testicular  can- 
cer can  be  cured.  In  November 
1 996,  for  the  first  time,  a study 
in  the  journal,  Cancer,  reported 
a slight  decline  in  the  mortality 
rate  for  the  disease  that 
researchers  attributed  to  pre- 
vention especially  a decline  in 
smoking,  early  detection,  and 
improvements  in  medical  care. 


Nevertheless,  according  to 
the  American  Cancer  Society, 
in  1 996  there  was  an  estimat- 
ed 45,100  new  cases  of  can- 
cer diagnosed  in  the  state  and 
an  estimated  1 8,400  people 
who  died  of  the  disease.  Last 
year,  the  state's  most  deadly 
cancers  were  lung  cancer, 
killing  4,700  people,  and 
colon  and  rectal  cancers  that 
took  2,000  lives.  In  New  Jersey 
last  year,  the  most  frequently 
diagnosed  cancers  were  those 
of  the  prostate  and  breast, 
which  accounted  for  10,000 
and  7,1 00  new  cases  of  can- 
cer, respectively. 

"The  thing  I always  hear  is 
that  we  haven't  made  any  real 
headway  with  cancer,"  com- 
ments Dr.  Lutzker.  "But  in  the 
area  of  cancer  research — in 
the  past  ten  years — we  have 
made  profound  insights  into 
how  a cancer  cell  differs  from  a 
normal  cell.  As  a scientist,  I feel 
that  if  we  don't  understand  can- 
cer at  this  level,  we  will  never 
have  any  real  success  in  treat- 
ing it." 

Equipped  with  this  growing 
information  about  the  molecu- 
lar biology  of  cancer,  re- 
searchers hope  to  translate  this 
knowledge  into  better  oncology 
treatment  and  longer  lives  for 
patients.  "This  will  revolutionize 
the  whole  approach  to  cancer 
treatment,"  says  Dr.  Rabson  of 
the  understanding  gained  from 
his  and  others'  research.  "This 
is  the  ultimate  fruit  from  what 
started  more  than  25  years  ago 
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MEDICAL  WEAR 


A Textile  Rental  Laundry  Service 

for  medical  linen  rental. 


Programs  include  weekly  delivery  and  cleaning  of 
lab  coats,  patient  gowns,  sheets,  towels  and  more. 


1-800-368-3676 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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ARE  YOU  READY? 


908-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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Andrew  D.  Miller,  MD,  MPH 


Monitoring  the  quality 
of  Medicaid  managed  care 


The  New  Jersey  Medicaid  program  is  moving  its  beneficiaries  into 
HMOs.  The  PRO  of  New  Jersey,  an  independent  quality  improve- 
ment organization,  is  monitoring  the  quality  of  care. 


Dr.  Miller  is  director, 
Medicaid  Managed  Care, 
affiliated  with  The  Peer 
Review  Organization  of 
New  Jersey. 

It  is  an  increasingly  familiar 
scenario:  A group  of  people 
have  their  health  insurance  cov- 
erage switched  from  fee-for-ser- 
vice  to  HMO  coverage.  Now 
in  New  Jersey,  it  is  Medicaid 
beneficiaries  who  are  being 
required  to  join  HMOs. 

Since  the  second  half  of 
1995,  the  New  Jersey 
Medicaid  program  has  been 
requiring  Medicaid  recipients 
in  some  counties  to  enroll  in 
HMOs.  At  the  same  time,  the 
program  also  began  to  monitor 
more  closely  the  quality  of  care 
provided  to  Medicaid  enrollees 
by  HMOs  participating  in 
Medicaid  managed  care  in 
New  Jersey.  The  Medicaid  pro- 
gram has  contracted  with  The 
Peer  Review  Organization  of 
New  Jersey  (The  PRO),  a not- 
for-profit  health  care  quality 
improvement  organization  gov- 
erned by  a physician  board,  to 
monitor  the  quality  of  care 


received  by  Medicaid  patients 
in  participating  HMOs. 

Federal  law  requires  that 
Medicaid  beneficiaries  have 
freedom  of  choice  of  providers, 
but  in  June  1995,  the  state  of 
New  Jersey  received  a waiver 
allowing  it  to  require  some 
Medicaid  beneficiaries  to  join 
HMOs.  Those  Medicaid  recipi- 
ents eligible  for  the  program 
through  Aid  to  Families  with 
Dependent  Children  (AFDC)  or 
AFDC-related  programs  are 
being  required  to  enroll  in 
HMOs  through  a program  offi- 
cially named  New  Jersey  Care 
2000.  The  purpose  of  this  pro- 
gram is  to  improve  access  to 
care,  encourage  preventive 
care,  improve  quality  of  care, 
and  reduce  costs.' 

Mandatory  enrollment  in 
HMOs  already  has  occurred  in 
four  counties:  Camden,  Essex, 
Hudson,  and  Gloucester,  with 
about  95  percent  of  AFDC 
recipients  in  these  counties 
enrolled  in  HMOs.  It  is  in  the 
process  of  happening  in  Cum- 
berland, Mercer,  Passaic,  and 
Union  Counties,  with  five  more 


counties  to  follow  shortly:  At- 
lantic, Bergen,  Burlington,  Mid- 
dlesex, and  Monmouth.  The 
mandatory  enrollment  of  AFDC 
recipients  in  HMOs  in  the 
remaining  eight  counties  is  to 
be  phased-in  by  the  end  of 
1997.  Currently,  more  than 
350,000  of  the  450,000  indi- 
viduals on  AFDC  in  New  Jersey 
are  enrolled  in  1 of  the  14 
HMOs  that  are  participating  in 
New  Jersey  Care  2000,  each 
operating  in  one  or  more  coun- 
ties (Figure  1). 

When  looking  at  the 
Medicaid  managed  care  pro- 
gram in  New  Jersey,  it  is  impor- 
tant to  remember  what  it  is 
replacing:  fee-for-service  reim- 
bursement with  low  reimburse- 
ment rates  for  care  provided  by 
physicians  in  private  practice, 
but  reimbursement  at  cost  for 
emergency  room  and  hospital 
outpatient  care. 

A number  of  points  that 
increase  the  probability  of 
New  Jersey  Care  2000  pa- 
tients receiving  quality  care 
also  are  worth  noting: 
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The  PRO  has  been  chosen  to  meet  the  federal  requirement  for 
external  quality  review  of  the  quality  of  care  provided  by 
participating  HMOs. 


• HMOs  have  to  meet  a 
strict  set  of  requirements  to  be 
approved  to  operate  in  New 
Jersey — systems  and  processes 
have  to  be  developed  before 
approval.  Therefore,  it  is  diffi- 
cult for  inexperienced  HMOs  to 
enter  the  Medicaid  managed 
care  market  in  New  Jersey. 

• HMOs  have  to  operate 
under  their  commercial  name 
for  their  Medicaid  business  in 
New  Jersey. 

• HMOs  have  to  make  their 
commercial  network  of  pro- 
viders available  to  Medicaid 
managed  care  members. 

External  quality  review.  The 
PRO  has  been  chosen  to  meet 
the  federal  requirement  for 
external  quality  review  of  the 
quality  of  care  provided  by 
HMOs  participating  in  Med- 
icaid managed  care  in  New 
Jersey. 

While  optimally  the  Medi- 
caid program  and  The  PRO 
would  measure  rates  of  death 
and  illness,  in  most  cases  it  is 
very  difficult  to  ascribe  out- 
comes to  the  quality  of  care 
received  by  members  of  an 
HMO  until  these  members  have 
been  in  the  plan  for  a number 


Figure  1.  HMOs  participat- 
ing in  Medicaid  managed 
care  in  New  Jersey.* 

Americaid 

American  Preferred  Providers 
AmeriHealth 

Community  Healthcare  Plan 
First  Option  Health  Plan 
Garden  State  Health  Plan 
Harmony  Health  Plan 
HIP  Health  Plan 
Liberty  Health  Plan 
Managed  Healthcare  Systems 
Med  ig  roup 
Oxford  Health  Plan 
University  Health  Plan 
US  Healthcare 
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of  years.  Therefore, 

The  PRO  and  the 
Medicaid  program 
are  utilizing  a series  of 
measures  of  the  pro- 
cess of  care  to  review 
quality  of  care  (Figure 
2). 

Evaluation  of  HMO 
internal  quality  assur- 
ance programs  is  per- 
formed by  The  PRO  to 
determine  if  the  HMO 
has  a system  in  place 
that  allows  it  to  pro- 
vide quality  care  and 
to  monitor  to  ensure 
that  quality  care  is 
being  provided.  This 
review  looks  at  an 
HMO's  provider  net- 
work, access  to  ser- 
vices, quality  assur- 
ance studies,  member 
services,  health  pro- 
motion activities,  com- 
plaint/grievance pro- 
cedures, record  keep- 
ing, and  utilization 
review.  It  is  being 
done  in  conjunction  with  the 
Medicaid  program,  which  also 
monitors  HMO  organizational 
structure,  marketing,  fiscal  sol- 
vency, and  data  processing 
systems. 


The  Medicaid  program  re- 
quires that  participating  HMOs 
report  information  about  all 
patient  encounters  for  their 
Medicaid  beneficiaries.  For 
every  patient  visit,  basic  data, 
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The  need  for  physicians  to  document  what  occurred  during  the 
patient  visit  is  important,  as  the  medical  record  is  a tool  for 
other  parties. 


including  a patient  identifier, 
why  the  patient  was  seen,  and 
what  procedures  (if  any)  were 
done,  must  be  submitted. 

Encounter  data  are  extreme- 
ly important  in  being  able  to 
identify  groups  of  patients  in 
order  to  study  quality  of  care, 
e.g.  diabetes,  asthma,  or  chil- 
dren with  otitis  media. 
However,  the  data  do  not  pro- 


vide enough  detail  to  really 
know  if  quality  care  is  being 
provided.  For  example, 
encounter  data  can  indicate 
how  many  well  child  visits  a 
plan  has  provided,  but  it  does 
not  provide  information  about 
the  comprehensiveness  of  such 
visits. 

Through  medical  record 
review,  The  PRO  can  determine 


the  quality  of  care  provided 
during  patient  encounters.  It  is 
important  to  note,  however, 
that  what  is  being  studied  in 
medical  record  review  is  not 
what  care  actually  was  provid- 
ed, but  what  care  was  record- 
ed. Thus,  the  need  for  physi- 
cians to  document  what  oc- 
curred during  a patient  visit  is 
increased,  as  the  medical 
record  is  be- 
coming less  the 
tool  of  the  physi- 
cian and  more 
of  a tool  for 
other  parties, 
e.g.  quality  re- 
viewers and 
payers. 

The  PRO  re- 
views medical 
records  selected 
at  random,  as 
well  as  those 
regarding  spe- 
cific types  of  care,  e.g.  lead 
screening,  prenatal  care,  risk 
assessment  for  cardiovascular 
disease. 

Patient  satisfaction  surveys 
offer  another  dimension  of 
quality  of  care  measurement. 
The  Medicaid  program  has 
contracted  with  the  health  ben- 
efits coordinator  that  enrolls 


Medicaid  beneficiaries  in 
HMOs  to  perform  these  surveys 
in  New  Jersey. 

Moving  Medicaid  patients 
into  managed  care  in  New 
Jersey  has  transferred  the 
responsibility  for  direct  over- 
sight of  physician  practice  (and 
that  of  other  providers)  from  the 
Medicaid  program  to  the  par- 
ticipating HMOs.  Physicians 
participating  in  Medicaid  man- 
aged care  no  longer  will  be 
operating  independently  as 
providers  of  medical  care,  but 
instead  will  be  part  of  an  orga- 
nized system  of  care. 

New  Jersey  Care  2000  has 
the  potential  to  improve  access 
to  care  for  Medicaid  patients  in 
New  Jersey  by  increasing  the 
number  of  physicians  providing 
care  to  Medicaid  patients  and 
to  improve  the  quality  of  care 
that  those  patients  receive  by 
replacing  episodic  care  with 
continuing  care  provided  by 
primary  care  physicians. 

Reference 

1 . Miller  VG:  Moving  to- 
ward managed  care,  The  Times 
Trenton,  NJ,  January  HlTTl 


Figure  2.  Types  of  measures  used  to 
monitor  quality  of  care  provided  by 
HMOs  participating  in  Medicaid  man- 
aged care  in  New  Jersey. 

• Evaluation  of  HMO  internal  quality 
assurance  programs 

• Review  of  encounter  (claims)  data 

• Medical  record  review 

• Patient  satisfaction  surveys 
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MSNJ 

LEGAL  CONSULTANT  NETWORK 

Three  New  Jersey  law  firms  (shown  in  sidebar ) have 
been  carefully  previewed  and  selected  as  charter 
members  of  the  Medical  Society  of  New  Jersey  Legal 
Consultant  Network. 

MSNJ  members  are  entitled  to  register  their  engage- 
ment of  any  firm  in  the  Network  for  professional 
services.  MSNJ  will  monitor  the  engagement  to  assure 
that  the  MSNJ  member,  as  a client,  is  satisfied  with 
the  services  and  that  the  engagement  is  working  for 
the  member’s  benefit. 

To  register  the  engagement,  MSNJ  members  may 
contact  Karen  Monsees  at  MSNJ,  609/896-1766, 
extension  245. 

The  Network  firms  and  areas  that  have  been 
selected  are  valid  for  1997- 


Kern  Augustine  Conroy 
&Schoppmann,  PC 

1120  Route  22  East 
Bridgewater,  NJ  08807 
908/704-8585 

► All  areas  of  health  law 
and  physician  representatioi 


Timins,  Larsen,  Beacham  & Hug 

85  Livingston  Avenue 
Roseland,  NJ  07068 
201/740-1771 

► Employment  and  commerce 
law,  ethics,  health  and  other 
insurances,  occupational 
safety  and  health,  probate 
and  real  estate 


Benesch  & Obade,  PC 

Princeton  Pike  Corporate  Ce 
993  Lenox  Drive,  Suite  101 
Lawrenceville,  NJ  08648 
609/844-7590 

► All  areas  of  health  law 
pertaining  to  physicians 


- 


Monroe  S.  Karetzky,  MD 


Nutrition  and  health  care: 
Economic  considerations 


Nutritional  medicine  is  a dynamic  area  of  clinical 
investigation.  This  includes  strategies  in  the  treatment  of 
chronic  and  acute  disease  and  the  promotion  of  well-being. 


Dr.  Karetzky  is  director, 
Pulmonary  and  Critical 
Care  Medicine,  Newark 
Beth  Israel  Medical 
Center. 

The  annual  health  care  costs 
in  the  United  States,  approxi- 
mately $1.2  trillion  for  1996, 
are  unacceptable  to  business- 
es, consumers,  and  third-party 
payors.  Therefore,  current  con- 
cepts of  nutrition  may  be 
expected  to  convey  economic 
as  well  as  health  benefits.  The 
potential  savings  to  hospitals 
and  the  Medicare  and 
Medicaid  programs  from  the 
establishment  of  a standard  of 
care  for  nutritional  therapy  has 
been  estimated  to  be  in  the  hun- 
dreds of  millions  of  dollars 
annually. 

Experimental  nutritional  regi- 
mens such  as  caloric  restriction 
have  been  observed  to  delay 
the  onset  of  a variety  of  age- 
associated  physiological  and 
pathological  changes  and  to 
extend  the  average  and  maxi- 
mum life  span  of  animals.  An 
understanding  of  the  mecha- 
nisms responsible  for  the  effica- 
cy of  such  a regimen  has  great 


implications  for  human  health 
and  the  economics  of  health 
care  delivery.  For  example,  the 
perception  of  aging  as  a dis- 
ease process  has  been  associ- 
ated with  the  concept  of  the 
"oxygen  paradox."  This  phe- 
nomenon of  oxygen  toxicity 
occurring  over  time  at  sea  level 
is  thought  to  represent  the 
cumulative  effects  of  a lifetime 
of  molecular  oxidative  damage 
resulting  from  the  continuous 
generation  of  reactive  oxygen 
metabolites.  The  threatened 
harm  of  these  oxygen  species 
has  stimulated  the  use  of  neu- 
traceuticals  such  as  vitamin  E to 
bolster  the  body's  antioxidative 
defenses.  This  has  become  part 
of  clinical  programs  for  com- 
bating stroke  and  coronary 
artery  disease  where  it  has 
been  shown  by  some  epidemi- 
ological studies  to  decrease  the 
recurrence  of  ischemic  epi- 
sodes. 

Atherosclerosis.  The  ex- 
traordinary high  medical 
expense  from  coronary  bypass 
operations  and  angioplasty  as 
well  as  the  human  costs  of  dis- 
ability and  death  from  coro- 
nary disease  should  stimulate 


interest  in  cost-saving  nutritional 
solutions. 

Promoters  or  inhibitors  of 
coronary  heart  disease  have 
proposed  a variety  of  diets 
(Table  1).  For  example,  elevat- 
ed homocysteine  levels  associ- 
ated with  low  folate  levels  have 
been  linked  to  an  increased 
risk.  The  mechanisms  proposed 
for  homocysteine  effects 
include  endothelial  cell  toxicity, 
adverse  coagulation  effects, 
and  stimulation  of  smooth  mus- 
cle proliferation.  Neutraceu- 
ticals  like  foiate  that  can  reduce 
elevated  homocysteine  levels 
and  antioxidants  such  as  vita- 
min C,  vitamin  E,  and  beta 
carotene,  may  be  added  to  the 
foods  of  a cholesterol-lowering 
diet  and,  thus,  serve  as  a com- 
bined regimen  for  primary  or 
secondary  prevention  of  ather- 
osclerosis. This  potential  low- 
cost,  noninvasive  management 
of  coronary  artery  disease  has 
few  if  any  adverse  effects. 

While  studies  may  conclude 
that  the  money  spent  on  low- 
dose  vitamin  supplements  for 
less  than  two  years  is  wasted, 
there  is  an  apparent  lowering 
of  the  risk  of  death  from  coro- 


mitmmri 
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The  cost  of  an  overweight  population , including  direct  medical 
charges  to  days  of  work  lost  and  weight-related  sickness  is 
approaching  $100  billion  a year  in  the  United  States. 


Table  1 . Atherosclerotic  coronary  artery 
heart  disease:  Nutritional 
promoters  and  protectors. 

Dietary  Pathogens 

Cholesterol — down  regulates  hepatic — LDL — receptor 
Saturated  fatly  acids,  especially  myristic  and  palmitic 
Trans  fatty  acids — hardening  (hydrogenation)  of  oils 
Animals  fats 

Dietary  Protectors 

Polyunsaturated  fats 
n-6  fatty  acid-rich  vegetable  oils 
n-3  fatty  acids  from  fish  and  fish  oils 
Monounsaturated  fats 

Plant  foods — fruit,  vegetables,  grains,  and  beans 
Antioxidants — vitamin  E,  vitamin  C,  beta  carotene 
Folic  acid 


nary  heart  disease  by  taking 
the  supplements  in  high  doses 
for  more  than  two  years.12  The 
best  and  most  cost-effective 
intervention  is  to  eat  as  much 
natural  antioxidants  as  possi- 
ble. The  advice  to  eat  more 
whole  grain  cereals,  oils  (the 
main  source  of  vitamin  E),  olive 
oil,  nuts,  fresh  citrus  fruits  (the 
main  source  of  vitamin  C),  fresh 
vegetables,  and  potatoes 
needs  more  emphasis. 

Foods  containing  saturated 
and  trans-fatty  acids  enhance 
coronary  occlusion.  In  contrast, 


fish  oil  fatty  acids  are  thought  to 
be  protective  against  the  pro- 
gression of  clinical  coronary 
heart  disease  because  of  their 
antithrombotic,  hypolipidemic, 
and  antiarrhythmic  actions. 

Salt  wafer  drowning. 
Salt  intake  is  one  of  the  most 
important  determinants  of 
blood  pressure  differences 
between  and  within  popula- 
tions. The  balance  between  salt 
intake  and  excretion  is  a cru- 
cial determinant  of  extracellular 
fluid  (ECF)  volume.  A reduction 
of  daily  salt  intake  from  1 0 to  5 


g is  associated  with  a decrease 
of  1 .0  to  1 .51  in  ECF  and  a 
corresponding  weight  loss  of 
1 .0  to  1 .5  kg.  The  common 
therapeutic  reduction  in  salt 
intake  helps  to  lower  diuretic 
requirements  and  to  improve 
control  of  sodium  and  water 
retention  in  disorders  such  as 
heart  failure,  cirrhosis,  and 
renal  disease. 

High  salt  intake,  however, 
has  more  subtle  effects,  includ- 
ing an  increased  frequency  of 
stroke.3'4  This  has  been  attrib- 
uted both  to  increasing  blood 
pressure  and  to  an  increase  in 
arterial  stiffness.  A correlation 
also  has  been  suggested 
between  cerebrovascular  mor- 
tality and  stomach  cancer.5 
Moreover,  salt  intake  without 
regard  to  blood  pressure  con- 
trol has  been  shown  to  be  an 
independent  predictor  of  left- 
ventricular  hypertrophy  as  well 
as  its  regression.67  High  salt 
intake  also  is  felt  to  hasten  dete- 
rioration of  renal  function  in 
patients  with  renal  disease.  A 
variety  of  other  chronic  dis- 
eases has  been  associated  with 
high  salt  intake  such  as  osteo- 
porosis and  asthma.  Salt 
intake,  because  of  its  recipro- 
cal effect  on  urinary  calcium 
loss,  has  been  related  to  bone 
demineralization  and,  as  a 
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result  of  increasing  smooth  mus- 
cle reactivity  in  arteries  and  in 
airways,  high  salt  intake 
increases  the  severity  of  asth- 
ma.8 Asthma  mortality  in 
England  and  Wales  has  been 
correlated  with  the  amount  of 
table  salt  purchased.9 

Despite  the  benefits  of  refrig- 
eration permitting  foods  to  be 
processed  without  adding 
large  amounts  of  salt,  the  food 
industry  has  done  little  to 
decrease  levels  to  those  recom- 
mended. Increasing  consump- 
tion of  processed  food  means 
that  salt  intake,  rather  than 
being  controlled  by  the  house- 
hold cook  or  those  eating  at  the 
table,  is  dependent  on  the 
amount  of  salt  added  by  food 
manufacturers  who  manipulate 
the  concentration  to  be  similar 
to  that  of  sea  water.  Since  80 
percent  of  our  salt  intake  comes 
from  processed  food,  it  is  time 
to  question  food  manufacturers 
who  force  us  into  a very  high 
salt  intake,  similar  to  the  prob- 
ing of  those  companies  that 
add  nicotine  to  tobacco  and 
asbestos  to  floor  tiles. 

Obesity.  Caloric  restriction 
without  malnutrition  has  been 
shown  to  extend  the  maximum 
lifespan  of  animals.  More 
importantly,  food  consumption 
above  an  optimal  level  pro- 
gressively shortens  longevity. 
Caloric  restriction  produces  a 
broad  array  of  physiological 
alterations  (Table  2)  that, 
together,  may  be  considered  a 


"delayed  aging"  profile.  Pur- 
ported mechanisms  include  the 
induction  of  a hypometabolic 
state  with  a decrease  in  meta- 
bolic rate  and  a related  attenu- 
ation of  oxidative  stress. 
Despite  societal  pressures,  with 
preferred  individual  body 

types,  Americans  continue  to 
gain  excessive  weight.10 


Since  the  1 960s,  with  the 
introduction  of  diet  sodas  and 
weight  control  programs,  obesi- 
ty has  spawned  a $40  billion  a 
year  industry  to  control  itself. 
The  biotechnology  sector  now 
is  prepared  to  enter  the  fray.  In 
1991,  data  indicated  that  one- 
third  of  all  Americans  were 
obese,  up  from  25  percent  a 
decade  earlier.  If  this  continues, 
this  will  reach  100  percent  by 
the  year  2230.  Obesity,  there- 
fore, is  a growing  concern  for 
those  in  control  of  the  health 
care  dollar.  While  obesity  now 
is  recognized  as  a chronic  dis- 


ease, it  rarely  is  listed  on  the 
death  certificate.  However,  it  is 
known  to  increase  the  risk  of  a 
diverse  array  of  diseases 
including  stroke,  heart  disease, 
diabetes,  varicose  veins,  brain 
tumors,  sterility,  infertility,  and 
sleep  apnea.  The  cost  of  an 
overweight  population,  includ- 
ing everything  from  direct  med- 


ical charges  to  days  of  work 
lost  from  weight-related  sick- 
ness, is  estimated  to  approach 
$100  billion  a year  in  the 
United  States. 

Indeed,  obesity  may  be  the 
greatest  source  of  hidden  med- 
ical costs  to  our  society.  Recent 
advances  in  understanding  the 
mechanisms  of  obesity  may 
lead  to  effective  advances  in 
therapeutics  through  drug 
development.  The  FDA  recently 
approved  the  first  anti-obesity 
drug  in  23  years,  dexfenflu- 
ramine  (Redux®),  a serotonin 
reuptake  inhibitor  and  releaser. 


Table  2.  Delayed  aging  profile  of  caloric 
restriction. 

1 . Enhanced  behavior  patterns  and  learning. 

2.  Enhanced  immune  responses. 

3.  Enhanced  enzyme  activities. 

4.  Enhanced  hormonal  action. 

5.  Enhanced  glucose  tolerance. 

6.  Enhanced  DNA  repair  capacity. 

7.  Enhanced  rates  of  protein  synthesis. 
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Rather  than  working  to  "speed 
up"  the  metabolic  rate  as  previ- 
ous weight-control  drugs  were 
designed  to  do,  this  new  family 
of  drugs  acts  to  promote  a 
sense  of  satiety.  (The  cost  of 
anti-obesity  drug  therapy  is  esti- 
mated at  $75  a month.) 

The  FDA  also  approved  the 
limited  commercial  use  of  a 
zero  fat  cooking  oil,  which  is 
being  used  in  the  test  marketing 
of  fat-free  corn  and  potato 
chips.  Other  products  coming 
to  market  include  appetite  sup- 
pressors, such  as  blockers  of 
neuropeptide  Y,  intestinal  food- 
binders  impairing  fat  absorp- 
tion, and  agonists  to  a variety 
of  mediators  influencing  metab- 
olism. A good  nutritional  edu- 
cation— eat  less  and  exercise 
more — still  will  be  required. 
Prospective  data  have  shown 
clearly  that  a knowledge  of  the 
nutritional  associations  with  dis- 
ease and  of  dietary  recommen- 
dations precede  healthful 
dietary  changes." 

Perhaps  the  most  spectacular 
anti-obesity  breakthrough  came 
from  Rockefeller  University 
where  researchers  discovered 
an  obesity  gene  (ob)  that  con- 
trolled production  of  a hitherto 
unknown  protein  called  leptin 
after  the  Greek  word  "leptos," 
meaning  thin.  Daily  injections 
of  leptin  made  obese  mice  lose 
up  to  40  percent  of  their 
weight.  Increased  serum  leptin 
concentrations  in  obese  sub- 
jects suggests  a decreased  sen- 


sitivity or  resistance  to  leptin.12 
The  subsequent  discovery  of 
other  obesity  genes  has  led  to 
an  intense  race  in  the  biotech- 
nology and  pharmaceutical 
industries  to  come  up  with  a 
"blockbuster"  drug.  It  is  not  sur- 
prising that  the  contributing  fac- 
tors for  the  development  of  obe- 
sity are  not  well  understood  or 
clearly  identified;  body  weight 
is  regulated  by  complex  mech- 
anisms, and  a defect  in  any 
may  lead  to  obesity.13  It  is 
hoped  that  leptin  will  be  thera- 
peutically useful  for  human  obe- 
sity and  is  in  the  early  phases 
of  clinical  testing  in  humans. 
Recent  work  suggests  that 
secretion  of  leptin  does  more 
than  decrease  food  intake.  Its 
secretion  by  fat  cells  may  be  a 
mechanism  whereby  increased 
adiposity  causes  insulin  resis- 
tance characterizing  non- 
insulin dependent  diabetes  mel- 
litus.14 

A view  toward  the 
future.  Medical  school  curric- 
ula do  not  give  nutrition  its  por- 
tion of  the  educational  pie. 
Nevertheless,  nutritional  con- 
cepts have  become  an  integral 
part  of  medical  practice  in 
patient  assessment,  therapeutic 
intervention,  and  health  mainte- 
nance. Oncology  presents  the 
best  evidence  of  the  new  strate- 
gic direction  offered  by  bionu- 
trition. It  is  applied  in  oncother- 
apy  to  restore  depleted  re- 
serves and  in  initial  patient 
assessment  for  the  determina- 


tion of  compounding  risk  fac- 
tors. Perhaps  most  fascinating 
is  the  National  Cancer  Institute 
recommendation  to  decrease 
fat  consumption  and  to  in- 
crease fiber  consumption  for 
cancer  prevention,15  and  the 
discovery  of  the  potential  pro- 
tective action  of  certain  foods 
such  as  broccoli  and  other  cru- 
ciferous vegetables  that  contain 
the  anticancer  agent  sulfo- 
phane. 

Nutritional  supports  in  acute- 
ly and  chronically  ill  patients 
include  preservation  of  host 
defenses,  repletion  of  lean 
body  mass,  and  avoidance  of 
specific  nutrient  deficiencies, 
with  expected  outcomes  of 
improved  length  of  stay  and 
increased  survival.  An  example 
of  such  applied  nutritional  sci- 
ence is  seen  in  the  implied 
pathogenic  role  of  oxyradical 
stress  in  sepsis.  It  is  postulated 
that  the  uncontrolled  release  of 
oxygen  species  causes  alter- 
ations in  the  metabolic  process- 
ing of  macromolecules,  hydrol- 
ysis of  carbohydrates,  function- 
al and  structural  defects  in  pro- 
teins, lipid  peroxidation,  and 
nucleic  acid  oxidation,  result- 
ing in  altered  DNA  repair  and 
differentiation.  All  of  these  play 
a contributing  role  in  multior- 
gan dysfunction.  While  the  effi- 
cacy of  repleting  antioxidant 
systems  with  boutique  nutraceu- 
ticals  for  this  syndrome  has  not 
yet  been  documented  convinc- 
ingly, such  efforts  clearly  illus- 
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trate  the  current  goals  of  nutri- 
tional pharmacology. 

We  should  understand  terms 
I such  as  "nutritional  pharmacol- 

; ogy"  and  "nutriceutical-like" 

effects,  as  well  as  the  applica- 
tion of  other  well-recognized 
clinical  concepts  such  as  global 
nutritional  deficiency,  the  identi- 
fication of  the  culprit  nutrient  for 
| repletion,  and  the  initiation  of 
salvage  nutritional  intervention. 

It  is  clear  that  nutritional  med- 
icine is  a dynamic  area  of  clin- 
ical investigation.  Moreover, 
promising  developments  give 
rise  to  a growing  awareness  of 
the  economic  consequences  of 
its  application  in  patient  man- 
agement. This  includes  both  the 
strategies  in  treatment  or  stabi- 
lization of  chronic  and  acute 
disease,  and  the  promotion  of 
well-being  not  only  in  self-select- 
ed individuals  in  traditional 
clinical  settings,  but  also  in 
broad  community-based  pro- 
grams. 
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DO  YOU  HAVE  THE  RIGHT  TIME] 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 

SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


1 EXECUTIVE  BLVO. 


YONKERS,  NY  10701 
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Supportive  care 

FOR  THE  DYING 


Dr.  Mitchell  is  a 
consultant  to  the  MSNJ 
Committee  on  Biomedical 
Ethics.  He  is  chair, 
Department  of  Biomedical 
Ethics,  Graduate  Medical 
Education,  Seton  Hall 
University. 

In  April  1996,  the  United 
States  Court  of  Appeals  for  the 
Second  Circuit  declared  uncon- 
stitutional two  New  York  State 
laws  prohibiting  physicians 
from  acceding  to  requests  of 
terminally  ill,  mentally  compe- 
tent patients  for  drugs  to  hasten 
death.  A month  earlier,  the 
United  States  Court  of  Appeals 
for  the  Ninth  Circuit  declared 
unconstitutional  a statute  in  the 
state  of  Washington  that  pro- 
hibited physicians  from  assist- 
ing terminally  ill  patients  to  end 
their  lives.  In  early  fall  1996, 
the  United  States  Supreme 
Court  agreed  to  hear  these 
cases  on  appeal.  Oral  argu- 
ments were  heard  on  January 
8,  1997,  and  the  Supreme 
Court  is  expected  to  render  a 
decision  in  late  spring. 

Long  before  the  Supreme 
Court  agreed  to  consider  the 
constitutionality  of  assisted  sui- 
cide, the  Committee  on  Bio- 
medical Ethics  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
was  involved  in  carefully  con- 


sidering the  ethical  and  moral 
implications  of  physician-assist- 
ed suicide  for  the  practice  of 
medicine  in  New  Jersey.  Fore- 
most in  the  minds  of  the  mem- 
bers of  the  Committee  on 
Biomedical  Ethics  was  the 
impact  of  the  legalization  of 
physician-assisted  suicide  on 
the  integrity  of  the  patient-physi- 
cian relationship,  and  the  trust 
that  must  exist  between  the 
patient  and  physician  especial- 
ly in  the  care  of  the  dying 
patient. 

The  MSNJ  Board  of  Trustees 
approved  the  submission  of  a 
amicus  curiae  brief  to  the 
United  States  Supreme  Court  in 
support  of  the  petition  of  the 
State  of  New  York  challenging 
the  ruling  of  the  United  States 
Court  of  Appeals  for  the 
Second  Circuit.  This  amicus 
curiae  brief  was  submitted  by 
MSNJ  in  consideration  of  the 
unique  role  that  the  state  of 
New  Jersey  has  played  in 
advancing  the  decision-making 
rights  of  patients  and  their  sur- 
rogates in  treatment  decisions 
at  the  end  of  life.  Paul  W. 
Armstrong,  JD,  LLM,  who  repre- 
sented the  family  of  Karen  Ann 
Quinlan  in  the  landmark  deci- 
sion of  the  New  Jersey  Su- 
preme Court  in  1 976,  played  a 


John  J.  Mitchell,  Jr,  PhD 

principal  role  in  the  develop- 
ment of  the  amicus  curiae  brief 
on  behalf  of  the  MSNJ  Board  of 
Trustees. 

Although  the  development  of 
MSNJ:  Statement  on  Physician- 
Assisted  Suicide  (sidebar)  and 
the  submission  of  a amicus  curi- 
ae brief  are  noteworthy  efforts 
on  the  part  of  MSNJ,  it  is  even 
more  important  to  understand 
these  efforts  within  a broader 
context  shaped  by  the  commit- 
ment of  the  physician  members 
of  MSNJ  to  re-dedicate  them- 
selves to  the  compassionate 
care  of  hopelessly  ill  patients. 
More  than  simply  saying  "no" 
to  physician-assisted  suicide, 
these  recent  efforts  of  MSNJ 
and  those  to  follow,  are  intend- 
ed to  sound  a renewed  call  to 
physicians  and  to  all  caregivers 
to  understand  and  respond 
better  to  the  needs  of  the  dying 
patient. 

The  commitment  of  the  physi- 
cian members  of  MSNJ  to  pro- 
vide comfort  and  care  to 
patients  at  the  end  of  life  is  a 
pledge  that  is  grounded  in  a 
promise  to  act  always  in  the 
best  interest  of  the  patient.  This 
pledge  is  rooted  in  the  long- 
established  moral  tradition  of 
medicine  and  it  is  embodied 
today  in  the  following  princi- 
ples. 
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A relationship  of  trust  and 
fidelity.  Physicians  will  remain 
faithful  to  their  patients  and 
offer  them  the  consolation  and 
support  of  a relationship  of 
trust.  Patients  will  not  be  aban- 
doned in  the  dying  process  but 
will  find  in  their  physicians  a 
comforting  companion  as 
death  draws  near. 

Communication.  Essential  to 
the  care  of  the  dying  patient  is 
open  and  honest  communica- 
tion between  the  patient  and 
the  physician.  Experience 
teaches  us  that  nothing  unset- 
tles the  dying  patient  more  than 
the  uncertainty  about  the  future. 
Education,  honest  communica- 
tion, and  truthful  disclosure 
should  not  traumatize  the 
patient,  but  should  foster  a 
sense  that  the  patient  can 
remain  in  some  control  of  future 
events. 

Autonomy.  The  care  of  the 
dying  patient  calls  upon  the 
physician  to  nurture  the  autono- 
my of  the  patient.  Autonomy, 
fostered  in  a trusting  relation- 
ship, enables  the  patient  to 
decide  the  appropriate  use  of 
potentially  life-prolonging  med- 
ical treatments  and  interven- 
tions. And  it  enables  the  patient 
to  forego  or  withdraw  from 
such  treatments  and  interven- 
tions when,  in  the  informed 
judgment  of  the  patient,  the 
benefits  provided  are  over- 
shadowed by  the  burdens  the 
treatments  impose. 

Relief  of  suffering.  A commit- 
ment to  the  care  of  the  dying 
obliges  physicians  to  recognize 


that  the  management  of  pain  at 
the  end  of  life  may  be  the  great- 
est gift  a physician  can  offer. 
Respect  for  the  dignity  of  the 
patient  understands  that  the 
dying  patient  has  a right  to 
expect  that  pain  relief  will  be 
administered  with  all  the  exper- 
tise and  compassion  that  mod- 
ern medicine  has  to  offer. 


Advance  directives.  Physi- 
cians dedicated  to  compassion- 
ate care  of  dying  patients  will 
recognize  the  value  of  advance 
directives  either  in  the  form  of  a 
living  will  or  the  appointment  of 
a health  care  proxy.  Although 
such  instruments  cannot  replace 
the  richness  of  a patient-physi- 
cian relationship  within  which 
treatment  choices  are  mutually 
explored  and  understood,  they 
can  be  helpful  tools  when  the 
patient  no  longer  is  able  to 
communicate. 

Hospice  care.  It  is  appropri- 
ate for  physicians  to  recognize 
when  the  resources  of  modern 


medicine  no  longer  may  offer 
benefit  to  the  patient.  In  such 
circumstances  and  in  consider- 
ation of  enhancing  the  dignity 
of  the  patient,  hospice  care 
often  is  in  the  best  interest  of  the 
patient. 

The  health  care  team. 
Caring  for  the  dying  patient  is 
rarely  the  responsibility  of  the 
physician  alone.  The  compas- 
sionate care  of  the  dying 
patient  often  requires  the 
involvement  of  nurses,  social 
workers,  pastoral  care  profes- 
sionals, and  other  health  pro- 
fessionals who  bring  different 
gifts  and  talents  to  the  care  of 
the  dying.  Physician  support  of 
a team  approach  to  the  care  of 
the  dying  enhances  the  dignity 
of  the  patient. 

Conclusion.  The  care  of  the 
dying  patient  is  a profound 
duty  and  fundamental  responsi- 
bility of  the  physician.  The 
Hippocratic  oath  counsels  the 
wise  physician  to  recognize 
that  even  when  the  patient  is 
"overmastered  by  disease,"  the 
patient  should  be  accorded  the 
solace  and  comfort  of  a caring 
friend. 

A physician's  obligation  to 
care  for  the  dying  patient  has 
never  been  an  easy  task.  But  it 
is  a task  essential  to  the  physi- 
cian's vocation.  The  long  tradi- 
tion of  medicine  has  under- 
stood the  physician  as  the 
patient's  trusted  companion  as 
death  approaches.  Today  this 
noble  tradition  deserves 
respect  perhaps  more 
than  ever.  LiUiJ 
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MSNJ:  Statement  on  physician-assisted  suicide 


Physicians  cannot  serve  the  patient's  good 
by  deliberately  eliminating  the  patient.  There 
has  been,  is,  and  always  will  be  a clear  dis- 
tinction between  causing  a death  as  contrast- 
ed with  permitting  death  to  occur. 

"Aid-in-dying,"  the  right  to  die,  physician- 
assisted  suicide,  or  euthanasia  imply  an  oblig- 
ation on  the  part  of  others  to  kill  or  help  to  kill. 
There  is  no  such  right.  It  is  difficult  to  imagine 
and  configure  a limited  statute  permitting 
homicide  by  a privileged  few  and  exercised 
in  the  name  of  humanity. 

Further,  there  is  no  way  to  confine  the  prac- 
tice to  those  knowingly  and  really  requesting 
death.  The  vast  majority  of  persons  who  are 
candidates  for  assisted  death  are,  and 
increasingly  will  be,  incapable  of  choosing 
and  effecting  such  a course  of  action  for  them- 
selves. No  one  with  an  expensive  or  trouble- 
some infirmity  will  be  safe  from  the  pressure  to 
have  his  right  to  die  exercised.  Some  reasons 
in  favor  of  death  might  even  be  construed  as 
a duty  to  die. 

Moreover,  under  physician-assisted  suicide, 
the  medical  profession's  devotion  to  healing 
and  refusal  to  kill,  its  ethical  center,  would  be 
destroyed  along  with  patient  trust  and  physi- 
cian self-constraint.  Physicians  do  not  require 
the  tool  of  death . 

Sentiments  in  support  of  physician-assisted 
suicide  are  understandable  in  a culture  that  at 
times  is  tempted  to  embrace  seemingly  easy 
solutions  to  complex  social  and  moral  issues. 
Support  for  physician-assisted  suicide  also 
may  be  fueled  by  a limitless  sense  of  individ- 
ual rights  and  personal  autonomy.  Popular 
support  for  physician-assisted  suicide  also 
may  be  the  consequence  of  the  legitimate  con- 
cerns of  individuals  who  fear  that  confronting 
death  at  the  end  of  a terminal  illness  may 
result  in  a loss  of  their  dignity,  unrelieved  pain, 
and  even  abandonment  by  their  physicians. 

In  the  face  of  recent  and  pending  court 
decisions,  and  despite  popular  sentiments  in 
American  culture,  MSNJ  affirms  without  equiv- 


ocation its  opposition  to  euthanasia  and  physi- 
cian-assisted suicide  in  any  form  or  manner. 
Furthermore,  MSNJ  endorses  the  official  policy  of 
the  American  Medical  Association  (AMA)  (Policy 
140.952)  that  declares  that  "physician-assisted 
suicide  is  fundamentally  inconsistent  with  the 
physician's  professional  role."  MSNJ  also  endors- 
es the  Opinion  of  the  Council  on  Ethical  and 
Judicial  Affairs  (Opinion  2.21  1),  which  states  that 
"physician-assisted  suicide  is  fundamentally 
incompatible  with  the  physician's  role  as  healer, 
would  be  difficult  or  impossible  to  control,  and 
would  pose  serious  societal  risks." 

Although  MSNJ  stands  in  opposition  to  physi- 
cian-assisted suicide,  this  position  should  not  be 
interpreted  in  any  way  so  as  to  compromise  the 
ethically  and  legally  protected  right  of  terminally 
ill  patients  to  participate  fully  in  treatment  deci- 
sions at  the  end  of  life,  including  the  right  to  exe- 
cute and  implement  advance  directives  and  to 
refuse  or  request  the  withdrawal  of  aggressive 
forms  of  medical  treatment  that  in  the  informed 
opinion  of  the  patient  impose  burdens  which  out- 
weigh the  benefits. 

Nor  should  MSNJ's  opposition  to  all  forms  of 
physician-assisted  suicide  be  interpreted  to  com- 
promise the  right  of  patients  to  receive  appropri- 
ate pain  treatment  to  relieve  suffering  in  the  final 
stages  of  a terminal  illness.  The  provision  of 
appropriate  pain  treatment,  even  if  in  some 
instances  this  may  hasten  the  death  of  the  patient, 
does  not  constitute  a form  of  physician-assisted 
suicide.  MSNJ,  echoing  the  ethical  principles 
espoused  by  the  AMA,  recognizes  a fundamental 
ethical  distinction  between  actions  that  are  direct- 
ly intended  to  end  the  life  of  a patient  and  actions 
that  have  as  a secondary  consequence  of  this 
effect. 

Finally,  MSNJ  is  eager  that  physicians  through- 
out the  state  vigorously  discuss  responsibilities  to 
dying  patients  with  each  other,  with  other  profes- 
sionals, and  with  patients.  This  conversation  will 
serve  to  enhance  our  ethics  and  our  care. 


John  J.  Mitchell,  Jr,  PhD;  Jeffrey  H.  Dobken,  MD; 
Joseph  F.  Fennelly,  MD;  Robert  L.  Pickens,  MD 
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The  Medical  Society  of 
New  Jersey  and  the  Medical 
Inter-Insurance  Exchange 

are  pleased  to  offer  the  following 
innovative  services  for  physicians: 


Buying  Service 

• Medical  supplies  at  guaranteed 
low  prices 

• Office  supplies  at  discounts  as 
high  as  80%  off  list  prices 

• Office  equipment  (copiers,  fax 
machines,  phone  systems,  etc.) 
at  discounts  as  much  as  55%  off 
list  prices 

• Medical  equipment  (including 
ultrasound,  medical  imaging,  car- 
diac monitoring,  blood  / gas  mon- 
itoring, etc.)  at  greatly  reduced 
prices 

• Magazine  subscriptions  (most 
comprehensive  list  of  titles  avail- 
able) at  discounts  as  high  as  83% 
off  newsstand  prices 

Medical  Waste  Disposal 

• Initial  on-site  assessment  at  no 
charge 

• Staff  training  on  disposal  and 
record-keeping 

• Assistance  preparing  records  for 
official  inspections 

• Summaries  of  changes  in  state 
and  local  waste  disposal  require- 
ments 

• On-call  pick-up  service 


Medical  Society  of  New  jersey 


MEDICAL  INTER-IN 

POWERFUL  P 


Equipment  Leasing 

• Leasing  of  office  and  medical 
equipment  available  through 
MUX's  own  leasing  company 

• Favorable  financing  terms 

• Flexible  lease  structures  to  meet 
your  specific  financing  needs 

• Evaluations  of  leasing  quotes 
from  other  companies 

Receivable 

Management  Services 

• Cost-effective  collection  of  past  due 
accounts 

• Respect  for  the  special  physi- 
cian/patient relationship 

• Third-party  reimbursement  and 
insurance  billing  services 

Advisory  Services 

• Services  available  through  MUX's 
health  care  consulting  subsidiary. 
Medical  Advisors,  Inc. 

• Assistance  with  professional  rela- 
tionships, such  as  formation  of 
group  practices,  specialty  net- 
works and  MSOs 

• Help  with  reimbursement /opera- 
tional effectiveness 

• Practice  guidance  designed  to 
help  physicians  manage/ minimize 
risk  and  reduce  overhead 

• Practice  audits  and  valuations 

• Presentations  on  current  health 
care  issues 


Investment  Services 

• Investment  strategies  through 
MIIX  Capital  Management 

• Fee-based  investment  consulting 
for  retirement  plans  and  individ- 
ual investors 

• Analysis  and  availability  of  all 
no-load  mutual  funds  and  money 
managers 

• Personalized  attention  to  help 
achieve  your  investment  goals 

• Consolidated  account  statements 
and  written  investment  policy 
statements 

Pre-Owned  Medical 
Equipment 

• Assistance  in  the  acquisition 
or  sale  of  pre-owned  medical 
equipment 

• Search  for  the  equipment  closest 
to  your  specifications  at  a fair 
price 

• Contacts  with  a number  of  insti- 
tutional and  private  buyers 

For  more  information  on 

any  of  the  financial  or  advisory 
services  offered  by  MIIX,  please 
call  us  at  (800)  227-MIIX.  We  look 
forward  to  doing  business  with  you! 


SURANCE  EXCHANGE 

ARTNERSHIPS 
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Creating  a new  group 
practice:  Prescription 

for  SUCCESS  Stuart  M.  Hochron,  MD,JD 


Dr.  Hochron  is  affiliated 
with  Richmond,  Hochron 
& Burns,  attorneys  at 
law,  North  Brunswick. 

Just  a few  years  ago  nearly 
all  New  Jersey  practices  con- 
tained fewer  than  six  physician 
members.  Small  groups  (two  to 
six  physicians)  were  created 
mainly  for  the  benefits  of  cover- 
age and  to  transfer  the  value  of 
a practice  from  an  older  to  a 
younger  physician.  The  past 
five  years  has  seen  a revolution 
in  the  creation  of  larger  New 
Jersey  group  practices.  Many 
groups  have  formed  in 
response  to  rapid  changes  in 
the  practice  of  medicine. 

Incentives  for  creating 
a group  practice  The  tradi- 
tional benefits  of  practicing 
medicine  have  included  con- 
trolling individual  physician 
quality,  directing  office  and 
support  personnel,  and  having 
financial  rewards  limited  main- 
ly by  the  physician's  desire  to 
work.  Each  of  these  three 
physician  autonomy  issues  must 
be  carefully  considered  by  the 
physician  before  he  takes  the 
major  step  of  "merging"  into  or 
joining  a group  practice. 

Shared  resources  Billing 
system.  A group  practice  is 


responsible  for  all  physician 
billing.  The  cost  to  an  individ- 
ual physician  decreases,  and 
the  quality  of  equipment,  soft- 
ware, and  billing  personnel 
increases  when  billing  and 
information  management  func- 
tions are  performed  by  the 
group. 

Expanded  physician  ser- 
vices. Greater  coverage,  as 
well  as  the  ability  to  provide 
multispecialty  care  through 
group  "partners"  and  em- 
ployed physicians  is  greatly 
increased  in  group  practice. 
Within  any  geographic  area, 
there  are  usually  any  number  of 
physicians  who  are  interested 
in  full-time  or  part-time  opportu- 
nities to  work  with  a group 
practice.  These  physicians  are 
usually  non-primary  care  physi- 
cians who  see  an  advantage  in 
developing  a long-term  rela- 
tionship with  the  group. 
Whether  or  not  a new  group 
becomes  multispecialty  by 
adding  "partners"  or  by  add- 
ing employed  physicians  is  a 
decision  based  primarily  on 
financial  and  political  consider- 
ations. Offering  expanded  phy- 
sician services  makes  groups 
more  marketable  to  patients 
and  to  managed  care  plans  by 
increasing  access  to  physicians 


and  more  efficiently  managing 
multispecialty  care. 

Shared  overhead.  Savings 
are  available  through  shared 
office  location(s)  and  person- 
nel. Experience  has  shown  that 
these  savings  begin  to  be  real- 
ized after  the  first  year  of  prac- 
tice. During  year  one  of  oper- 
ation, most  groups  develop 
their  economic  and  legal  rela- 
tionships without  significantly 
changing  location(s)  or  person- 
nel. The  decision  whether  to 
consolidate  locations  is  individ- 
ual to  each  group. 

Managing  the  insur- 
ance industry  Credential- 
ing.  Centralizing  credentialing 
requirements  greatly  assists 
group  physicians.  The  value  to 
individual  physicians  vis-a-vis 
credentialing  should  not  be 
minimized.  Requirements  for 
participation  currently  discrimi- 
nate against  many  physicians, 
particularly  those  who  are  not 
board  certified  or  who  have 
any  aberration  in  their  medical 
training  or  practice  history. 
While  individual  physicians 
may  be  "de-credentialed"  by 
an  individual  insurance  compa- 
ny, currently  such  physicians 
often  are  allowed  to  "cover" 
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physicians  who  are  creden- 
tialed  by  the  company. 

Laboratory.  Several  payors 
compensate  group  practices  for 
laboratory  services.  This  is 
beneficial  to  the  group  prac- 
tice, the  patients,  and  the  insur- 
ance company  as  appropriate 
laboratory  utilization  improves 
quality  and  timeliness  and 
reduces  cost.  Other  payors,  in- 
cluding Medicare,  pay  for  lab- 
oratory services  performed  in 
the  group  practice  laboratory. 

Risk-sharing  agreements. 
Most  major  insurance  compa- 
nies are  developing  risk-taking 
programs.  Several  insurance 
companies  have  modified  risk- 
taking programs,  such  as 
Oxford's  "pod"  program.  Such 
a program  may  be  adapted  to 
the  group  practice,  which  has  a 
greater  likelihood  of  profitabili- 
ty through  the  group  than  when 
participated  in  by  independent 
physicians. 

Dealing  with  hospitals 

Hospitals  are  seeking  partners 
so  that  they  can  reduce  in- 
patient days  through  utilization 
programs  cooperatively  devel- 
oped with  physicians.  Group 
practices  can  be  such  partners 
to  the  hospital.  Working  coop- 
eratively with  a hospital  may 
provide  various  types  of  oppor- 
tunities to  physicians  who  join 
the  group  practice  and  to 
patients  of  the  group  practice. 
In  such  a way,  the  potential  of 


a hospital  competing  directly 
with  the  group  practice  by 
acquiring  local  medical  prac- 
tices is  greatly  diminished.  The 
concept  of  mutual  cooperation 
between  hospitals  and  group 
practices  seems  to  be  develop- 
ing throughout  New  Jersey. 
Large  groups  are  in  a unique 
negotiating  position  with  hospi- 
tals; this  allows  groups  to  take 
advantage  of  the  available 
potential  for  growth  and  devel- 
opment in  this  portion  of  the 
medical  practice. 

Economies  and  scale. 
The  amounts  that  group  prac- 
tices pay  for  everything  from 
paper  to  insurance  to  account- 
ing and  legal  services  are  often 
less  than  the  prices  paid  by 
individual  physicians  or  physi- 
cians in  small  group  practices. 
In  order  to  take  advantage  of 
these  savings,  an  organized 
buying  procedure  is  utilized. 

Ownership  by  physi- 
cians. Though  ownership  has 


its  fiduciary  responsibilities,  it 
also  has  advantages  in  that 
group  practices  (and  their  part- 
ners) frequently  employ 
younger  physicians  and  physi- 
cians in  a variety  of  specialties. 
Many  new  physicians  prefer 
employment  by  a group  prac- 
tice over  that  of  a large  insur- 
ance company,  HMO,  or  small 
practice.  Because  of  this,  high- 
quality  physicians  out  of  resi- 
dency and  fellowship  training 
programs  are  eager  to  work  for 
a group  practice  at  approxi- 
mately 20  percent  less  income 
than  for  other  organizations. 
Young  physicians  provide  a 
pool  of  future  "partners"  who 
will  buy  into  the  practice  and 
allow  older  physicians  a pre- 
dictable retirement. 

Physicians  probably  will  be 
employing  increasing  numbers 
of  physician  assistants  and 
nurse  practitioners  in  the  near 
future.  As  a greater  percent- 
age of  practices  will  involve 
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managed  care  with  a focus  on 
preventive  medicine,  these  pro- 
fessionals will  provide  quality 
care  and  service  at  a reduced 
cost. 

An  attractive  employer. 

Group  practices  are  attractive 
to  high-quality  managers, 
employees  seeking  long-term 
relationships  with  a company, 
and  support  personnel  with  ser- 
vices generally  offered  to  mid- 
sized companies.  Along  with 
the  increased  ability  to  attract 
and  keep  quality  employees 
comes  the  responsibility  to  man- 
age personnel  professionally. 
Larger  companies  are  urged  to 
adopt  personnel  manuals  with 
clear  guidelines  for  hiring  and 
termination  practices,  review  of 
employee  performance,  holi- 
days, vacations,  and  other 
employee  benefits  such  as 
health  insurance.  Policies  es- 
tablished by  the  group  practice 
may  become  binding  contracts 
between  the  medical  practice 
and  an  employee. 

Insurance  savings  Mal- 
practice insurance  discounts  of 
up  to  25  percent  were  avail- 
able to  group  practices  as 
recently  as  one  year  ago. 
Fierce  competition  between  the 
two  traditional  New  Jersey 
insurance  companies  and  other 
competitors  has  changed  mal- 
practice insurance  discounts 
available  to  groups.  An  in- 
creasing deductible  and  a self- 
insurance  plan,  over  a few 
years,  can  reduce  the  need  for 


traditional  malpractice  insur- 
ance. These  savings  can  be 
quite  remarkable.  "Stop  gap" 
catastrophic  malpractice  insur- 
ance usually  will  be  maintained 
even  by  groups  that  self-insure. 

Brick  and  mortar  facili- 
ties. The  most  common  mis- 
take made  by  group  practices 
is  to  underestimate  the  need  for 
facilities.  The  benefits  of  an 
urgent  care  or  24-hour  center 
are  obvious  to  physicians  who 
have  experienced  "on  call" 
nights  and  weekends.  Such  a 
facility  and  its  employed  physi- 
cians can  handle  virtually  all 
patient  calls,  alleviating  the 
need  for  on-call.  The  cost  of 
such  a center  may  be  prohibi- 
tive, however,  depending  upon 
the  mix  of  patients  in  a geo- 
graphic area. 

Physicians  may  own  a sin- 
gle-room operating  facility  with- 
out attaining  a certificate  of 
need  in  New  Jersey.  A conve- 
niently placed  operative  facility 
can  service  patients  within  a 
wide  geographic  area  and  can 
be  constructed  and  manned  at 
a very  reasonable  cost.  It  is 
much  less  feasible  these  days 
for  individual  or  small  group 
practices  to  maintain  operating 
facilities  because  of  the  high 
cost  per  physician  and  restric- 
tions on  sharing  these  facilities 
with  physicians  outside  of  the 
medical  practice. 

MSO  development.  A 

management  service  organiza- 


tion (MSO)  performs  every 
function  of  the  traditional  med- 
ical practice  except  for  actually 
practicing  medicine.  An  MSO 
manages  all  billing  and  collec- 
tions and  provider  relation- 
ships, contracting  for  provider 
services,  and  employing  prac- 
tice personnel  except  practic- 
ing physicians.  Splitting  all 
medical  and  non-medical  func- 
tions between  a professional 
entity  and  the  MSO  allows 
physicians  to  pool  resources, 
acquire  financing,  and  in- 
crease the  potential  for  the  sale 
of  some  or  all  of  the  MSO  with 
or  without  selling  the  group 
medical  practice.  The  group 
practice,  alone  or  in  conjunc- 
tion with  other  physicians,  con- 
tracts for  the  MSO  services. 

In  small  companies,  the  prin- 
cipals and  practice  managers 
manage  the  MSO.  In  larger 
MSOs,  a separate  administra- 
tive staff  is  required.  Group 
practices  in  New  Jersey  have 
sold  portions  of  their  MSO 
(without  any  sale  of  the  group 
practice)  to  hospital  systems 
and  other  entities.  Revenue 
generated  by  such  sales  has 
been  used  to  upgrade  systems, 
build  facilities,  and  assist  the 
group  practice.  Nationwide, 
MSOs  have  been  the  focus  of 
initial  public  offerings  that  have 
taken  place  shortly  after  start- 
ing a business. 

Part  2 of  this  article 
will  appear  next  month. 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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Should  insurance  companies  be  held 

LIABLE  FOR  NOT  PAYING  CLAIMS? 

Harrison  J.  Gordon,  Esq 


Insurance 
companies 
should  pay 
valid  claims 
promptly , but 
there  are  some 
instances  when 
it  is  not 
appropriate  to 
pay  claims. 


Insurance  com- 
panies should 
pay  valid  claims 
promptly  and 
they  should  be 
held  liable  when 
they  fail  to  do  so. 
But,  under  the 
current  law  in 
our  state,  that  is 
not  always  the 


There  are  in- 
stances when  it  is 
appropriate  for 
an  insurance 
company  to  not  pay  a claim.  Cases  of  falsified 
information  and  claims  for  benefits  outside  of 
the  parameters  of  a policy  are  two  obvious 
examples.  Sometimes  the  insurance  company 
does  not  have  all  the  information  necessary  to 
make  a determination  about  the  validity  of  a 
claim.  In  these  cases,  there  are  safeguards  in  the 
current  system  to  allow  insurance  companies 
additional  time  to  gather  information  and  inves- 
tigate questionable  claims.  After  the  time  allot- 
ted by  law,  if  an  insurance  company  makes  a 
determination  that  a claim  is  valid,  this  insur- 
ance company  must  pay  that  claim  or  be  held 
liable  for  its  failure  to  do  so. 


Black’s  Law  Dictionary  defines  a contract  as  an 
agreement  between  two  or  more  people  that 
creates  an  obligation  to  do  or  not  to  do  a partic- 


ular thing.  Insurance  is  a contract  where,  in 
return  for  payment  of  a premium,  a consumer 
receives  specified  benefits  under  certain  circum- 
stances. Subject  to  any  exceptions  specified  in 
the  contract,  insurance  companies  are  legally 
obligated  to  provide  benefits  if  the  consumer 
meets  the  obligation  of  a premium  payment 
under  the  contract.  Insured  are  different  from 
most  other  consumers  who  have  purchased  a 
product  in  that  their  access  to  that  product  is 
dependent  upon  the  insurance  company’s  will- 
ingness to  give  it  to  them.  When  insurance 
companies  fail  to  pay  valid  claims,  consumers 
are  at  a tremendous  disadvantage.  To  hold 
insurance  companies  liable  for  their  failure  to 
fulfill  their  contractual  obligations  is  only  fair. 

In  addition  to  this  contractual  obligation, 
insurance  companies  should  be  held  liable  for 
their  failure  to  pay  valid  claims  based  on  their 
duty  to  act  in  good  faith  and  in  accordance  with 
their  fiduciary  responsibility  to  their  policy- 
holders. Good  faith  is  a standard  in  which  we 
would  like  to  think  all  companies,  insurance  or 
otherwise,  operate.  It  means  being  faithful  to 
one’s  duty  or  obligation,  and  doing  business 
honestly  and  without  the  intention  to  defraud 
the  consumer.  Insurance  companies  that  fail  to 
pay  valid  claims  are  not  acting  in  good  faith 
because  they  are  not  honest  or  faithful  to  their 
obligations  under  the  contract.  Furthermore, 
insurance  contracts  are  based  on  a fiduciary 
relationship,  a relation  subsisting  between  two 
entities  (the  insurance  company  and  the  con- 
sumer) in  regard  to  a contract  of  such  character 
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that  each  must  repose  trust  and  confidence  in 
the  other  and  that  each  must  exercise  a corre- 
sponding degree  of  fairness  and  good  faith.  If 
this  reciprocal  trust  and  duty  of  honesty  always 
was  adhered  to — if  consumers  always  submit- 
ted claims  for  real  losses  that  are  accurate  and 
appropriately  covered  under  a policy,  and  insur- 
ance companies  always 
paid  such  claims 
promptly  and  to  the 
extent  dictated  by  the 
contract — there  would 
be  no  question  for  me 
to  answer  here.  But  our 
world  is  not  a perfect 
place.  Just  as  insurance 
companies  cannot  be 
held  liable  for  not  pay- 
ing invalid  claims, 
insurance  companies 
should  be  held  liable 
for  their  failure  to  pay 
claims  that  are  valid. 

In  the  simplest 
terms,  the  failure  of 
insurance  companies  to 
pay  a valid  claim  adds 
insult  to  injury.  On  top  of  injury  received  in  an 
accident,  a medical  condition,  or  loss  of  proper- 
ty, an  individual  must  contend  with  the  insult  of 
an  insurance  company  delaying  or  denying  ben- 
efits that  are  rightly  due  under  a policy.  But 
insult  is  much  too  weak  a word  to  describe  the 
serious  ramifications  that  insurance  company 
actions  may  have.  The  injured  party  who  has 
insurance  coverage  is  forced  to  rely  on  savings 
or  income  to  pay  what  is  rightfully  covered  by 
the  insurance  policy  or  risk  a damaged  credit 
record.  If  financial  resources  are  not  available, 
this  means  that  an  injured  person  does  not 


receive  necessary  medical  treatment  or  other 
contractually  owed  benefits.  In  the  mean  time, 
the  person  who  was  injured  or  suffered  some 
other  loss  must  retain  an  attorney  and  ensuing 
expenses. 

Under  the  present  law,  the  worst  that  can 
happen  to  an  insurance 
company  at  the  end  of 
that  long  and  costly  lit- 
igation is  that  it  is 
required  to  pay  the 
claim  it  should  have 
paid  in  the  first  place. 
But  there  is  legislation 
pending  in  New  Jersey 
to  change  that.  The 
Unfair  Claim 

Settlement  Practices 
Protection  Act  (A- 
2052)  provides  a legal 
remedy  for  consumers 
when  valid  claims  are 
denied.  It  puts  insur- 
ance policies  in  the 
same  category  as  wash- 
ers, dryers,  cars,  and 
other  items  and  will  protect  New  Jersey  con- 
sumers at  a time  when  they  need  it  most — after 
an  injury,  illness,  or  loss.  Passage  of  this  legisla- 
tion will  send  a strong  message  to  insurance 
companies  that  they  will  be  held  liable  if  they 
fail  to  pay  valid  claims. 

Mr.  Gordon  is  president  of  the  New  Jersey 
chapter  of  the  Association  of  Trial  Lawyers  of 
America,  a specialty  bar  association  represent- 
ing the  interests  of  plantiff’s  attorneys  and  their 
clients.  He  is  a partner  with  the  law  firm  _ 
Gordon  and  Gordon,  West  Orange. 
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BY  LAW  ONLY  1 OUT  OF  267 
PEOPLE  CAN  HAVE  A NEW 

MEDICAL  SAVINGS  ACCOUNT 


THE  KIRWAN  MeSA  TRUST 


ENROLL  NOW  AND  THE  RIGHT  TO 
CONTINUE  IS  YOURS  FOR  LIFE. 

DEDUCTIBLE  FROM  TAXES  STARTING  1/1/97 


THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616  Ext.  1 (215)  750-7791  Fax 
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editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 


Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus : 1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  FyWH 
symbol.  ■■■■■ 
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Visit  the 

Medical  Society  of  New  Jersey 
Web  Site 

Current  legislation 
Meetings  and  events 
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)/  Endorsed  programs 
New  Jersey  BREATHES 
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HOUSING  APPLICATION 

231st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1997 

TRUMP  TAJ  MAHAL  CASINO/RESORT 
1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  800/825-8888 

(Please  Print ) 

Name 

Address 

City  State  Zip  

Home  Phone  Business  Phone  

Sharing  with  

Date  of  Arrival  Time  

Date  of  Departure  Time  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  OR  COMPLETE  THE  FOL- 
LOWING: 

Card  # Type  Exp.  Date  

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX,  PLUS  $2  PER  ROOM,  PER  NIGHT 
( ) SINGLE  $110  ( ) DOUBLE  $110  (Reservations  must  be  received 

Extra  Person  $25  prior  to  March  30,  1997.) 

( ) One-Bedroom  Suite  $275  per  day 

( ) One-Bedroom  Hospitality  Suite  $350  per  day 

Check  out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sundays,  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  IS  REQUIRED  FOR  A FULL 
REFUND.  PARKING:  There  is  a state-imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehi- 
cle parking  on  the  premises. 

( ) Check  if  Official  Delegate  County  

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and 
room  usage  fee  is  $2  per  room,  per  night.  These  taxes  are 
subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention 
Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

MAIL  THIS  APPLICATION  TO:  Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
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COMMENTARY 


Quality 
lealth  care 
i the 

lanaged  care 
nvironment 


Paul  R.  Langevin,  Jr 


Managed  care  is  a relatively  new  way  to  ensure  the 
delivery  of  health  care,  but  it  is  based  on  the  timeless 
principle  that  good  health  results  from  a trusting 
partnership  between  patients  and  physicians. 

The  purpose  of  managed  care  organizations,  including  health 
maintenance  organizations  (HMOs),  is  to  serve  the  greatest  num- 
ber of  consumers/patients  by  managing  and  making  quality,  afford- 
able health  care  available  to  them.  This  is  how  HMOs  add  value  to 
health  care  for  their  members/patients  and  it  is  why  they  are  suc- 
ceeding. 

This  means  there  have  to  be  changes  in  the  way  health  care  is 
delivered,  but  also — and  here’s  the  important  point  that  most  often 
is  overlooked  or  misinterepreted — in  the  way  the  health  care  sys- 
tem is  accessed  and  used.  Informed  consumers  are  informed 
patients. 

That’s  why  the  New  Jersey  HMO  Association  has  adopted  the 
Philosophy  of  Care  of  the  American  Association  of  Health  Plans 
(AAHP),  a statement  of  principles  that  emphasizes  the  interests  of 
patients  in  receiving  affordable,  quality  health  care  through  net- 
work health  plans. 

In  doing  so,  we  gave  emphasis  to  the  fact  that  these  are  bench- 
mark principles  of  the  member  plans  of  AAHP  The  Philosophy  of 
Care  is  founded  on  the  services  that  HMOs  deliver  to  health  care 
consumers,  which  can  be  summed  up  as  quality,  affordable  health 
care  where  the  patient  comes  first. 

AAHP’s  Philosophy  of  Care  incorporates  the  following  principles: 

• Patients  should  have  the  right  care  at  the  right  time,  in  the 
right  setting. 

• Patient  satisfaction  should  be  monitored  and  encouraged. 

• Health  care  providers  should  be  accountable  for  the  quality  of 
care  they  provide. 

• Patients  should  have  a choice  of  physicians  within  their  health 
care  networks. 

• Health  care  is  a shared  responsibility  between  patients,  their 
families,  and  health  care  professionals. 

• Preventive  care  should  be  a key  component  of  comprehensive 
health  care. 


march  1997  NewJepsey  Medicine  57 


• Affordable  comprehensive  care 
gives  value  to  consumers  and  ensures 
the  peace  of  mind  that  is  a hallmark  of 
good  health  coverage  and  quality 
health  care. 

Managed  care  means  what  it  says.  It 
means  bringing  management  to  the 
health  care  of  each  person — each 
patient.  This  approach  does  not  work 
and  cannot  work,  unless  there  is  a part- 
nership between  physicians  and  other 
health  care  providers  and  their 
patients. 

A physician  treating  a patient  requir- 
ing care  needs  to  discuss  with  the 
patient  his  health  status  and  treatment 
options,  including  advice 
on  the  emotional  as  well 
as  the  physical  aspects  of 
the  patient’s  condition. 

The  physician  needs  to 
recognize  the  patient’s 
health  coverage  entitle- 
ment as  well  as  the  overall 
health  of  the  patient  and 
the  best  advised  course  of 
treatment. 

Managed  care  is  as  uni- 
versal today  in  New  Jersey  as  the  two 
million  New  Jerseyans  who  receive 
health  care  through  an  HMO,  but  it 
remains  as  individual  as  each  and  every 
one  of  those  two  million  people.  Each 
is  a person,  a consumer  of  health  care 
services,  and,  from  time  to  time,  a 
patient  needing  and  deserving  quality 
health  care. 

What  does  quality  health  care  mean 
in  an  HMO?  It  means  access  to  the  care 
you  need  when  you  need  it;  that  is  care 
delivered  by  health  care  professionals 
who  are  concerned  about  you  and 
ensuring  your  good  health. 
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It  means  the  best,  most  current,  and 
universally  available  preventive  health 
measures,  like  mammograms  for  the 
early  detection  of  breast  can- 
cer to  enhance  the 
chances  of  suc- 
cessful treat-  COMMENTARY 

ment.  Quality 
means  surveying  pa- 
tients to  be  sure  they  are  satisfied  with 
the  care  they  receive  and  the  physicians 
who  provide  it.  Quality  means  tracking 
and  evaluating  the  outcome  of  treat- 
ment to  be  sure  it  is  effective  and  letting 
patients  know  the  result.  Quality  also 
means  keeping  good  health  care  afford- 
able because  health  care 
we  can’t  afford  is  health 
care  from  which  we  are 
excluded. 

Quality  health  care 
cannot  be  legislated.  It  is 
something  that  has  to 
happen  all  day,  every  day 
in  a dynamic  relation- 
ship between  patients, 
physicians,  nurses,  hos- 
pitals, and  all  the  other 
institutions,  and  people 
who  deliver  care,  including  HMOs, 
working  to  enable  consumers  to  access 
and  afford  quality  health  care. 

Above  all,  health  care  information 
empowers  consumers.  The  more  infor- 
mation people  have,  the  better  deci- 
sions they  will  make,  providing  the 
information  is  accurate,  factual,  com- 
plete, and  helpful.  All  of  us  concerned 
about  making  quality  health  care  avail- 
able to  the  greatest  number  of  people 
need  to  remember  that  every  day. 

Mr.  Langevin  is  president  of 
the  New  Jersey  HMO  Assoc-  flITfl 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  NEWS 


391  george  street  new  brunswick  nj  08901 
tel  908.246.7677  fax  908.249.8952  website  http://www.bnjol.com 
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MARCH-APRIL 

’07  ;/'/ 

Colorectal  Oncology 

March  6,1997 
Sheraton  Hotel,  Eatontown 
908/870-5429 

Ethics  and  American  Medicine 

March  14-15, 1997 
Philadelphia,  PA 
AMA,  312/464-5000 

Management  of  Pediatric  HIV 

March  6, 1 997 
St.  Peter's  Medical  Center 
AMNJ,  609/275-1911 

Aspects  of  HIV/AIDS 

March  18, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Physical  Med  & Rehab 

March  7-16,1997 
Headquarters  Plaza,  Morristown 
AMNJ,  609/275-1911 

Aspects  of  HIV/AIDS 

March  19, 1997 
Bergen  Pines  County  Hospital 
AMNJ,  609/275-1911 

Cornea  and  External  Disease 

March  8,1997 
Scheie  Eye  Institute 
215/662-8141 

Radiation  Oncology  Meeting 

March  19, 1997 
The  Manor,  West  Orange 
201/325-2060 

Anticoagulation  Therapy 

March  11, 1997 
Our  Lady  of  Lourdes,  Camden 
AMNJ,  609/275-1911 

Peptic  Ulcer  Disease 

March  19, 1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Identification  and  Management 
of  HIV  Infection 

March  12, 1997 

Mediplex  Rehabilitation  Center,  Marlton 
AMNJ,  609/275-1911 

Lead,  Arsenic,  Asbestos,  & 
Mercuring  Poisioning 

March  19, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1 911 

Oncology  Society  Clinical 
Abstract  Meeting 

March  12, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Radiology 

Meeting 

March  20,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5822 

Total  Joint  Reconstruction 

March  12, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

TB  Care  of  HIV  Patient 

March  21, 1997 
Runnells  Specialized  Hospital 
AMNJ,  609/275-1911 

Vascular  Diagnostic  Ultrasound 

March  13, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Anesthesia  Seminar 

March  21-23, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

TB  Care  of  HIV  Patient 

March  24,1997 
New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Asymptomatic  HIV  Infection 

March  25,1997 
South  Jersey  Hosp.  System,  Elmer 
AMNJ,  609/275-1911 

Facial  Plastic  Surgery 

March  26,1997 
Garden  State  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 

Emergency  Care  Developments 

March  26,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Nutrition  in  the  Elderly 

March  26,1997 
General  Hospital  Center,  Passaic 
AMNJ,  609/275-1 911 

Nissan  Fundoplication  in 
Gastro-Esophageal  Reflux 

March  27,1997 
Woodbridge  Developmental  Center 
908/499-5500 

Visiting  Professor 
Lecture 

March  27,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5000 

Postprandial  Hyperglycemia 

April  2,1997 
Rahway  Hospital 
908/381-4200 

Postprandial  Hyperglycemia 

April  2,1997 

Veterans  Medical  Center,  Lyons 
908/647-0180 
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ALLEGHENY 

UNIVERSITY 

OF  THE  HEALTH  SCIENCES 


(formerly  Medical  College  of  Pennsylvania  and  Hahnemann  University) 


Cardiology  Update 


Wednesday,  3-5  p.m. 

This  series  is  designed  for  the  health  care  provider  and  offers  an  intensive  survey  of  the  current  status  of  clinical 
cardiology,  allowing  application  of  new  knowledge  and  technology  to  the  diagnosis  and  treatment  of  patients. 

Program  Directors:  Bernard  L.  Segal,  M.D.,  and  Michael  S.  Feldman,  M.D. 

April  2,  1997  Syncope:  Simple  Faint  to  Sudden  Cardiac  Death:  What 

Should  the  Physician  Do? 

Moderator:  Francis  E.  Marchlinski,  M.D. 

• Neurogenic  Vasomotor  Syncope:  Diagnosis  and 
Management— Steven  P.  Kutalek,  M.D. 

• Syncope  and  Sudden  Cardiac  Death:  Clinical 
Predictors  and  Laboratory  Testing— 

Francis  E.  Marchlinski,  M.D. 

May  7,  1997  The  Cardiac  Examination  of  the  Athlete 

Moderator:  William  S.  Frankl,  M.D. 

• Clinical  Electrocardiographic  and  Echocardiographic 
Findings— Alexis  B.  Sokil,  M.D. 

• The  Athlete  and  Sudden  Cardiac  Death: 
Cardiomyopathy,  Marfan’s  Syndrome  and  Cocaine— 
William  Van  Decker,  M.D. 


June  4,  1997  Acute  Myocardial  Infarction 

Moderator:  Bernard  L.  Segal,  M.D. 

• Common  and  Uncommon  Clinical  Manifestations— 
Steven  G.  Meister,  M.D. 

• The  Spectrum  of  ECG  Presentations— 

David  J.  Callans,  M.D. 

at 

Kaiser  Auditorium 

Allegheny  University  Hospitals,  East  Falls 
3300  Henry  Avenue,  Philadelphia,  PA 


CME  Credits*  Call  for  Free  Reservations:  (215)  762-4137  Free  Parking 


•Allegheny  University  of  the  Health  Sciences,  MCP  ♦ Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation 
Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  programs  for  physicians. 
Allegheny  University,  MCP  ♦ Hahnemann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  2.0 
hours  in  category  1 credit  towards  the  AMA  Physician's  Recognition  Award.  Each  physician  should  claim  only  those  hours 
of  credit  that  he/she  actually  spent  in  the  educational  activity. 

This  program  is  eligible  for  2.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 


Aspects  of  HIV/AIDS 

April  2,1997 
Columbus  Hospital,  Newark 
AMNJ,  609/275-1911 

Head  and  Neck  Oncology 

April  10, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Primary  Care  of  Females 

April  17-18, 1997 
Woodbridge  Hilton,  Iselin 
908/571-4000 

Aspects  of  HIV/AIDS 

April  2, 1997 
Union  Hospital 
908/687-1900 

Snoring  and  Sleep  Apnea 

April  10, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Symposium  on  Low  Vision 

April  19, 1997 
Scheie  Eye  Institute 
215/662-8141 

Domestic  Violence  Issues 

April  2,1997 
St.  James  Hospital,  Newark 
AMNJ,  609/275-1911 

Infectious  Disease  Course 

April  11-13, 1997 
Center  for  Bio-Medical  Communication 
201/385-8080 

Adult  ADD 

April  23, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Colitis 

April  2,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Nephrology  Monthly  Meeting 

April  15, 1997 
Overlook  Hospital,  Summit 
609/275-1911 

Visiting  Professor  Lecture 

April  24, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

End-Stage  Renal  Disease 

April  2,1997 

General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Urogynecology 

April  15, 1997 

South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

Acid-Base  Balance  in  Adults 

April  24,1997 

Woodbridge  Developmental  Center 
908/499-5000 

25th  Anniversary 

April  4,1997 

NJ  Health  Sciences  Library  Assoc. 
201/996-2326 

Orthopaedic  Society  Meeting 

April  15-20, 1997 
Hyatt,  Grand  Cayman 
AMNJ,  609/275-1911 

MSNJ  Annual  Meeting 

April  29-May  3, 1997 
Trump  Taj  Mahal,  Atlantic  City 
609/449-1000 

Dermatology  Meeting 

April  8,1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

ZDV  Therapy 

April  15, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Vascular  Society  Meeting 

May  2-4, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Vascular  Society  Meeting 

April  9,1997 
UMDNJ,  Newark 
AMNJ,  609/275-1911 

Pacemaker  Meeting 

April  16, 1997 
Sheraton,  Iselin 
AMNJ,  609/275-1911 

AIDS  Diagnosis  & Treatment 

May  2,1997 
Bayonne  Hospital 
AMNJ,  609/275-1911 

Ethics  in  Managed  Care 

April  9,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Hearing  Loss:  Preventable? 

April  16, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

AIDS  Prevention  and  Control 

May  6, 1997 
Woodbridge  Hilton,  Iselin 
AMNJ,  609/275-1911 

Treatment  of  Neurologic  Pain 

April  9,1997 

General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

Radiology  and  Ultrasound 

April  17, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5822 

AIDS  Prevention  and  Control 

May  7, 1997 
Cherry  Hill 

AMNJ,  609/275-1911 
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II 


June  16-20th,  1997 
Update  Your  Medicine  twenty-third  annual  practical 
CME  Course  with  lectures,  workshops,  and  Meet-the- 
Professor  luncheons.  Sponsored  by  Cornell 
University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  38  Category  I AMA-PRA  credit.  Additional 
13V2  credits  available  for  Hands-on  Workshops.  This 
program  has  also  been  reviewed  and  is  acceptable 
for  38  prescribed  hours  by  the  American  Academy 
of  Family  Physicians.  Information:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445  East 
69th  Street,  Olin-Room  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


June  14,  1997 


1 7th  ANNUAL 

Advances  in 
Gastroenterology 
Course 

Bally's  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Course  Director: 
Anthony  J.  DiMarino,  Jr.,  MD 

For  more  information,  please  call 

(609)  848-1000 

Registration  Department 

Thomas  i Jefferson 
Jefferson  Medical 
University  j College 

Jefferson  Medical  College  of  Thomas  Jefferson  University  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians. 

Jefferson  Medical  College  designates  this  continuing  medical  education 
activity  for  6 credit  hours  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 


ACUPUNTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
Apr.  18-20,  1997  The  Inn  on  57th  St./Holiday  Inn,  Manhattan 
June  20-22,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

212-581-8100  Hotel  during  meetings 
Oct.  23-26,  1997  13th  Annual  International  Symposium, 

the  School  of  Int’l  Affairs,  Columbia  University 
In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Interna- 
tional College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
International  Symposium  every  October  at  the  School  of  International 
Affairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
Therapeutics  Research,  The  International  Journal  quarterly,  through 
Cognizant  Communications  and  is  listed  by  15  major  international  indexing 
periodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
recognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
and  internationally  recognized,  “Fellow  of  the  International  College” 
(F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
minimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
theories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
central  nervous  systems'  & Bi-Digital  O-Ring  Test). 

For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Category  I credit.  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Category  I credits  toward  Physician  Recognition  Award. 
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MAY- JUNE  ‘97 


Anticoagulation  Therapy 

May  7, 1997 
Rahway  Hospital 
AMNJ,  609/275-1911 

HIV  Infected  Patient 

May  14, 1997 

Mediplex  Rehabilitation  Center,  Marlton 
609/988-8778 

Pediatric  HIV  Infection 

May  21, 1997 
Union  Hospital 
AMNJ,  609/275-1911 

William  P.  Burpeau  Award 

May  7, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Radiology  Meeting 

May  15, 1997 
New  Jersey  Medical  School 
AMNJ,  609/275-1911 

Critical  Care  Surgery 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Asymptomatic  HIV  Infection 

May  7, 1997 
VA  Medical  Center,  Lyons 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

May  16, 1997 
Runnells  Specialized  Hospital 
AMNJ,  609/275-1911 

Visiting  Professor  Lecture 

May  22, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Emergency  Physicians  Meeting 

May  7-9, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1 911 

Infection  Control  in  the  HIV  Era 

May  19, 1997 

New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

May  28,1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Mgmt.  of  Breast  Cancer 

May  7, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

TB  Care  of  HIV  Patient 

May  19, 1997 

Mediplex  Rehab  Hospital,  Marlton 
AMNJ,  609/275-1911 

ZDV  Therapy 

June  3, 1997 
South  Jersey  Hospital  System 
AMNJ,  609/275-1911 

End-Stage  Renal  Disease 

May  8, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Anesthesiology  Meeting 

May  20, 1997 
Forsgate  Country  Club 
AMNJ,  609/275-1911 

Female  Dermatology  Care 

June  4, 1997 
UMDNJ,  Piscataway 
908/235-5500 

Dermatology  Meeting 

May  13, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Polymyalgia  Rheumatica 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Ob/Gyn  Annual  Meeting 

June  6-7, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Thermoplastic  Polymers 

May  14, 1997 
Meadowlands  Hilton,  Secaucus 
800/233-9936 

Management  of  Pediatric  HIV 

May  21, 1997 
Union  Hospital 
908/687-1900 

Oncology  Annual  Meeting 

June  11, 1997 
Hyatt  Regency,  New  Brunswick 
908/873-1234 

Head  and  Neck  Oncology 

May  14, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Academy  of  Medicine  Awards 

May  21, 1997 
The  Chantider,  Short  Hills 
201/376-2222 

Asymptomatic  HIV  Infection 

June  11, 1997 
St.  Mary's  Hospital,  Passaic 
AMNJ,  609/275-1911 
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Allegheny  University  Hospitals 
Hahnemann 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Alumni  Hall,  2nd  Floor,  College  Building,  Allegheny  University  of  the  Health  Sciences,  15th  &Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Medical  Education  at  215-762-8263. 
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MARCH  5th 

Management  of  Breast  Cancer:  Recent 
Controversies 

Norman  Wollmark,  M.D. 

Professor  of  Medicine 

Chief,  Division  of  Hematology/Oncology 

Allegheny  General  Hospital 

Pittsburgh,  PA 

MARCH  12th 

Primary  and  Adjunctive  Role  of  Salt  Restriction  in 
the  Treatment  of  Hypertension 

Myron  H.  Weinberger,  M.D. 

Professor  of  Medicine 
Indiana  University  School  of  Medicine 
Director,  Hypertension  Research  Center 
Indiana  University  Medical  Center 
Indianapolis,  IN 
MARCH  19th 

Molecular  Biology  of  Coronary  Artery  Endothelium 
and  Vascular  Smooth  Muscle  Function 

R.  Wayne  Alexander,  M.D. 

R.  Bruce  Logue  Professor  of  Medicine 
Emory  University  School  of  Medicine 
Director,  Division  of  Cardiology 
Emory  University 
Atlanta,  GA 
MARCH  26th 

Upper  Endoscopic  Biliary  and  Pancreatic  Therapy 

Thomas  Kowalski,  M.D. 

Assistant  Professor  of  Medicine 
Director,  GI  Endoscopy  Unit 
Allegheny  University  Hospitals, 

Hahnemann 
Philadelphia,  PA 

APRIL  1997 

APRIL  9th 

Update  on  Antiretroviral  Therapy 

Martin  S.  Hirsch,  M.D. 

Professor  of  Medicine 
Harvard  School  of  Medicine 
Director,  Clinical  AIDS  Research 
Massachusetts  General  Hospital 
Boston,  MA 


APRIL  1997 

APRIL  17th  (Thursday) 

Zollinger-Ellison  Syndrome 

M.  Michael  Wolfe,  M.D. 

Associate  Professor  of  Medicine  and  Physiology 

Boston  University  School  of  Medicine 

Chief,  Section  of  Gastroenterology 

Boston  Medical  Center 

Boston,  MA 

APRIL  23rd 

Newer  Methods  of  Diagnosis  and  Treatment  of 
Deep  Vein  Thrombosis  (DVT) 

Bruce  Perler,  M.D. 

Associate  Professor  of  Surgery 

Johns  Hopkins  School  of  Medicine 

Associate  Head,  Vascular  Surgery  Department 

Johns  Hopkins  Hospital 

Baltimore,  MD 

APRIL  30th 

Allergic  Rhinitis 

Allas  Togias,  M.D. 

Assistant  Professor  of  Medicine 
Johns  Hopkins  School  of  Medicine 
Director,  Johns  Hopkins  Asthma  and 
Allergy  Center 
Johns  Hopkins  Hospital 
Baltimore,  MD 


MAY  1997 

MAY  7th 

Hypertriglyceridemia  of  Diabetes  Mellitus 

Henry  Ginsberg,  M.D. 

Irving  Professor  of  Medicine 

Columbia  University  College  of  Physician  and 

Surgeons 

Director,  Irving  Center  for  Clinical  Research 
Chief,  Division  of  Preventive  Medicine 
Columbia-Presbyterian  Medical  Center 
New  York,  NY 


MAY  1997 

Newest  Oral  Therapy  for  Type  II  Diabetes  Mellitus 

Loren  G.  Lipson,  M.D. 

Associate  Professor  of  Medicine,  Gerontology, 
Clinical  Pharmacology,  Medical  Dentistry  and 
Public  Health 

University  of  Southern  California  School  of 
Medicine 

Chief,  Division  of  Geriatric  Medicine 
University  Hospital 
Los  Angeles,  CA 
MAY  15th  (Thursday) 

IgA  Nephropathy:  New  Perspectives  on  a Common 
Disease 

Richard  Glassock,  M.D. 

Professor  and  Chair 

Department  of  Internal  Medicine 

University  of  Kentucky  School  of  Medicine 

Kentucky  Clinic 

Lexington,  KY 

MAY  21st 

Outcome  of  Patients  with  Heart  Failure  with 
‘Current’  Medical  Therapy 

Christopher  O’Connor,  M.D. 

Associate  Professor  of  Medicine 
Director,  Clinical  Trials 
DUCCS  Organization 
Duke  University  Medical  Center 
Durham,  NC 

Role  of  Coronary  Revascularization  in  Heart 
Failure:  When  and  Why? 

Stephen  Vatner  M.D. 

Professor  of  Medicine 

Harvard  Medical  School 

Chair,  Cardiovascular  Division 

New  England  Regional  Primary  Research 

Southborough,  MA 

MAY  28th 

Acute  Respiratory  Failure 

Martin  J.  Tobin,  M.D. 

Professor  of  Medicine  and  Anesthesiology 

Loyola  University  of  Chicago 

Stritch  School  of  Medicine 

Division  of  Pulmonary  and  Critical  Care  Medicine 

Veterans  Administration  Medical  Center 

Maywood,  IL 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


MARCH  11-12, 1997 

Mechanisms  and  Treatment  of  Hypertension 
and  Prevention  of  Hypertensive  Complications 
in  Office  Practice 

Course  Co-Directors:  Bonita  Falkner,  M.D. 
Allan  B.  Schwartz,  M.D. 


APRIL  9-10, 1997 

Diagnosis  and  Treatment  of  HIV  and  Related 
Opportunistic  Infections 

Course  Co-Directors:  Marla  Gold,  M.D. 
Allan  B.  Schwartz,  M.D. 


MAY  6-7, 1997 

Prevention  and  Treatment  of  Diabetes  Mellitus 
and  Hyperlipidemia 

Course  Co-Directors: 

David  M.  Capuzzi,  M.D.,  Ph.D. 

Allan  B.  Schwartz,  M.D. 


May  20-21, 1997 

Pathophysiology  and  Management 
of  Heart  Failure 

Course  Co-Directors:  Ami  E.  Iskandrian,  M.D. 
Allan  B.  Schwartz,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  of  Medicine,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  of  the  Health  Sciences  are  expected  to  disclose  to 

the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Allegheny  University  of  the  Health  Sciences  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  programs  for  physicians.  Allegheny  University  of  the  Health  Sciences  designates  1.0  credit  hour  of  category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent 
in  the  educational  activity. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  category  2A  of  the  American  Osteopathic  Association. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  Vi'  per  column 


Classified  Section 

Number  of  Words 

Minimum  $45  $ 

Member  Physician 

Discount— 33V3%  ($ ) 

Per  Issue  $ 

x Number  of  Issues 

AMOUNT  DUE  $ 


Display  Ad  in  Classified  Section 


1st  Inch  = $60.00  $ 

Add ’I  Vi'  x $30.00  $ 

Total  $ 

Member  Physician 
Discount— 33V3%  ($ 

PER  ISSUE  $ 


x NUMBER  OF  ISSUES 
AMOUNT  DUE  $ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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Here's  what  we  are  covering  in 
April  1997 

1 o Should  women  follow  the  mammography  screening 
recommendations  of  the  American  Cancer  Society? 

Radiologist  Julie  Kelter  Timins,  MD,  discusses  the  pros  and 
cons  of  mammography  for  today’s  women. 

o What  is  the  impact  of  alternative  medicine  in  today’s 
health  care  market? 

Writer  Bill  Berlin  reports  on  the  growth  of  alternative 
medicine  and  its  effect  on  mainstream  medicine. 

What  changes  are  in  store  at  the  New  Jersey  State  Nurses 
Association? 

An  interview  with  the  new  chief  executive  officer  Andrea 
Augenbaugh  details  the  role  of  the  state  nurses  association. 

] o What  are  the  ingredients  for  a successful  group  practice? 

A special  report  outlines  the  procedures  necessary  for 
creating  a group  practice  in  the  current  health  care 
environment. 

j o Should  New  Jersey  prohibit  the  use  of  medical  marijuana? 

A point  counterpoint  discusses  both  sides  of  this  highly 
charged  issue. 

j o Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
and  Calendar. 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e’s.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


FAMILY  PRACTICE 

We  are  two  doctors  who  own  and  operate 
a large  family  practice  in  N.E.  Bergen  Coun- 
ty, NJ.  After  six  years  we  need  an  associate 
to  help  us  grow  further.  The  ideal  candidate 
must  possess  general  skills  in  FP/IM  and 
suturing,  laceration  repair  and  workers  com- 
pensation injuries.  If  you  are  interested  in  a 
wonderful  growth  opportunity,  please  con- 
sider us.  FAX  your  C.V.  or  Letterhead  to 
201-768-4569.  Attention:  M.  Bender. 


110  OPENINGS 
PHYSICIANS 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC/BE 
physician  interested  in  Per  Diem  work  with 
own  malpractice.  Call  (708)  274-1777.  Fax 
(908)  274-9363. 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC  In- 
ternist with/without  subspecialty  training.  Fax 
resume  to  908-549-2262. 


PEDIATRICIAN— WAYNE 

Seeking  pediatrician  preferably  female  to  join 
a 1 7 yr.  old  solo  practice.  Full  time  employ- 
ment. Located  in  suburban  community  of 
Wayne,  N.J.  Excellent  Salary  and  Benefits. 
FAX  CV  to  201-694-1782.  Mail  to:  Nihal  S. 
Nagahawatte,  MD,  468  Parish  Drive,  Suite 
#3,  Wayne,  NJ  07470.  TEL  201-694-1400. 


150  LOCUM  TENENS 
WANTED 


FAMILY  PRACTICE 

Family  Physician  sought  for  10-12  week  part- 
time  position  to  cover  maternity  leave.  Full 
range  FP  in  spacious  well  equipped  and 
staffed  two  physician  office  in  Central  NJ.  No 
hospital  or  call  required.  Hourly  salary  and 
travel  covered.  Call  Beverly  908-873-0330. 


200  PRACTICE  FOR  SALE 


BRICK,  NJ 

25  YEAR  GERIATRIC  PRACTICE  and/or 
HOME  FOR  SALE,  BRICK,  NJ.  Live  upstairs. 
Practice  downstairs.  Building  evaluation 
$177,000.  Best  Offer.  Lots  of  Rooms  and 
Extras.  Call  908-477-2488. 


NORTHERN  NJ 

Busy  Internal  Medicine/Pulmonary  Disease 
Practice  for  sale.  Located  in  Northern  New 
Jersey  less  than  40  miles  from  New  York 
City.  Well  established  with  potential  for 
further  expansion.  Ideal  place  to  live  and 
work.  Situated  between  four  area  hospitals. 
PFT  and  Sleep  Lab  included.  Modern  office 
in  a community  setting.  Excellent  Opportuni- 
ty. Please  reply  to  Box  No.  130,  NEW 
JERSEY  MEDICINE,  370  Morris  Avenue, 
Trenton,  NJ  08611. 


300  OFFICE 
RENTALS  AND  LEASES 


BLOOMFIELD-NORTH  NEWARK 

Office  Space  Available.  Approximately  800 
square  ft.  5 large  office/treatment  rooms  in 
beautiful  turn  of  century  building!  X-ray  room 
(if  applicable).  1st  floor/handicap  access. 
Only  $895. 00/month.  Excellent  Location. 
Heavy  medical  traffic!  Call  Now! 
(201-483-7246). 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE— $1 ,200/ib 
incl.  util.— busy  medical  bldg,  w/active  d<  - 
tal/psych/chiro  practices,  ideal  busy  locatii , 
perfect  for  new  or  2nd  practif. 
212-476-7789  days.  215-860-8491  eves. 

MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fi/ 
equipped,  turn  key.  Rent,  day,  1/2  day,  nic :. 
Call  201-376-8670. 


STAFFORD  TOWNSHIP 

Professional  Office  Space  Available.  If} 
square  feet,  1st  floor.  One  of  the  fast  ,t 
growing  areas  in  New  Jersey.  Near  Southih 
Ocean  County  Hospital  under  expansiii. 
609-597-0088. 


310  OFFICES  TO  SHARE 


FORT  LEE 

OFFICE  TO  SHARE — Fort  Lee,  Bergen  Coji- 
ty.  Professional  office  space  available  vh 
chiropractor.  Fully  furnished.  Ample  Parkin. 
(201)  886-8755.  | 

MILLBURN 

OFFICE  TO  SHARE-MILLBURN.  Newly  s- 
novated  medical  office.  Four  treatmit 
rooms.  Congenial  atmosphere.  Secrete^ 
services  available.  Flexible  hours  and  rat. 
Parking  included.  Located  in  the  centenf 
town  across  from  train  station.  Call  (21) 
912-4333. 


340  REAL  ESTATE  HOME/ 
OFFICES 


WEST  ORANGE 

FOR  SALE-WEST  ORANGE-Home/ - 
fice— Established  Pediatric  Practice.  Adjcf- 
ing  two  schools— All  brick  contemporary 
bedroom  home— Ideal  for  any  type  prl  - 
tice— Lovely  yard  & patio— Reasonablt- 
Call  Murph  Plishfin,  Weichert  RealtcM 
201-575-1122.  Eves.  201-952-0037. 


910  AUTO  WANTED 


A BETTER  WAY  to  sell  your  Mercede 
BMW,  Jaguar  or  other  fine  foreign  cl 
through  our  unique  consignment  pr< 
gram. 

• No  hassles  • You  set  the  price ; 
Call  Hassan  for  details 
AUTOHAUS 
1-888-BENZ  BMW 

1-888-236-9269 
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COULD  YOU  USE 
AN  EXTRA  $10,000? 

The  Army  Reserve  will  pay  you  a yearly  stipend  which  could 
total  in  excess  of  $10,000  in  the  Army  Reserve’s  Specialized  Training 
Assistance  Program  (STRAP)  if  you  are  a resident  in:  general 

surgery,  cardiothoracic 
surgery,  peripheral 
vascular  surgery,  colon- 
rectal  surgery,  orthopedic 
surgery,  neurosurgery, 
urology,  anesthesiology, 
diagnostic  radiology, 
family  practice,  emer- 
gency medicine  or 
internal  medicine. 

Once  you  complete 
your  residency  you  will  have  opportunities  to  continue  your 
education  and  attend  conferences.  Your  commitment  in  the  Army 
Reserve  is  generally  one  weekend  a month  and  two  weeks  a year  or 
12  days  annually.  You  can  also  choose  a non-active  assignment  and 
receive  one-half  of  the  authorized  stipend. 

Get  a maximum  amount  of  money  for  a minimum  amount  of 
service.  Find  out  more  by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

(215)  597-6133 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE.® 


Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 

We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 
per  week.  Flexible  schedules  available  in  a 
choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nutri/system 


LOCATION!  LOCATION! 

Prime  Office  Space 

Available— So.  Plainfield 

700-900  sq.  ft.  office  space  available  in  medical 
complex  So.  Plainfield-Edison  border.  Furnished/ 
Unfurnished  — Flexible. 

Rental  Inquiries  call:  908-756-1060 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


JEANES  HOSPITAL, 
a 220-bed  acute  care 
and  transitional  care 
facility  in  Northeast 
Philadelphia  (convenient  to  Lower  Bucks  and 
Montgomery  counties),  is  currently  seeking  full 
and  part-time  Medical  House  Physicians. 

Requirements  include  current  PA  Licensure, 
ACLS  Certification  and  3 years  internal  medicine 
experience  in  an  acute  care  hospital.  Board 
Certification  in  internal  medicine  or  family  prac- 
tice preferred. 

JEANES  HOSPITAL  offers  a modern  facility  and 
excellent  benefits  for  full-time.  For  consideration, 
send  resume  to: 


JEANES  HOSPITAL, 
Human  Resources 
Dept.  , 7600  Central 
Avenue,  Philadel- 
phia, PA  19111. 
Equal  Opportunity 
Employer. 


Jeanes 

**  HOSPITAL 
Temple  University  Health  System 
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TP  he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we  ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


■ Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

■ Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


Assistance  with  submitting  claims  if 
you  need  help. 

Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money. 

Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 

For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH ^6j^ASSOCIATES 
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Mercer  oncologist  joins  board 


tel  ].  Kane,  MD 


MSNJ  member  Michael  J. 
Kane,  MD,  has  joined  the 
Greater  Princeton  Area  Advisory 
Board  of  the  Cancer 
Care,  Inc.  Founded 
in  1944,  the  mission 
of  Cancer  Care  is  to 
provide  emotional 
support,  informa- 
tion, referrals,  and 
practical  assistance 
to  people  with  can- 
cer and  their  fami- 
lies. Dr.  Kane  is  the 
medical  director  of  The  Cancer 
Institute  of  New  Jersey  at 
Hamilton,  located  on  the  cam- 
pus of  Robert  Wood  Johnson 
University  Hospital  at  Hamilton, 
and  is  an  associate  professor  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  in  New 
Brunswick.  Dr.  Kane  is  a mem- 
ber of  MSNJ’s  Mercer  County 
component  and  a fellow  of  the 
American  College  of  Physicians. 


Glaucoma  2001 

Glaucoma  is  the  leading  cause 
of  blindness  for  African- 
Americans  and  the  second  lead- 
ing cause  for  all  Americans.  To 
help  overcome  this  disease,  the 
American  Academy 
of  Ophthalmology 
in  conjunction  with 
the  New  Jersey 
Academy  of  Oph- 
thalmology has 
launched  Glaucoma 
2001.  The  program 
offers  free  oph- 
thalmic glaucoma 
examinations  and  treatment  to 
uninsured,  at-risk  individuals. 
Physicians  can  call  1/800/391- 
EYES  to  refer  a patient  to  a par- 
ticipating ophthalmologist. 

MSNJ  member  Philip  M. 
Fiore,  MD,  is  chair  of  the  pro- 
gram. 


9 M.  Fiore,  MD 


“So,  the  prince  struggled  through 
a maze  of  federal  and  state 
restrictions ? Was  he  a physician?” 


Letter  on  HMO  regulations 

In  a public  statement  to  the  media,  MSNJ  President  Anthony  P 
Caggiano,  Jr,  MD,  presented  the  following: 

“We  recognize  and  appreciate  the  hard  work  of  Commissioner 
Fishman  and  the  Department  of  Health  and  Senior  Services  in  develop- 
ing the  HMO  regulations.  These  will  be  a great  step  in  restoring  patient 
rights  and  ensuring  that  physicians  can  properly  treat  their  patients  with- 
out interference  from  HMOs. 


“Last  July,  MSNJ  submitted  comments  to  the  draft  regulations  on 
behalf  of  the  nine  other  provider  organizations  on  the  HMO  Advisory 
Committee.  Our  understanding  is  that  some  of  these  comments  have 
been  incorporated  to  varying  degrees  in  the  final  regulations.  However, 
we  believe  many  of  our  more  pressing  comments  were  not  addressed. 

“We  had  requested  a prudent  layperson  provision  so  that  patients 
won’t  be  penalized  if  they  cannot  determine  if  a serious  condition  meets 
technical  definitions  of  emergencies.  We  also  had  asked  that  HMOs  be 
required  to  provide  prior  authorizations  for  surgery  within  one  week. 


“With  their  vast  resources,  HMOs  should  be  required  to  provide  pro- 
grams to  address  many  public  health  issues,  such  as  substance  abuse, 
HIV  screenings,  violence  prevention,  and  nicotine  dependence  treat- 
ment. Like  hospitals,  they  should  also  contribute  to  ethics  committees  to 
examine  the  many  ethical  issues  confronting  the  medical  community. 

“While  we  welcome  the  impending  regulations  to  level  the  playing 
field,  we  will  not  hesitate  to  petition  the  Legislature  to  address  HPWn 
shortcomings  that  adversely  affect  New  Jerseyans.” 
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New  Jersey  Nets  lead 

ANTI-SMOKING  CAMPAIGN 


Commissioner  of  Health  and 
Senior  Services  Len  Fishman 
was  among  those  who  attended 
the  “tipoff’  for  the  anti-smoking 
initiative,  Smoking — An  Offen- 
sive Foul,  at  a New  Jersey  Nets 
game.  This  innovative  program, 
sponsored  by  the  New  Jersey 
Nets  in  association  with  MSNJ’s 
New  Jersey  BREATHES  Coal- 
ition and  The  Robert  Wood 
Johnson  Foundation,  is  a pre- 
mier anti-smoking  campaign  for 
teens  and  children. 

This  message  will 
be  promoted 
through  broadcast 
and  print  media 
and  promotional 
messages,  includ- 
ing coverage  at 
Continental  Air- 
lines Arena,  and  on 
the  SportsChannel 
and  WOR  radio  sta- 
tion. Kendall  Gill, 
one  of  the  Nets  guards,  is  a lead- 
ing team  spokesman  for  the 
program. 

The  New  Jersey  BREATHES 
Coalition  is  an  independent, 
collective  voice  for  tobacco  con- 
trol convened  by  MSNJ.  The 
offensive  foul  campaign  is  one  of 
its  many  efforts  directed  at  dri- 
ving down  smoking  rates,  espe- 
cially among  Garden  State  chil- 
dren and  teens. 


Two  AMA  delegates  retire 

MSNJ  announces  that  Douglas  M.  Costabile,  MD,  and 
Ralph  J.  Fioretti,  MD,  retired  from  the  AMA  delegation.  Drs. 
Fioretti  and  Costabile  have  been  long-standing  members  of 
the  AMA  delegation.  Both  doctors  are  past-presidents  of 
MSNJ.  Dr.  Costabile  is  a member  of  the  Camden  County 
component;  Dr.  Fioretti  is  a member  of  the  Bergen  County 
component.  As  of  January  1,  1997,  Walter  J.  Kahn,  MD  and 
Patricia  G.  Klein,  MD  will  serve  as  AMA  delegates  and 
Robert  S.  Rigolosi,  MD  and  Michael  H.  Bernstein,  MD  will 
serve  as  AMA  alternate  delegates. 


NJ  Nets  Kendall  Gill  is  a 
spokesman  for  the  anti-smoking 
campaign. 


AMA  turns  150  years  old 

For  150  years,  the 
AMA  has  built, 
through  its  lead- 
ership, a unifying 
foundation  for  phy- 
sicians across  the 
United  States.  This 
year — 1997 — the 
AMA  commemor- 
ates its  sesquicen- 
tennial  year  with  a 
variety  of  activity 
throughout  the  up- 
coming months. 


The  AMA  began  the  celebra- 
tion by  sending  each  AMA  mem- 
ber the  150th  anniversary  edition 
of  The  AMA  Code  of  Medical 
Ethics.  In  March,  the  entire 
Federation  will  come  together  for 
a 150th  celebration  at  the  Na- 
tional Leadership  Conference  in 
Philadelphia,  Pennsylvania.  The 
AMAis  annual  meeting  in  June  will 
showcase  a historical  exhibit  of 
150  years  of  progress  for  physi- 
cians and  medicine.  For  more 
information  contact  the  AMA  at 
312/464-5000. 


A Special  Night 

Governor  Whitman  (left)  is  the  hon- 
orary chair  for  the  United  Cerebral 
Palsy  Association  of  New  Jersey 
Awards  Gala,  being  held  on  April  11, 

1997,  at  the  Princeton  Marriott  Forrestal 
Village.  The  evening  event,  hosted  by 
mistress  of  ceremonies  Kent  Manahon 
(right),  NJN  news  anchor,  is  dedicated  to  honoring  industry  and  indi- 
viduals who  have  helped  advance  the  independence  of  people  with 
disabilities.  For  tickets  and  information,  call  MSNJ,  609/896-1766 
extension  264. 

continued  on  page  71 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 

USAF  HEALTH 
PROFESSIONS 

TOLL  FREE 

1 -800-423-USAF 


SOMETIMES  THE 


IS  THE  ONE  YOU'VE 
ALREADY  GOT. 


allows  members  facing  a lawsuit  to  gain  valu- 
able input  from  their  peer  physicians.  Our 
insureds  know  that  MIIX  makes  sense  financial- 
ly, too,  considering  our  discounts  for  new  and 
part-time  practitioners.  We  offer  flexible 
premium  payment  plans.  We  also  provide  24- hour 
customer  assistance  seven  days  a week. 

Because  MIIX  is  a physician-owned  company, 

you  can  be  assured  that  everything  we  do  is 
designed  with  your  best  interests  in  mind.  So  if 
you  are  already  insured  by  MIIX,  we  thank  you 
for  your  support  and  welcome  your  suggestions 
on  how  we  can  serve  you  better  in  the  future. 
And  if  you're  not  insured  by  us,  call  today  so 
you  can  join  your  peers  who  are  already  benefit- 
ing from  the  MIIX  difference. 

1-800-234-MIIX. 


MEDICAL 

INTER-INSURANCE 
EXCHANGE 

TWO  PRINCESS  ROAD  . LAWRENCEVILLE,  NJ  08648  • 609-896-2404  / 800-234-MIIX  • FAX  609-896-0137 

POWERFUL  PARTNERSHIPS 


The  only  liability  carrier 
endorsed  by  the 

Medical  Society  of  New  jersey 

NJ 


t the  Medical  Inter-Insurance  Exchange, 
(MIIX),  we're  proud  that  95  percent 
of  our  11,000-plus  insured  physicians 
renewed  their  policies.  With  such  an  outstanding 
track  record,  we  must  be  doing  something  right. 

Perhaps  it's  our  innovative  products,  such  as 
our  $500,000  HIV  benefit  that  provides  income 
protection  for  physicians  who  become  HIV  posi- 
tive. MIIX  has  also  pioneered  a new  policy 
enhancement  product:  Medical  Waste  and 
Pollution  Liability  Coverage  for  Physicians 
and  Surgeons. 

Or  maybe  it's  our  product  features,  including 
consent  to  settle.  While  some  of  our  competi- 
tors retain  the  sole  right  to  settle  a claim,  MIIX 
never  settles  a claim  without  an  insureds 
written  consent. 

Our  commitment  to 
service  includes  a peer 
review  program  that 
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MO  REGS 
ItO  PATIENT 

ARIJUANA 
15  MEDICINE? 

iW  VISION 
IR  NURSES 

DLE  OF 

TERNATIVE 

EDICINE 


M 


University  of  Maryland 
Health  Sciences  Library-Serials 
1 11  South  Greene  St. 
Baltimore,  MD  21201 


KG  f 


health  sciences  library 

UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 
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PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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Five  managed  care  "myths" 
have  been  assailed  by  Jeff  C. 
Goldsmith,  PhD,  and  Michael  J. 
Goran,  MD.  Most  strikingly,  the 
consultants  dispute  the  widely 
held  belief  that  regional  markets 
will  be  dominated  by  a few 
integrated  systems  with  provider 
networks:  "the  reality  is  that 
employers  and  consumers  are 
asking  the  health  care  system  for 
something  very  different:  A 
seemingly  incongruous  mixture  of 
broad  choice  and  economic 
discipline." 

Further,  Goldsmith  and  Goran  dis- 
agree that  HMOs  see  "direct  contracting" 
between  provider  networks  and  employ- 
ers as  a serious  threat.  Employers,  the 
consultants  say,  view  providers  with  dis- 
trust. Is  managed  care  a profitable,  low- 
risk  business?  These  consultants  puncture 
the  commonly  accepted,  affirmative  view. 
In  three  years,  they  project,  health  insur- 
ance profits  virtually  may  disappear. 

The  writers  additionally  deny  that  capi- 
tation of  primary  care  providers  will 
become  the  dominant  form  of  payment. 
Instead,  they  expect  risk  to  devolve  from 
health  plans  to  large  physician  groups 
and  then  to  smaller  multidisciplinary 
teams.  Finally,  they  predict  the  fall  of  the 
gatekeeper  system,  with  the  rise  of  better 
mechanisms  to  match  clinical  needs  and 
resources.  The  Goldsmith-Goran  icono- 
clasm  surfaced  in  their  article  in  the 
Healthcare  Forum  Journal,  summarized  in 
the  Healthcare  Leadership  Review. 

Perhaps  advancing  another  myth, 
many  critics  have  suggested  that  physi- 
cians enjoy  higher  reimbursement  from 
Medicare  than  from  private  insurers.  Not 
so,  says  the  federal  Physician 
Payment  Review  Commission 
(PPRC),  which  reports  that  in  1995,  on 


average,  Medicare  paid  physicians  only 
about  70  percent  of  private  pay  levels. 

A "consensus  statement"  on 
funding  graduate  medical  educa- 
tion (GME)  has  been  adopted  by 
the  American  Medical  Association 
(AMA),  Association  of  American 
Medical  Colleges,  and  five  other 
physician  groups.  Eyeing  "com- 
pelling evidence  that  the  United 
States  is  on  the  verge  of  a serious 
oversupply  of  physicians,"  the 
groups  called  for  limiting  federal 
funding  of  GME  slots  so  that  the 
number  of  funded  slots  becomes 
essentially  equal  to  the  number  of 
emerging  graduates  of  U.S.  med- 
ical schools.  International  medical 
graduates  (IMGs),  they  suggest, 
should  be  eligible  for  GME  posi- 
tions only  through  the  J-l 
Exchange  Visitor  Program  and 
then  should  return  to  their  country 
of  origin.  The  federal  government 
should  not  fund  GME  training  of  J- 
1 visa-holders,  the  statement 
adds. 

Such  a harsh  policy  toward  IMGs 
could  seriously  affect  New  Jersey,  which 
has  the  nation's  highest  ratio  of  IMGs  to 
U.S.-trained  physicians. 

The  groups  also  called  for  creation  of 
an  "all-payer  fund,"  financed  through 
taxes  on  HMOs  and  private  and  govern- 
ment insurers,  to  fund  GME.  Currently, 
most  of  the  burden  rests  on  the  financially 
strapped  Part  A Medicare  program. 
Under  the  groups'  plan,  transitional  pay- 
ments would  be  made  to  inner-city  hospi- 
tals that  now  rely,  for  essential  patient 
care,  on  residents  who  are  IMGs. 

How  would  physicians  and 
other  providers  fare  under  the 
Medicare  budget?  President 
Clinton's  proposal  included  a $10 
billion  cut  for  physicians  over  six 
years.  Recall,  though,  that  under 
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federal  budget  rules,  a reduction 
in  expected  increases  is  "scored" 
as  a cut.  The  administration's  pro- 
posals also  included  a single  rela- 
tive value  scale  conversion  factor 
of  $36.63  beginning  in  1 998.  This 
is  a change  from  the  1 997  factors 
of  $35.77  for  primary  care  and 
$40.96  for  surgery. 

Changes  noted  by  the  AMA  also 
include  reducing  the  update  formula, 
beginning  in  calendar  year  1999,  from  2 
percent  plus  the  percentage  increase  in 
gross  domestic  product  (GDP)  now  to  0 
percent  plus  GDP.  This  is  a newly  publi- 
cized change  from  the  original  proposal 
of  1 percent.  About  $400  million  per 
year  would  be  saved  by  eliminating  pay- 
ments to  first  assistants  in  surgical  proce- 
dures. Centers  of  excellence,  selected  for 
major  cardiac  surgical  and  orthopedic 
procedures  and  other  cost  drivers,  would 
be  expanded  to  all  urban  areas. 

Hospitals  would  face  $45  billion  in  cuts 
over  six  years  under  the  president's  plan, 
notwithstanding  the  conventional  wisdom 
that  Democrats  tend  to  favor  hospitals 
while  Republicans  are  more  sympathetic 
to  physicians.  The  total  number  of  reim- 
bursed hospital  residency  slots  would  be 
frozen.  Medicare  beneficiaries  still  would 
have  to  pay  only  25  percent  of  Part  B 
costs  and  would  gain  new  preventive  ben- 
efits. 

HMOs  would  lose  the  adjustment  given 
to  hospitals  for  GME  and  for  the  "dispro- 
portionate share"  of  indigent  patients. 
The  ratio  of  HMO  payment  levels  to 
indemnity  payment  levels  would  drop 
from  95  to  90  percent. 

The  administration  would  hurt  physi- 
cians by  repealing  fraud-and-abuse  provi- 
sions, enacted  last  year,  that  penalized 
providers  only  for  "knowing  and  willful" 
misconduct  and  created  an  advisory  opin- 
ion process  for  providers.  Finally,  to  pro- 
tect the  Part  A fund,  about  one-half  of  the 
financing  of  home  health  benefits  would 
be  moved  from  Part  A to  Part  B. 


National  interest  in  tort  reform 
may  be  reviving.  A study  con- 
ducted by  the  National  Bureau  of 
Economic  Research,  reported  in 
the  Quarterly  Journal  of  Eco- 
nomics and  summarized  in  Medi- 
cal Liability  Monitor,  concluded 
that  reforms  could  save  $50  bil- 
lion "without  substantial  effects 
on  mortality  or  medical  complica- 
tions." Researchers  David  Kessler, 
PhD,  and  Mark  McClellan,  MD,  of 
Stanford  University  determined 
that  caps  on  damages,  collateral 
source  offsets,  abolition  of  puni- 
tive damages,  and  elimination  of 
mandatory  prejudgment  interest 
on  awards  would  cut  the  "defen- 
sive medicine"  practiced  by  liabil- 
ity-wary physicians. 

Better  physician-patient  communication 
also  prevents  malpractice  suits.  A study 
team  led  by  Wendy  Levinson,  MD, 

found  that  primary  care  physicians  can 
reduce  exposure  by  educating  patients 
about  what  to  expect  from  a visit,  using 
laughter  and  humor,  soliciting  patients' 
opinions,  checking  patients'  understand- 
ing, and  encouraging  talking.  The 
research  was  reported  in  JAMA  and  sum- 
marized in  AM  News. 


Senior  statesman  Leon  Mos- 
kowitz  has  moved  from  the 
Department  of  Banking  and  Insur- 
ance, where  he  served  as  deputy 
commissioner  since  1990,  to  the 
Department  of  Health  and  Senior 
Services,  where  he  will  serve  as  a 
special  adviser  to  Commissioner 
Len  Fishman.  Mr.  Moskowitz  was 
an  architect  and  facilitator  of  the 
state's  health  insurance  reforms. 
Few  members  of  the  state's  health 
policy  community  evince  so  much 
commitment  or  knowledge,  mmm 


Neil  E.  Weisfeld 
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Fas  t Facts 


Princeton  Insurance  Company 


Physicians  Save  on 
Professional  Liability  Insurance 


If  you  have  favorable 
claims  experience, 
now  is  a great  time  for 
you  to  take  advantage 
of  our  preferred  prices 
for  professional 
liability  insurance. 
Doctors  who  merit  a 


preferred  price  will 
receive  10  to  30 
percent  off  our  stan- 
dard rate  for  their 
specialty. 

And  physicians 
can  also  save  with  one 


of  our  premium 
discounts.  We  have 
credits  for  physicians 
in  their  first  and 
second  year  of  practice 
and  those  who  work 
part-time. 


1997  Rate  Tiers  for  New  Jersey  Physicians  and  Surgeons 

Ob-Gyn 

All  Other  Specialties 

Standard  Tier 

Our  basic  rate 

Our  basic  rate 

Preferred  Tier 

10%  off  base  rate 

20%  off  base  rate 

Preferred-Plus  Tier 

25%  off  base  rate 

30%  off  base  rate 

Your  Office  Needs  Insurance,  Too 


More  Benefits 
of  Princeton 
Protection 

In  addition  to  pre- 
ferred prices  for 
favorable  claims 
experience,  we  offer 
professional  liability 
policyholders: 

+ A strong  defense 
against  meritless 
claims,  experienced 
trial  attorneys,  and  a 
proven  record  of 
success  in  the  courts 

♦ Occurrence  Plus 
coverage,  which  has 
built-in  tail  coverage 


Because  your  medical 
practice  has  insurance 
needs  of  its  own,  we 
offer  the  Princeton 
Office  Package  (POP), 
which  bundles  two 
important  coverages, 
property  and  general 
liability,  into  one 
competitively  priced 
policy. 

The  POP  policy  is 
available  to  physicians 
who  practice  individu- 
ally or  with  a group, 
from  home  or  in  an 
office  building.  It  pays 
for  covered  losses  to 
your  building,  medical 
and  computer  equip- 
ment, furniture,  patient 
records,  and  more.  It 
includes  coverage  for 
negligent  acts,  such  as 


fire  damage,  host  liquor 
liability,  libel,  accidents, 
and  false  advertising. 
And  it  lets  you  tailor 
your  package  by 


It's  easy  to  find  out 
how  you  could  save 
with  Princeton  Insur- 
ance Company.  Just 
clip  and  complete  the 
coupon  on  the  right. 

Or  contact  us  at: 

746  Alexander  Road 
Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 

Visit  us  on  the  Internet  at: 

http://www.pinsco.com 


choosing  different 
deductibles  and 
liability  limits,  and  by 
adding  optional 
coverages. 


+ A discount  on 
the  Princeton  Office 
Package  policy. 


fYES!  I'd  like  more  information  on  the 
following: 

□ Premium  discounts  and  rates  i 

□ Princeton  Office  Package  policy 

I Name: I 

I Specialty: I 

I Address: 

I City: | 

I State,  Zip: | 

| Phone  Number:  ( ) 

| Fax  Number:  ( ) 

i Mail  to:  Princeton  Insurance  Company  : 

Communications  Department  - NJM  ’ 

P.0.  Box  5322,  Princeton,  NJ  08543-5322 
i i 
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MSNJ 

LEGAL  CONSULTANT  NETWORK 


hree  New  Jersey  law  firms  ( shown  in  sidebar)  have 


Kern  Augustine  Conroy 
& Schoppmann,  PC 

1120  Route  22  East 
Bridgewater,  NJ  08807 
908/704-8585 

► All  areas  of  health  law 
and  physician  representation 


een  carefully  previewed  and  selected  as  charter 


members  of  the  Medical  Society  of  New  Jersey  Legal 
:onsultant  Network. 


Timins,  Larsen,  Beacham  & Hughes 

85  Livingston  Avenue 
Roseland,  NJ  07068 
201/740-1771 


1SNJ  members  are  entitled  to  register  their  engage- 
ment of  any  firm  in  the  Network  for  professional 
ervices.  MSNJ  will  monitor  the  engagement  to  assure 
aat  the  MSNJ  member,  as  a client,  is  satisfied  with 
ae  services  and  that  the  engagement  is  working  for 
ne  member’s  benefit. 

o register  the  engagement,  MSNJ  members  may 
ontact  Karen  Monsees  at  MSNJ,  609/896-1766, 


► Employment  and  commercial 
law,  ethics,  health  and  other 
insurances,  occupational 
safety  and  health,  probate 
and  real  estate 


Benesch  & Obade,  PC 

Princeton  Pike  Corporate  Center 
993  Lenox  Drive,  Suite  101 
Lawrenceville,  NJ  08648 
609/844-7590 

► All  areas  of  health  law 
pertaining  to  physicians 


ktension245. 


r he  Network  firms  and  areas  that  have  been 
elected  are  valid  for  1997> 
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It  pays 

to  be  at 

Liberty 


The  health  plan  with 
□ big  commitment 
to  great  health  care. 

|More  and  more  New  Jersey  businesses 
are  discovering  the  advantages  of 
Liberty  Health  Plan  - one  of  the  fastest 
growing  health  plans  in  the  state.  And 
many  of  the  things  they  like,  you'll  like 
too.  Our  responsive  service,  for  exam- 
Iple,  is  the  kind  you  just  can't  get  from 
the  health  care  giants.  We've  elimi- 
nated a lot  of  the  bureaucracy  to  help 
!us  respond  quickly  to  you  and  your 
patients'  needs.  And  we  never  forget 
that  our  main  focus  is  helping  you 
(keep  your  patients  as  healthy  as  possible. 


patients.  Our  highly  trained  medical 
personnel  work  closely  with  you  to 
ensure  optimum  treatment  - cutting 
through  layers  of  red  tape  to  give  you 
fast  preauthorization  when  time  is  crucial. 
You  and  your  staff  won't  be  put  on 
hold  forever,  waiting  for  answers.  You'll 
deal  with  knowledgeable  people  who 
understand  the  significance  of  your 
requests  and  won't  give  you  stock 
answers.  It's  a lot  less  frustrating  dealing 
VK  with  us  than  with  the  giants. 


fn 


You'll  be  at 
Liberty  to 
orchestrate 


pQtjent  care 

f We  want  to  do  every- 


thing possible  to  facili- 
tate care  and  support  your 
decisions  on  behalf  of  your 


You'll  be  at  Liberty  to 
get  prompt  payment. 

When  you're  seeing  dozens  of 
patients  every  day,  concentrating  on 
i delivering  the  best  health  care, 
the  last  thing  you  and  your  staff 
need  to  worry  about  is  lagging 
receivables.  So  at  Liberty,  we  make 
an  extra  effort  to  pay  you  for  services 
within  30-45  days.  When  our  huge 
competitors  are  taking  as  much  as  90, 
even  120  days,  to  pay,  our  payment 


If  you're  a doctor, 
it  pays  to  be  at  Liberty. 


|s  policy  can  make  a major  difference 
I in  your  financial  health  - and  your 
peace  of  mind. 

You'll  be  at  Liberty  to 

1 go  straight  to  the  top. 

Ever  try  to  bypass  the  system  and 
5 reach  a key  decision  maker  at  a 

2 giant  health  insurer?  Forget  it.  But 

at  Liberty  Health 
Plan,  our 
management 
prides  itself 
on  being 
accessible 
to  doctors  as 
well  as  to 

members.  So 

if  you  need  to  talk  to  someone  on  our 
management  team  about  any  pressing 
matter,  you'll  be  able  to  get  through 
without  a problem.  Nothing's  more 
important  than  meeting  the  needs  of 
our  doctors  and  our  members. 


It  all  adds  up  to  a health  plan  that 
pays  in  so  many  ways  for  doctors. 
For  details,  please  call 


1-800-399-0499 


LIBERTY  HEALTH  PLAN,  INC. 


1 1 5 Christopher  Columbus  Drive,  Jersey  City,  NJ  07302 
http : // www.  LibertyH  P.com 
Liberty  Health  Plan  is  a member  of 
Liberty  Healthcare  Systems,  Inc. 
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Medicine  in  marble 

In  a recent  visit  to  the 
Metropolitan  Museum  of  Art  in 
New  York  City,  I entered  a 
gallery  filled  with  marble 
Roman  busts  and  I came  upon 
a portrait  of  a man  with  a neu- 
rological problem.  The  caption 
beneath  the  marble  bust  read: 
"Portrait  of  a man,  marble, 
Egypto  Roman,  ca  50-30/20 
AD,  found  in  Egypt.  Long 
called  Stroganoff  Caesar 
because  of  the  resemblance  to 
the  Roman  dictator,  this  is  actu- 
ally a portrait  of  an  otherwise 
unknown  man  who  lived  in 
Alexandria  at  the  time  of 
Caesar." 

In  this  portrait,  we  see  the 
characteristic  features  of  a 
man  with  a right  facial  paraly- 
sis. Normal  deep  furrows  are 
evident  from  the  middle  of  his 
brow  to  the  left  side  of  his 
forehead.  The  right  side  of  his 
forehead,  however,  has  no 
wrinkle  lines  and  appears 
smooth  and  flat.  The  deep 
lines  of  the  nasolabial  fold  and 
the  cheek  are  easily  seen  on 
the  left  side  of  his  face. 

Because  of  the  right-sided 
paralysis,  the  nasolabial  and 
cheek  folds  are  absent.  The 


right  side  of  his  mouth  droops 
downward,  and  the  sagging 
seems  more  prominent 
because  of  the  absence  of  the 
facial  folds  about  the  nose  and 
mouth.  The  right 
eye  droops 
slightly  and  the 
eye  appears 
somewhat  larg- 
er because  of 
the  retraction  of 
the  upper  lid. 

Since  the 
paralysis 
involves  the 
forehead,  eye, 
and  lower  face 
on  the  right,  we 
can  reasonably  diagnose  the 
gentleman  as  having  a periph- 
eral nerve  paralysis,  such  as 
seen  in  Bell's  palsy. 

Not  all  busts  are  portraits  of 
young  or  handsome  people, 


but  sculptures  in  marble  gener- 
ally project  a sense  of  beauty 
and  perfection.  Portrayals  of 
death  such  as  the  Pieta  or  a 
sculpture  of  a dying  warrior 
are  idealized 
and  have  been 
created  by  mas- 
ter artists,  so 
that  the  forms 
we  see  are 
pleasing  and  the 
feelings  we 
experience  are 
those  of  peace 
and  serenity. 

This  bust  in 
the  Metropolitan 
Museum  of  Art 
is  most  unusual,  for  the  sculp- 
tor has  faithfully  created  a por- 
trait of  an  unknown  and  ordi- 
nary man  with  a facial  paraly- 


Kopel  Burk,  MD 


Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368)  or  mail  a copy  of  your 
letter  to  New  Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648.  Letters  should  be  typed  and  double-spaced  and  should 
be  no  longer  than  400  words  with  up  to  4 references,  if  necessary. 
Include  your  full  name,  affiliation,  address,  and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief  and 
are  subject  to  editing  and  abridgment.  Letters  may  be  published  on 
MSNJ’s  web  site,  http://www.msnj.org.  Financial  associations  or 
other  possible  conflicts  of  interest  must  be  disclosed.  Letters  repre- 
sent the  opinions  of  the  authors. 


8 New  Jersey  Medicine  april  1997 


Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 

• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 
Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  201/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


Would  you  like  to  be  paid 
FASTER  for  your  services? 

Electronic  claims  processing  gets  your  money  to  you 
within  6 to  14  days!  The  efficiencies  gained  by  electronic 
processing  cannot  be  ignored: 

• Expedited  Cash  Flow 

• Errors  eliminated 

• Increased  Staff  Productivity  Through 
Less  Paperwork 

• Reduced  Overhead  Costs 

• Maximum  Reimbursements  Received 

Our  staff  provides  comprehensive  billing  functions 
UNDER  YOUR  DIRECT  CONTROL,  including  electronic 
claim  submission,  patient  invoicing,  insurance  and 
outstanding  balance  follow-up.  Customized  reports  let 
you  know  the  status  of  your  accounts  at  a glance! 

Call  today  for  a free  consultation 

201-605-8681 

Certified  Electronic  Medical  Biller 
Member:  Electronic  Medical  Billing  Network 
Member  of  NACAP 


“Bringing  Your  Claims 
Management  Under  Control!” 
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J|  J & J exec  chairs  UMDNJ 

foundation  board 

Roger  S.  Fine  has  been 

% -VjJ 

jM  named  chairperson  of  the  Board  of 

k '■ 

Trustees  of  the  Foundation  of 

JL 

UMDNJ.  The  Foundation  provides 

Roger  S.  Fine  private-sector  support  for  UMDNJ 
programs  such  as  student  assistance 
and  research  and  community  service  projects. 
Currently,  Mr.  Fine  is  vice-president  and  general 
counsel  and  member  of  the  executive  committee  at 
the  New  Brunswick  Johnson  & Johnson.  Other 
recently  elected  trustees  to  the  Foundation  of 
UMDNJ  are  Dr.  Joseph  Battaglia,  Judith-Ann 
Corrente,  and  Dr.  Hank  Lubin. 


MSNJ  past-president 
honored  by  AMNJ 

MSNJ  past-president  Louis  L. 
Keeler,  MD,  is  the  recipient  of  the 
3 1 st  Annual  William  P.  Burpeau 
Award.  Keeler  will  be  presented 
the  award  at  a dinner  on  May  7, 
1997,  in  West  Orange.  The  award 
is  sponsored  by  The  Academy  of 
Medicine  of  New  Jersey  (AMNJ)  and  the  Urology 
Society  of  New  Jersey.  Keeler  is  clinical  associate 
professor  at  Philadelphia's  Jefferson  Medical 
College;  co-medical  director  of  Mid-Atlantic  Stone 
Center;  and  a member  of  the  MSNJ's  Medical 
Review  & Accrediting  Council,  Inc. 


Louis  L. 
Keeler,  MD 


Anti-smoking  projects  plentiful  in  the  Garden  State 


One  successful  tobacco 
awareness  program  is 
"Project  Promise,"  where 
students  from  Montclair 
asked  local  retailers  to 
sign  a pledge  promising 
not  to  sell  tobacco  prod- 
ucts to  minors.  Partici- 
pating merchants  are  ac- 
knowledged in  an  ad  in 
the  local  newspaper.  This 
project  is  sponsored  by 


Project  Promise  participants 


the  American  Lung  Asso- 
ciation of  New  Jersey  in 
cooperation  with  The 
Teen  Institute  of  the  Gar- 
den State  and  the  New 
Jersey  Department  of 
Health  and  Senior  Ser- 
vices, and  grant  funded 
through  New  Jersey  AS- 
SIST and  MSNJ's  New 
Jersey  Breathes. 


Anatomy  exhibit  at 
UMDNJ  library 

"The  Human  Body: 
Anatomical  Texts  from 
the  15th- 19th  Centuries" 

is  on  display  in  the  Exhibition 
Gallery  of  UMDNJ-George  F. 
Smith  Library  of  the  Health 
Sciences  in  Newark.  The  exhib- 
it features  rare  anatomical 
atlases  from  the  Morris  H. 
Saffron  Collection  of  Books  on 
Historical  Medicine  donated  to 
UMDNJ  by  The  Academy  of 
Medicine  of  New  Jersey. 

The  books  selected  for  the 
exhibit  are  outstanding  exam- 
ples of  the  synthesis  of  medi- 


cine, art,  and  publishing,  such 
as  Vesalius'  De  Humani 
Corporis  Fabrica  published 
during  the  Renaissance  with 
illustrations  from  the  great  artist 
Titian's  atelier.  The  high  point  of 
Baroque  anatomical  illustration 
is  represented  in  Bidloo's 
Anatomia  Humania  Corporis. 
Also  included  are  works  by 
Fabricius,  Estachius,  and  John 
Hunter. 

The  anatomy  exhibit  is  on 
display  until  December  1997. 
For  information,  call  the 
University  Libraries'  Depart- 
ment of  Special  Collections  at 
201/982-6293  or  982-7830. 

continued  on  page  12 
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TODAY'S  CONTRACTS 
EQUALS 

TOMORROWS  MEDICINE 

We  have  negotiated  contracts  with  hospitals  and 
private  practices  in  behalf  of  physicians  since  1971. 
We  charge  one  reasonable  and  level  fee  which 
covers  everything  including  professional  legal 
and  accounting  services.  We  are  resolute  and 
protective  in  achieving  most  of  our  clients  needs. 
Our  approach  is  diplomatic  and  respectful  because 
after  all... 

WE  SEEK  YOUR  ECONOMIC  ADVANCEMENT 
NOT  THEIR  INSTITUTIONAL  RESENTMENT . . . 

THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616 


Take  Control  of  Your  Diagnostic  Testing. . . 
Start  with  a FREE  Analysis  from  POLESTAR. 

• Are  you  considering  a Physician  Office  Lab  (POL)  for  your  practice ? 

• Is  your  existing  POL  operating  at  maximum  efficiency? 

Take  advantage  of  POLESTAR’s  30  years  experience 
in  the  Physician  Office  Lab  industry. 

If  your  practice  sends  out  ten  (10)  or  more  samples  a day 
to  a reference  laboratory,  the  financial  benefits  of  establishing 
an  in-house  laboratory  can  be  substantial. 

For  existing  POLs,  POLESTAR  will  perform  a free  efficiency 
evaluation  of  your  lab,  and  review  the  results  with  your  practice. 

Call  POLESTAR  today  for  a FREE  consultation 
to  analyze  your  specific  testing  needs. 

800-836-4848 

Hpolesm 

Leading  the  way  in  Physician  Office  Laboratories. 

955  S.  Ancfreasen  Drive  • Escondido,  California  92029 
619-480-2600  • 800-836-4848  • 800-344-7008  fax 
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People  in  the  news 

MSNJ  member 
Mark  J Press- 
man, MD,  has 

been  named  a 
diplomate  in  Ortho- 
paedic Surgery  by 
the  American  Board 
of  Orthopaedic  Surgery. 

MSNJ  Deputy  Executive 
Director  Neil  E Weisfeld  has 

been  appointed  to  the 
American  Medical  Association 
Socioeconomic  Policy  Advisory 
Group. 

John  Penn- 
acchi,  MD,  has 

joined  the  medical 
staff  at  Robert 
Wood  Johnson  Uni- 
versity Hospital  at 
Hamilton,  Depart- 
ment of  Medicine,  Section  of 
Hematology/ Oncology. 

The  Cancer  Institute  of  New 
Jersey  and  the  New  Jersey 
Commission  on  Cancer  Re- 
search awarded  Monmouth 
Medical  Center  pathologist 
Kumudini  U. 
Mehta,  MD,  the 
Gallo  Award,  in 
recognition  of  out- 
standing cancer  re- 
search. 

Grace  C.  Nu- 
gent, MD,  now  is  affiliated 


with  Mercer  Medi- 
cal Center,  Intern- 
al Medicine  De- 
partment. 

Stephen  G. 
Rice,  MD,  PhD 

has  been  appoint- 
ed director,  Primary  Care 
Sports  Medicine  Fellowship,  at 
Jersey  Shore  Medical  Center, 
Pediatrics  Department. 

Victoria  Ham- 
ilton, RN,  CHE, 

comes  to  Union 
Hospital  as  the 
assistant  vice-presi- 
dent for  Patient 
Care  Services. 

Radiation  oncol- 
ogist Richard  R. 
Jacobs,  MD  joins 
the  Community 
Medical  Center  in 
Toms  River. 

Union  Hospital 
announces  the 
new  chair  and  medical  director 
of  the  Emergency  Department, 

John  Bertolini, 
MD 

Mercer  Medical 
Center's  Phir- 
aphan  Soon- 
tharothai,  MD, 

has  been  recerti- 
fied as  a diplomate  of  the 
American  Board  of  Emergency 
Medicine. 


MSNJ  Alliance  officers 

The  Alliance  presents  the 
following  slate  of  officers  to 
be  filled  by  election:  Pres- 
ident, Susan  Kahn,  Mon- 
mouth County;  President- 
elect, Valerie  Claps,  Mor- 
ris County;  1 st  Vice-presi- 
dent, Gwen  Jacobs,  War- 
ren County;  2nd  Vice-presi- 
dent, Anna  Miranda, 
Union  County;  Secretary, 
Eileen  Martin  Cohen, 
Ocean  County;  Treasurer, 
Nella  Lima,  Essex  County; 
Director,  Rosi  Bohn-Ri- 
vas,  Mercer  County;  Direc- 
tor, Teresa  Qureshi,  Sa- 
lem County. 


Legislative  update 

Assembly  Health  & Human 
Services  Committee  chair 
Charlotte  Vandervalk 

briefed  the  New  Jersey  MEDI- 
CINE Review  Board  on  diverse 
legislative  issues.  On  charity 
care,  Assemblywoman  Vander- 
valk backed  funding  for  drug 
abuse  treatment  and  stated  that 
all  funding  sources,  other  than 
unemployment  insurance,  are 
"on  the  table." 

Speaking  to  the  group  that 
included  NJ  Business  & Indus- 
try Association  President  Jo- 
seph E.  Gonzales,  Jr,  Home 
Health  Assembly  Executive 
Director  Carol  Kientz,  RN,  and 
Review  Board  Chair  Charles 
M.  Moss,  MD,  Mrs.  Vandervalk 
also  discussed  pain  manage- 
ment, the  BlueCross  BlueShield 
conversion,  controls  on  man- 
aged care,  welfare  reform,  and 
electronic  data  inter-  ■■■■■ 
change.  [Ml 


Mark  J. 
Pressman,  MD 


John 

Pennacchi,  MD 


Grace  C. 
Nugent,  MD 


Stephen  G. 
Rice,  MD,  PhD 


Victoria 
Hamilton, 
RN,  CHE 


Richard  R. 
Jacobs,  MD 
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Complete  Financing*  For.  Your.  Medical  Practice 


Time. 

Do  you  have  coding 
problems?  Call  one 
number  fora 
complete  turn-key 
approach,  assuring 
peak  performance 
in  your  office.  Your 
medical  practice  is  a 
business,  and  if  that 
business  does  not 
run  effidendy,  it  will 
affect  your  patient 
and  public  relations. 

Yours  is  Valuable. 

Save  It!  Reorganize! 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 


Staffing, 
Hiring.  Training, 
Phone  Etiquette 
Billing, 
Patient  Flow 
Insurance, 
CPT  & ICD  Coding, 
all  take  time  to 
coordinate  effectively. 
All  critical  dedsions. 
Is  your  staff  working 
up  to  expectations? 


The  Money  Store* 
Is  Behind  You 
All  The  Way 

The  Money  Store®  offers  excellent  terms  on  loans  up  to 
$2,500,000*  for  owner-user  commercial  real  estate,  practice 
acquisition,  equipment,  working  capital  and  more.  Rates  are 
competitive,  application  is  easy  and  the  approval  process  is 
surprisingly  fast. 

Call  The  Money  Store®  first,  and  take  advantage  of  this 
exceptional  financing  opportunity  for  your  medical  practice. 


The  Money  Store® 


America's  Partner  for  Growing  Businesses 

South  Jersey-fitf  Narozny 
Central  New  Jersey-Don  Dietz 
Northern  New  Jersey-/-*^/  Toriello 

(800)  722-3066 


* Loan  programs  may  be  offered  by  The  Money  Store  Investment  Corporation  (TMSIC)  or  The  Money  Store  Commercial 
Mortgage,  Inc.  (TMSCMI),  subsidiary  corporations  of  The  Money  Store  Inc.  Loan  terms  and  conditions  may  vary  based 
upon  lending  program,  subsidiary  and  applicant  qualification. 


-VX  Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


If 

We  have  your  prescription  to  profitability 


We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 
...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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AMA  takes  you  on  the  web 

The  AMA  and  Physicians  Online,  Inc. 
(POL)  have  improved  the  ability  of  physicians 
to  communicate  electronically  using  the  latest 
online  technologies.  The  AMA  and  POL  share 
electronic  data  and  offer  physicians  a private 
online  service.  AMA  members  can  gain  access 
to  POLs  medical  content,  private  “members- 
only”  discussion  groups,  and  a number  of 
Internet  access  plans.  AMA  officials  say  that 
this  collaboration  “provides  AMA  members 
with  a comprehensive  package  of  online  sup- 
port and  information,  empowering  members  , 
and  enhancing  patient  advocacy  efforts.”  You 
now  can  access  AMAs  web  site  at  www.ama- 
assn.org. 

The  Academy  joins  the  ranks 

Continuing  medical  education  (CME) 
offerings,  the  New  Jersey  AIDSLine  monthly 
newsletter,  physician’s  protocol  for  treating 
AIDS,  and  e-mail  to  The  Academy  of  Medicine 
of  New  Jersey  (AMNJ)  members  and  staff  are 
available  through  AMNJ’s  web  site  at 
www.acadmed.org.  AMNJ  provides  physi- 
cian-directed CME  and  executive  and  educa- 
tional services  for  medically  related  and  spe- 
cialty organizations. 

Today’s  page  turners 

Professor  Freedman  published  his  new 
book,  Duty  and  Healing,  only  on  the  Internet. 
As  reported,  he  did  consider  traditional  publi- 
cation, but  felt  that  a web  offering  made  the 
material  instantly  available  with  immediate 
feedback  from  readers.  Reader  responses 
allowed  Professor  Freedman  to  quickly 
update  his  book. 

And  there  is  more.  Merriam- Webster  offers 
its  Collegiate  Dictionary,  Tenth  Edition,  online 
at  www.m-w.com.  The  Dictionary  includes 
illustrations,  word-of-the  day,  and  links 
between  words. 

As  the  Internet  gains  in  popularity,  it  seems 
only  natural  that  the  next  wave  will  be  books 
online.  Keep  your  eyes  and  fingers  ready. 


Direct  dial 


Looking  for  a New  Jersey  physician?  Trying 
to  make  a referral  to  a specialist  in  the  Garden 
State?  One  of  the  highlights  of  MSNJ’s  new 
web  site  (http:// 
www. msnj.org) 
will  be  its  Physi- 
cian Finder.  Af- 
ter accessing 
this  selection, 
physicians , 
health  care  pro- 
fessionals, and 
the  public  will 
be  able  to  get  up-to-date  information  on  MSNJ 
physicians  across  the  state,  which  will  include 
physician  profiles,  first-time  visit  forms,  direc- 
tions, insurance  and  billing  practices,  office 
hours,  and  hospital  affiliations.  You  can  search 
the  Physician  Finder  by  specialty,  location,  or 
keyword. 


Bookmarks 

www.toptopics.com 

Ready-to-use  health,  wellness,  and 
stress  management  articles. 

www.njleg.state.nj.us 

Info  on  legislators  and  the  legislative 
process  maintained  by  the  state. 

www. acsh.org 

Articles,  press  re- 
leases, and  booklets 
from  the  American 
Council  on  Science 
and  Health. 

www.  ashp . com/pub/ashp/index.html 
Hosted  by  the  American  Society  of 
Health-System  Pharmacists  in  conjunc- 
tion with  Bayer  Corporation,  this  site 
offers  pharmacological  highlights. 
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Investment  Seminar  Series 


Financial  Strategies  for  Physicians  is  an  educational  seminar  to  help  you  understand 
your  financial  options.  These  seminars  are  presented  by  the  investment  consultants 
at  MIIX  Capital  Management,  a member  of  the  MIIX  Group  of  Companies. 


IflTfrlTlEEi) 
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May  13  or  14 

Squires  Pub 

West  Long  Branch,  NJ 

6:00  p.m.  - 9:30  p.m. 

May  21  or  22 

The  Forrestal  at  Princeton 
Princeton,  NJ 

10:00  a.m.  - 2:00  p.m. 

May  28  or  29 

The  Mansion 
Voorhees,  NJ 

10:00  a.m.  - 2:00  p.m. 

All  sessions  include  buffet  meal 


Tuition:  Member  - $65  Non-member  - $75 
• Spouses  attend  at  no  charge  • VISA  or  Mastercard  accepted 


place,  call  1-800-735-8584. 

Directions  provided  when  you  confirm  your  attendance. 
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e experts  are  calling,® 


For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


T 

Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 


1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 
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DESK 


Long  dark  evenings  tend  to  produce  win- 
ters of  discontent  and  brooding  about  real  or 
fancied  injustices.  In  the  season  just  past,  sev- 
eral news  stories  seized  my  attention  and 
aroused  my  ire.  Here  are  two  of  them. 

1.  On  February  13,  1997,  a committee 
selected  by  the  National  Institutes  of  Health, 
citing  strong  scientific  evidence,  urged  leaders 
at  all  governmental  levels  to  reverse  policies 
that  prevent  the  use  of  “life-saving  public 
health  strategies,”  in  particular,  safe-sex  and 
needle-exchange  programs. 

The  Committee  found  that 
programs  in  New  Haven  and  in 
Amsterdam  did  not  lead  to 
increased  drug  use  or  littered 
areas,  but  reduced  the  amount 
of  needle  sharing  by  80  percent 
and  the  number  of  new  HIV 
infections  by  30  percent.  Balti- 
more also  has  reported  a drop 
of  40  percent  in  HIV  infections 
in  needle-exchange  partici- 
pants, despite  an  overall 
increase  in  HIV  infection  in  the 
county.  And,  entrants  to  these 
programs  tend  to  be  motivated 
individuals.  Unfortunately, 
there  still  are  those  who  prefer 
to  tilt  against  the  windmill  of  drug  control, 
rather  than  to  treat  HIV  for  what  it  is — a terri- 
ble public  health  menace. 

I must  urge  Governor  Whitman  to  accede 
to  the  recommendations  of  her  own  impres- 
sive Advisory  Council  on  AIDS.  The  evidence 
continues  to  accumulate  in  favor  of  exchange 
programs.  Australia  has  a population  of  18 


Several 
new  stories 
seized  my 
attention  and 
aroused  my 
ire:  the  lack 
of  needle- 
exchange 
programs  and 
the  need  for 
mammograms. 


million  and  2,000  needle-ex- 
change programs;  we  have  about 
100  programs.  New  Jersey 
should  add  to  that  number,  and 


2.  A so-called  advisory  panel 
convened  by  the  National  Insti- 
tutes of  Health  issued  a Consens- 
us Development  Statement  this 
January  that  said  most  women  in 
their  40s  did  not  need  mammographic  screen- 

ing,  and  that  the  decision  to  Hi 
have  one  should  be  left  to  each 
woman.  Dr.  Julie  Timins’s  com- 
prehensive article  in  this  issue 
of  New  Jersey  MEDICINE  gives  f 
an  excellent  overview  of  the 
actions  taken  by  the  panel  and 
the  scientific  evidence  on  which 
the  panel  based  its  questionable 
recommendations;  it  should  be 
required  reading  for  both  ^ 
patient  and  physician. 

Dr.  Nathaniel  Berlin  gave  a 
critical  appraisal  of  screening  in 
the  40-  through  49-year-old 
group  in  Scientific  American  in 
spring  1995.  He  criticized  the 
short  followup  used  to  calculate 
benefits  and  his  figures  also  showed  a marked 
reduction  in  mortality  if  a longer  time  frame 
had  been  applied.  Dr.  Timins,  and  many  oth-  L 
ers,  now  concur.  Even  the  director  of  the 
National  Cancer  Institute,  Dr.  Richard 
Klausner,  was  appalled  at  the  panel’s  verdict. 
Additional  reviews  by  the  National  Cancer 


Howard  D.  Slobodien,  MD 


Advisory  Board  and  one  review  by  the 
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Science,  which  cuts  its  way  through  the  muddy  pond  of  daily  life  without  mingling 
with  it,  casts  its  wealth  to  right  and  left,  but  the  puny  boatmen  do  not  know  how  to  fish 
for  it.  Alexander  Herzen,  My  Past  and  Thoughts,  1921  translation. 


No  science  is  immune  to  the  infection  of  politics  and  the  corruption  of  power 

Jacob  Bronowski,  Encounter,  1971. 


American  Cancer  Society,  scheduled  to  take 
place  after  this  writing,  but  prior  to  its  publi- 
cation, may  clarify  the  issue. 

It  seems  presumptuous  to  expect  individ- 
ual women  to  make  decisions  of  this  impor- 
tance, even  when  counseled  by  physicians, 
many  of  whom  are  sure  to  be  confused  by  the 
disagreement.  Ellen  Goodman  wrote  in  the 
Boston  Globe  of  February  6, 1997,  “What  infu- 
riated women  wasn’t  merely  the  panel’s  deci- 
sion not  to  recommend  breast  x-rays It  was 

the  pronouncement  that  women  should 
weigh  the  risks  and  benefits  for  themselves.” 

The  evidence  on  which  the  decision  was 
predicated  was  not  only  suspect  because  the 
followup  period  was  truncated,  but  it  is  out- 
dated by  changes  in  the  treatment  of  breast 
disease.  We  have  seen  a substantive  shift  in 
operative  techniques  from  radical  mastec- 
tomies to  modified  radicals  and  then  to  par- 
tial of  various  types,  and  we  have  seen  a sim- 
ilar evolution  in  diagnostic  methods.  Crude 
film-screen  mammography  gave  way  to  xerog- 
raphy techniques  (not  able  to  discern  fine  cal- 
cifications with  any  certitude),  and  has 
returned  with  continually  increasing  diagnos- 
tic capabilities.  Modem  biopsy  techniques  are 
much  less  invasive;  most  can  be  done  with 
needles,  not  incisions,  often  under  sono- 
graphic or  stereotactic  control,  with  sharply 
reduced  morbidity  and  disability. 

We  are  seeing  more  women  in  younger  age 
groups  with  breast  cancer  and  screening 
mammography  has  saved  many  of  them; 
improving  technology  undoubtedly  will  save 
more  lives.  Accuracy  continues  to  improve 
and  screening  must  continue.  We  also  must 
decide  the  age,  if  any,  at  which  screening  no 
longer  is  valuable. 


Here  are  my  recommendations: 

• Asymptomatic  women  should  have 
screening  mammograms  every  1 to  2 
years,  as  a minimum,  beginning  at  age 
40  years. 

• Asymptomatic  women  with  a family 
history  of  breast  cancer  and/or  ovarian 
cancer  should  have  screening  mammo- 
grams at  age  35  and  yearly  ones  begin- 
ning at  age  40  years. 


• Women  with  breast  abnormalities 
should  have  diagnostic  mammograms  at 
intervals  dictated  by  medical  necessity. 

• Populations  tending  to  undersubscribe 
to  screening  should  be  educated. 

Dr.  Berlin  questioned  whether  health  care 
policy  should  be  “based  solely  on  statistical 
analysis  of  randomized  clinical  trials  ...  or 
should  policymakers  take  into  consideration 
other  measures  of  benefit?”  A proposition  can 
never  be  proved  to  be  absolutely  true,  but  the 
inability  to  prove  absolute  truth  should  not 
prevent  us  from  deciding  on  the  basis  of  clear 
and  convincing  evidence.  Goodman  said, 
“When  we  gather  the  best  and  the  brightest 
and  the  most  objective,  the  designated  super- 
panels, we  expect  them  to  help  the  country 
sort  out  the  information  and  misinformation. 

. . . Instead,  they  behave  like  hung  juries.” 

She  quoted  George  Annas,  “A  hung  jury  is 
irresponsible.  Experts  owe  us  an  opinion  if 
they  are  going  to  speak  in  public.  Otherwise, 
what  are  they  good  for?”  Hanging. 


Reseachers  tend  to  have  facts  support  their 
hypotheses;  physicians  use  facts  to  support 
their  patients.  Fifteen  years  ago,  I suggested 
that  medical  care  was  too  important  not  to  be 
left  to  the  (practicing)  physician.  I see  nVTfl 
no  reason  to  alter  that  opinion. 
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Investment 


at  the 


iviSNJ  Annual  Meeting 

May  1, 1997.  1 1 :00  a.m.  to  12:00  Noon  • Diamond  C and  D Rooms 


All  attendees  and  spouses  are  cordially  invited  to  attend  this  First  Annual 
Investment  Forum  sponsored  by  MIIX  Capital  Management  (MCM). 

Don’t  miss  this  opportunity  to  hear  the  views  of  two  outstanding  portfolio  managers 
about  their  market  outlook  and  where  they  see  opportunities  and  pitfalls. 


Felix  Rovelli 

Manager  of 
Neuberger  & Berman 
International  Fund 

Mr.  Rovelli  will  discuss 
the  outlook  in  various 
overseas  markets. 


Eileen  Rominger 

Manager  of 
Oppenheimer  Quest 
Value  Fund 

Ms.  Rominger  will  provide 
her  view  on  the  state  of 
domestic  equities  and 
suggest  where  values  may 
be  found. 


MIIX  Capital  Management 

Michael  Devine,  President  of  MCM,  will  discuss  how  you  can  increase  investment  return 
while  decreasing  risk  through  diversification. 

John  Cannon,  Chief  Investment  Officer  of  MCM,  will  act  as  Moderator. 


For  more  information,  call  1-800-735-8584 


Endorsed  by  the 

Medical  Society  of  New  Jersey 

MSNJ 


Sponsored 


lltyiiXL 


MIIX 

CAPITAL 

MANAGEMENT 
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Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  makt 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  EPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• aPPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue.  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 


MEUijl 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  YOUR  OFFICE  BURIED  UNDER  A 
MOUNTAIN  OF  PAPER? 

The  solution  is: 
'The  System"  by  MEDIX 


DESIGNED  TO  MEET  THE  UNIQUE  BUSINESS 
NEEDS  OF  PHYSICIANS  BY  PROVIDING  QUICK 
AND  EASY  ACCESS  TO  INFORMATION 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 

\f0"  I 

IBM  is  a registered  trademark  ol  the 
j international  Business  Machines  Corporation 
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Interview  with 
Andrea  Aughenbaugh, 


Ms.  Aughenbaugh  is 
the  chief  executive  officer, 
New  Jersey  State  Nurses 
Association  and  the 
Institute  for  Nursing. 

Q.  You've  said  that  nurses 
in  New  Jersey  are  feeling 
"very  threatened"  by  changes 
that  are  occurring  today.  What 
do  you  mean  by  that? 

A.  Most  nurses  today  work 
in  an  acute  care  setting  in 
which  there  probably  are  too 
many  beds.  Nurses  see  these 
empty  beds,  they  see  mergers 
happening,  and  they  see  some 
of  their  front-line  managers 
losing  jobs.  They  also  see  that 
some  hospitals,  under  pressure 
from  their  contracts  with 
managed  care,  have  adopted 
cost-saving  strategies  that 
include  replacing  nurses  with 
unskilled  and  unlicensed 
personnel. 

Q.  It  sounds  like  nurses  feel 
that  they  are  in  the  midst  of 
the  powerful  forces  that  are 
changing  health  care  today. 
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Are  any  of  these  changes 
within  the  realm  of  policies  or 
decisions  that  should  not  have 
been  made? 

A.  I think  the  decision  to 
bring  in  unlicensed  assistants 
to  whom  nurses  could 
supposedly  delegate  many 
tasks  has  become  a fad.  The 
hospitals  hired  consultants  who 
did  an  evaluation  and 
proposed  these  changes.  In 
many  cases,  this  happened 
even  before  the  hospitals  had 
to  contract  with  managed 
care. 

We  believe  that  the 
educated  nurse  is  the 
cornerstone  of  the  health  care 
system. 

Q.  Can  unlicensed 
assistants  do  some  of  the  work 
that  nurses  do? 

A.  We've  always  had 
people  in  the  system  who 
could  do  some  of  the  tasks. 

But  anything  that  requires 
substantial  knowledge — 
anatomy  or  physiology,  for 
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instance — they  should  not  do. 
Something  like  catheterization 
requires  a lot  of  knowledge  of 
anatomy  or  physiology,  which 
assistants  do  not  get  in  their 
two-week  orientation.  On  the 
other  hand,  doing  an 
echocardiogram  is  a technical 
task  that  an  assistant  can 
perform.  Another  thing  they 
made  a mistake  with  is  wound 
care.  They  thought  that 
anybody  could  change  a 
dressing,  but  that's  not  true. 

Q.  But  on  the  upper  end  of 
nursing  it  seems  that  nurses 
are  taking  some  of  the 
responsibilities  that  doctors 
have  performed,  through  nurse 
practitioners,  but  on  the  lower 
end  they  feel  very  protective  of 
some  basic  tasks. 

A.  Yes,  that  criticism  is 
brought  up  quite  a bit.  The 
only  way  I can  answer  is  that 
nursing  education  has  been 
pretty  static  in  terms  of  how 
long  it  takes  to  educate  a 
nurse.  Generally,  it  has  been 


The  New  Jersey  State  Nurses  Association  is  in  the  midst  of  a 
capital  campaign  to  organize  its  Institute  for  Nursing  to 
provide  continuing  education. 


about  three  years,  and  when 
you  add  a college  degree,  it 
comes  to  four  or  five  years. 
We're  talking  about  two 
weeks  for  some  of  these 
assistants  to  do  these  tasks, 
maybe  sometimes  three 
months  at  the  most. 

As  nurses  get  to  a certain 
point  in  their  professional 
education,  they  may  be  able 
to  study  for  a master's  degree 
and  take  on  some  of  the 
decision-making  tasks  that 
physicians  have  done  in  the 
past.  But  I don't  see  a parallel. 
We  have  a profession,  we 
have  a code  of  ethics,  and  we 
have  rigorous  preliminaries 
before  we  go  into  nursing 
education.  I think  there  is  a 
fundamental  educational 
process  that  goes  on  for  nurses 
that  allows  them  to  move  into 
a decision-making  role  they 
did  not  have  before.  Many  of 
the  tasks  that  nurse 
practitioners  are  doing  they 
have  done  in  the  past,  but 
they  have  not  made  the 
decisions. 


Q.  As  managed  care  takes 
more  patients  out  of  the 
traditional  hospital,  acute  care 
system,  does  this  mean  less 
work  and  fewer  opportunities 
for  nurses? 

A.  Probably  not.  The  same- 
day  surgery  system  is  very 
highly  nurse  oriented,  because 
patients  need  pre-ops,  they 
need  to  be  watched  very 
carefully,  and  they  need 
followup  by  nurses.  So,  in  this 
respect  managed  care  is  not 
bad  for  nurses. 

Q.  Are  there  efforts  to 
retrain  or  re-orient  these  nurses 
into  managed  care? 

A.  The  New  Jersey  State 
Nurses  Association  is  in  the 
midst  of  a capital  campaign  to 
organize  our  Institute  for 
Nursing  to  provide  continuing 
education.  We  realized  a few 
years  ago  that  while  facilities 
may  train  you  for  certain  jobs, 
they  don't  retrain  you  to  go 
some  place  else.  Colleges  and 
universities  concentrate  mostly 
on  some  of  the  more  lucrative 
certification  areas,  but  there's 
a need  to  do  a lot  more. 
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For  years,  most  nurses 
would  work  for  a hospital 
school  of  nursing  or  for  a 
clinical  placement  they  may 
have  had  during  college. 
Often,  you  didn't  need  to 
interview  or  write  a resume. 
The  places  knew  you  and 
hired  you.  Now,  that's 
changing.  We  also  need  to 
show  them  that  there  are  other 
jobs  out  there  that  they  can 
do,  even  without  retraining. 

Q.  It  sounds  then  that  the 
major  challenge  is  in 
negotiating  this  transition 
period,  because  there  seem  to 
be  real  growth  areas  out  there 
for  nurses. 

A.  There  are  areas  for 
growth,  but  many  nurses  feel 
isolated  and  uncertain  at  the 
moment.  Interestingly  enough, 
most  nurses  do  not  belong  to  a 
professional  association,  and 
the  only  people  they  talk  to 
are  colleagues  with  whom 
they  work,  who  are  feeling  the 
same  strain.  We  really  have  a 
problem  trying  to 
communicate  with  them, 
because  we  can't  send  them  a 
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Many  nurses  feel  isolated  and  uncertain  at  the  moment.  Most 
nurses  do  not  belong  to  a professional  association , and  we 
cannot  communicate  with  them. 


newsletter  because  they  are 
not  members  of  the 
Association.  There  are 
I 1 10,000  registered  nurses  in 
New  Jersey,  and  probably 
about  65,000  to  70,000  who 
are  actually  working  nurses. 

We  have  4,000  members, 
and  we  are  the  largest 
organization. 

Q.  You've  said  that 
because  of  the  specialization 
within  the  medical  profession 
and  the  information  explosion 
that's  occurring,  that  nurses 
! have  to  play  a broader,  more 
| educative  role. 

A.  I think  that's  why  there 
was  a movement  in  the  1960s 
to  have  nurse  practitioners. 

You  need  to  have  a person 
i who  can  deal  with  all  the 
primary  care  issues  that  are 
very  routine.  Nurse 
practitioners  can  be  educated 
to  see  if  a person  is  in  good 
health  and  to  identify 
problems  that  need  to  be 
checked  out,  without  having  to 
know  what  to  do  about  the 
abnormality.  They  can  take 
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care  of  an  enormous  number 
of  health  care  issues.  Doctors, 
on  the  other  hand,  have 
specialized  because  the 
information  they  have  to  deal 


Andrea  Aughenbaugh,  MSN,  RN 

with  is  so  great,  but  you  can't 
expect  them  to  give  a lot  of 
time  to  someone  who  has 
something  like  an  itchy  eye 
problem. 

Q.  Hasn't  the  regulatory 
environment  become  more 
accepting  of  nurse 
practitioners? 

A.  There's  been  a major 
shift  in  policy  with  the  new 
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state  HMO  regulations 
acknowledging  nurse 
practitioners  as  primary  care 
providers.  Oxford  Health  Care 
and  Medicaid  have  done  the 
same.  That's  a big  boost.  The 
Department  of  Health  and 
Senior  Services  has  slowly 
begun  to  look  at  its  regulations 
in  terms  of  hospitals  utilizing 
nurse  practitioners.  Unless  you 
change  these  regulations, 
these  people  still  are  out  there 
on  the  margins.  The  role  of 
nurse  practitioners  has  really 
been  around  for  30  years, 
and  now  we're  just  beginning 
to  get  it  recognized. 

Q.  Has  the  medical 
profession  adjusted  to  this? 

A.  It  is  very  uneven.  There 
are  some  physicians  who  are 
very  enthusiastic  and  are 
willing  to  work  collaboratively. 
There  are  others  who  don't 
think  it  was  a good  idea  in  the 
first  place.  We  find  that  we 
have  great  rapport  with 
primary  care  physicians  ___ 
and  generalists. 


Windsor  , 
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BILLING  SERVICE  AT  ITS  BEST! 

Experienced  . . . Reliable  . . . Affordable 

YOUR  SINGLE-SOURCE  SOLUTION  FOR 
ACCOUNTS  RECEIVABLE 
MANAGEMENT 

• FREE  loaner  computer  for  data  inquiries  and 
reports  in  your  office! 

• Paperwork  pick-up. 

• Includes  all  patient  and  insurance  billing. 

• Claims  filed  electronically  wherever  possible. 

• Patient  Statements  printed  and  mailed. 

• Patient  billing  questions  answered. 

• Follow-up  on  delayed  payments  with 
insurance  companies. 

Don’t  Let  Managed  Care  and  Medicare  Get  You  Down! 

Call  WINDSOR  MEDICAL  SYSTEMS  Today. 

Toll  Free:  1-888-5-WINDSOR 


Is 

n 
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We’ve  got 


the  remedy.  We  specialize  in 
medical  marketing^public  relations 
programs  that  build  private  and  group 
practices  and  keep  them  thriving. 

Give  us  a call  and  let  our  expertise  cure 
your  managed  care  ills. 


3 marketing 

3 brochures 

3 public  relations 

3 newsletters 

3 advertising 

3 and  now... Internet 

3 direct  mail 

Web  sites 

G SCF  Enterprises 

! Marketing  & Public  Relations  Consultants 

l^for  medical  practitioners 

292  Main  Street,  Hackensack,  NJ  07601 
(201)996-0910  Fax:  (201)996-0907 
E-Mail  secor@ix.netcom.com 

\ Stephanie  Frey,  Principal 


II 


Formation  and  Capitalization 
of  Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  & Professional  Rights 

Credentialing  & Disciplinary  Actions 

Fraud  & Abuse 

Medicare  & Medicaid  Reimbursement 
Antitrust 

Medical  Malpractice  Litigation 
Legislative  & Regulatory  Matters 


For  more  information  or 
for  a copy  of  our  newsletter, 

New  Jersey  Health  Law  Advisory, 
please  contact 

Alma  L.  Saravia,  Special  Counsel 

51  Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher 

One  Liberty  Place,  Philadelphia,  Pennsylvania 


Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
Cherry  Hill  and  Newark,  New  Jersey  New  York,  NY  * Wilmington  and  Dover,  Delaware 
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update 


New  HMO  regulations 

PROTECT  PATIENTS  AS 
NEVER  BEFORE 


On  February  1 8,  New 
Jerse/s  long-awaited 
HMO  regulations  took 
effect  with  the  publication 
of  a manuscript  length 
76-page  notice  in  New 
Jersey  Register. ' The  new 
rules  invest  patients  and 
health  professionals  with 
armor  from  head  (a 
comprehensive  appeal 
process)  to  toe  (a  clear 
statement  of  patient  rights 
on  which  to  stand),  from 
fingertip  (physicians  may 
provide  all  covered 
medically  necessary 
services)  to  flanks  (no 
retaliation  allowed),  from 
the  jawbone  (no  "gag 
clauses")  to  the  ear  (a 
medley  of  information  to 
be  available  to  patients) 
and  down  to  the  kneecap 
(patients  are  free  to 
scramble  for  their  own 
choice  of  providers). 

How  did  this  system  of  pro- 
tection come  about?  Entering 
office  as  acting  commissioner 
of  health2  when  Governor 

_ 


Whitman  was  inaugurated  on 
January  18,  1994,  Mr. 

Fishman  almost  immediately 
began  advertising  his  intention 
to  update  the  health  mainte- 
nance organization  (HMO) 
regulations  that  were  first  writ- 
ten in  the  late  1970s,  before 
the  advent  of  managed  care. 
After  being  formally  sworn  into 
office  as  commissioner  on 
August  1 1 of  that  year — the 
Legislature  first  had  to  amend 
state  law  to  permit  a nonphysi- 
cian to  serve  in  that  capacity — 
he  assembled  an  advisory  com- 
mittee of  carefully  selected  rep- 
resentatives of  the  provider, 
HMO,  consumer,  and  regulato- 
ry communities,  and  assigned 
a large  number  of  key  staff  to 
the  task  of  reviewing  and  devel- 
oping regulatory  approaches. 

A prominent  role  on  the 
HMO  Advisory  Committee  was 
performed  by  the  Medical 
Society  of  New  Jersey. 
Representatives  Fred  M. 
Palace,  MD  (MSNJ  president, 
1994-1995),  and  Patricia  G. 
Klein,  MD,  served  as  members. 
After  draft  regulations  were 
released,  Dr.  Palace  and  MSNJ 


Anthony  P.  Caggiano,  Jr,  MD 
Neil  E.  Weisfeld 
Fred  M.  Palace,  MD 
Patricia  G.  Klein,  MD 

Deputy  Executive  Director  Neil 
E.  Weisfeld  convened  the  pro- 
vider representatives  to  devel- 
op a unified  provider  res- 
ponse.3 

Participants  in  the  process 
entertained  few  doubts  that  the 
commissioner  made  the  key 
regulatory  decisions  personal- 
ly, after  soliciting  contrasting 
views.  Still,  the  complicated 
regulatory  apparatus,  the  all- 
encompassing  nature  of  the 
review,  and  the  rapid  evolution 
of  the  HMO  market — which 
has  grown  to  cover  about  2 mil- 
lion of  the  state's  approximate- 
ly 8 million  residents — com- 
bined to  cause  repeated  delays 
in  what  was  originally  envi- 
sioned as  only  a 6-  to  1 2-month 
process  of  writing  new  rules. 
Ultimately,  the  process  con- 
sumed nearly  two  and  one-half 
years. 

When  published  in  May 
1 996  as  a formal  proposal,4 
the  regulations  inspired  official 
statements  from  221  organiza- 
tions and  individuals,  an  almost 
unbelievable  array  of  interests. 
These  observers  and  critics  pro- 
duced 450  comments  that  state 
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department  staff  summarized 
and  answered  in  the  February 
notice.  An  analysis  of  the  com- 
ments and  responses  reveals 
that  the  New  Jersey  HMO 
Association  and  its  members 
raised  multiple  objections  to 
most  key  sanctions  of  the  regu- 
lations, but  were  rebuffed  in 
almost  every  instance. 

Summarized  below  are  pro- 
visions that  are  likely  to  be  of 
greatest  interest  to  patients  and 
physicians. 

Triennial  reviews.  Every 
three  years,  the  Department  of 
Health  and  Senior  Services 
(DHSS)  will  review  each  HMO. 
The  review  will  encompass  find- 
ings of  the  HMO's  approved 
external  quality  review  organi- 
zation (such  as  the  National 
Committee  for  Quality  Assur- 
ance [NCQA])  and  other  mea- 
surements and  data.  A publicly 
accessible  report  will  be 
issued,  and  enforcement  ac- 
tions will  be  taken  as  appropri- 
ate. DHSS  and  the  Department 
of  Banking  and  Insurance 
(DOBI)  also  may  conduct  more 
indepth  "annual"  examinations 
and  ad  hoc  or  "special"  exam- 
inations.5 

Enforcement.  Penalties 
available  to  DHSS  and  DOBI 
for  an  HMO's  violation  of  the 
regulations  include  fines  based 
on  statutory  limits,  suspension 
of  marketing  and  enrollment, 
cease  and  desist  orders,  revo- 
cations or  suspensions  of  the 


HMO's  certificate  of  authority, 
and  a court  action  for  an 
injunction.  Either  state  depart- 
ment also  may  require  a plan 
of  correction.6 

Member  enrollment 
and  termination.  An 

HMO's  annual  open  enrollment 
period  must  last  at  least  one 
month.7  A member  may  be  ter- 
minated only  for  failure  to  pay 
premiums,  noncompliance  with 
the  HMO's  policies  (such  as 
copay  requirements),  misrepre- 
sentation or  misuse  of  the  mem- 
ber's identification  card,  and 
nonrenewal  of  the  member's 
employer  or  other  group.8 

Provider  termination.  A 
health  professional  is  entitled  to 
at  least  30  days'  termination 
notice,  and  a hospital  gets  four 
months'  notice.  When  medical- 
ly necessary,  a terminated 
provider  may  continue  to  care 
for  a member  for  up  to  1 20 
days  at  the  contract  price. 
DHSS  declined  MSNJ's  request 
to  require  a written  reason  for 
termination,  stating  that  this  is  a 
"contractual"  issue.9  A physi- 
cian-provider may  not  be  termi- 
nated because  of  actions  as  a 
patient  advocate. 

Complaints  and  ap- 
peals. Both  members  and 
providers  may  submit  formal 
complaints  to  the  HMO  "re- 
garding any  aspect  of  the 
HMO's  health  care  services." 
The  HMO's  complaint  system 
must  include  such  features  as  a 


service  representative  to  assist 
members  with  procedures,  a 
specified  response  time  no 
longer  than  30  days,  followup, 
and  a link  to  the  HMO's  con- 
tinuous quality  improvement 
(CQI)  program.  Members  must 
be  notified  of  the  availability  of 
the  complaint  system  and  of 
parallel  systems  run  by  DHSS 
and  DOBI.10  DHSS  further  com- 
mitted to  proposing  a future 
amendment  requiring  a res- 
ponse to  urgent  complaints 
within  72  hours.11 

The  HMO  also  must  main- 
tain an  appeals  system  for  uti- 
lization denials,12  may  not  retal- 
iate against  complainants  or 
appellants,13  and  must  furnish 
DHSS  with  data  on  complaints 
and  appeals.14 

Medical  director.  In  a 
matter  of  substantial  import  to 
the  state's  physician  communi- 
ty, DHSS  agreed  to  require 
HMOs  to  have  a medical  direc- 
tor licensed  to  practice  medi- 
cine in  New  Jersey.  This  places 
the  medical  director  under  the 
authority  of  the  state  Board  of 
Medical  Examiners  (box).  The 
medical  director  is  responsible 
for  the  clinical  direction,  though 
not  necessarily  the  administra- 
tive oversight,  of  the  CQI  and 
utilization  management  pro- 
grams and  other  quality  of  care 
domains.15 

Scope  of  services.  All 

"[c]onsultations  and  specialists' 
services  as  requested  by  the 
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primary  care  provider"  must  be 
reimbursed  by  the  HMO  "as 
medically  necessary."16  Exam- 
ples of  specifically  required  ser- 
vices are  "[pjeriodic  examina- 
tions and  office  visits  to  a pri- 
mary care  provider  for  routine 
and  urgent  care,"  prenatal  and 
obstetric  care,  mammograms  at 
least  every  2 years  for  women 
in  their  40s  and  annually  for 
older  women,  inpatient  and 
outpatient  mental  health  and 
substance  abuse  care,  up  to  30 
days  of  long-term  care  per 
year,  and  up  to  60  home  health 
visits  per  year.17  Mandated  sup- 
portive services  include  ambu- 
lance and  "invalid  coach" 
transport  even  in  nonemergent 
situations,  family  planning  and 
other  preventive  health  ser- 
vices, health  education,  and 
medical  social  services.18 

The  HMO  also  is  required  to 
offer  a mix  of  health  promotion 
services,  such  as  annual  con- 
sultations on  lifestyle  and  annu- 
al mammograms  for  women  in 
their  40s,  so  long  as  the  annu- 
al cost  of  those  services  falls 
under  very  low  statutory  limits 
(currently  $128  for  people  in 
their  20s  and  30s,  $148  for 
older  men,  and  $241  for  older 
women).19 

Emergency  depart- 
ments. DHSS  compromised 
on  the  lively  issue  of  emergency 
department  care  by  requiring 
HMOs  to  reimburse  medical 
screenings  for  all  patients  who 


present  in  a hospital  emer- 
gency department,  whether  or 
not  the  patient's  condition  is 
truly  emergent.  DHSS  re- 
frained, however,  from  adopt- 
ing the  "prudent  layperson" 
definition  of  emergency  that 
would  require  reimbursement 
for  all  emergency  department 
services  the  patient  reasonably 
considered  to  involve  an  emer- 
gency. Twenty-four  hour  cover- 
age, coverage  outside  the  mar- 
ket area  when  necessary,  and 
Level  I and  Level  II  trauma  cen- 
ter care  are  all  mandated. 
Retroactive  denials  for  emer- 
gency care  are  prohibited.20 

Prescription  drugs.  An 
HMO  does  not  have  to  pay  for 
prescription  drugs  (or  durable 
medical  equipment).  If  the 
HMO  does  pay,  though,  it  has 
to  allow  for  "off-label"  uses  that 
are  supported  in  the  medical  lit- 
erature, and  it  has  to  reimburse 
necessary  drug  administration 
services.21 


Provider  networks.  The 

much-desired  appellation  of 
"primary  care  provider"  (PCP) 
is  available  to:  family  physi- 
cians and  general  practition- 
ers, internists,  pediatricians, 
obstetrician-gynecologists, 
other  physicians  who  satisfy  a 
committee  created  by  the 
HMO's  medical  director  that 
they  are  qualified  to  serve  as  a 
PCP,  patient's  specialist  in  situa- 
tions approved  by  the  HMO, 
nurse  practitioners/clinical 
nurse  specialists,  physician 
assistants,  and  certified  nurse 
midwives,  all  practicing  within 
the  scope  of  their  state  license. 
Ninety  percent  of  the  HMO's 
patient  population  must  live 
within  either  ten  miles  or  30 
minutes'  driving  time  of  at  least 
two  PCPs.  The  PCP  network 
must  be  sufficient  to  allow  for  at 
least  four  visits,  totaling  one 
hour,  per  covered  patient  per 
year.  PCPs  must  schedule  rou- 
tine appointments  within  two 
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weeks  and  routine  physical 
exams  within  four  months.22 

Listed  specialties  are  cardiol- 
ogy, dermatology,  endocrinolo- 
gy, otorhinolaryngology  (ENT), 
general  surgery,  neurology, 
obstetrics-gynecology,  oncolo- 
gy, and  ophthalmology.  In  gen- 
eral, all  specialists  must  be 
available  within  either  45  miles 
or  one  hour  driving  time  to  90 
percent  of  members.23  Opto- 
metrists must  be  available  to 
meet  the  nonmedical  vision 
care  needs  of  patients  who 
choose  to  visit  an  optometrist.24 

Ninety  percent  of  covered 
people  within  a county  must  be 
within  either  20  miles  or  30 
minutes'  driving  time  of  an 
acute  care  hospital  that  is  part 
of  the  HMO's  network.  The  20- 
mi  le/3  0-minute  span  also  ap- 
plies to  ambulatory  surgical 
care,  nursing  homes,  therapeu- 
tic radiation,  diagnostic  radiol- 
ogy, emergency  and  outpatient 
mental  health  care,  and  renal 
dialysis.  A 45-mi le/60-minute 
span  applies  to  regional  peri- 
natal care,  tertiary  pediatric 
care,  inpatient  psychiatric  care, 
residential  substance  abuse 
care,  specialty  outpatient  care 
for  HIV/AIDS  (and  sickle  cell, 
hemophilia,  and  head  and  con- 
genital anomalies),  and  com- 
prehensive rehabilitation  ser- 
vices. Waivers  from  these 
spans  may  be  granted.25 

Quality  management. 

The  CQI  program  (see  com- 


5 


Guidelines  from  the 
state  Board  of  Medical  Examiners 

Several  state  agencies  regulate  aspects  of  managed 

care.  On  February  14,  the  state  Board  of  Medical 

Examiners  adopted  the  following  guidelines  requiring 

HMO  medical  directors  and  other  managed  care  organi- 
zations to  assure  that: 

1 . Patients  covered  by  the  health  plan  have  sufficient 
access  to  complete  and  understandable  information 
about  medical  treatments  that  are  appropriate  to  the 
medical  condition. 

2.  Patients  and  health  care  providers  may  submit  com- 
plaints about  the  health  plan  to  proper  officials  within 
the  plan  and  in  state  agencies  without  undue  hardship 
or  repercussion. 

3.  Processes  used  to  "credential"  or  "deselect"  providers 
are  conducted  fairly,  with  decisions  based  on  valid 
and  reliable  information  and  on  the  application  of  cri- 
teria that  are  relevant  to  the  provider's  participation. 

4.  Applications  for  prior  approval  of  treatment  are 
reviewed  expeditiously  to  prevent  harm  to  the  patient. 

5.  Quality  of  care  is  subject  to  continuous  quality 
improvement  that  includes  focused  reviews,  dissemi- 
nation of  findings  and  advice  to  health  care  providers, 
surveys  of  patients  and  providers,  and  comparisons 
between  the  plan's  performance  and  established 
norms  and  standards. 

6.  All  information  officially  supplied  by  the  health  plan, 
which  purports  to  describe  aspects  of  the  quality  of 
care  provided  under  the  plan,  is  accurate. 

7.  The  health  plan  facilitates  patient  autonomy  in  making 
health  care  decisions. 

8.  When  and  if  the  medical  director  becomes  unable  to 
meet  the  obligations  described  in  these  guidelines,  he 
or  she  shall  cease  serving  as  medical  director  and 
shall  so  inform  . . . this  Board  immediately. 

9.  Further,  in  the  judgment  of  the  Board,  the  practice  of 
medicine  encompasses  the  denial  of  an  application  for 
approval  of  medical  care,  when  the  denial  is  based  on 
a determination  that  the  care  is  not  medically  neces- 
sary. 
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plaints  and  appeals  section 
and  medical  director  section)  is 
under  the  general  direction  of  a 
multidisciplinary  committee  set 
up  by  the  HMO,  with  "repre- 
sentation from  the  medical, 
nursing,  and  administrative 
staff."  (It  is  unclear  whether  the 
HMO  could  technically  satisfy 
this  requirement  by  convening 
a group  of  its  professional 
employees  only,  without  involv- 
ing network  clinicians,  al- 
though surely  this  is  not  the 
commissioner's  intention.)  To 
illustrate,  mandated  CQI  activi- 
ties include  evaluation  of  all 
providers  of  care,  monitoring 
access  to  utilization  manage- 
ment, followup  on  findings, 
coordination  with  the  complaint 
system  and  other  related  pro- 
grams, and  monitoring  of  dis- 
charge planning.26 

To  supplement  the  CQI  pro- 
gram and  the  state  depart- 
ments' own  monitoring  activi- 
ties, the  regulations  require 
established  HMOs  to  engage 
NCQA  or  another  state- 
approved  external  quality 
review  organization  to  evalu- 
ate the  HMO  and  submit  a 
report  to  DHSS.  Further  supple- 
mentation will  be  supplied  in 
the  form  of  publicly  disseminat- 
ed reports  comparing  HMOs 
on  performance  measures  artic- 
ulated through  patient  and 
member  satisfaction  surveys, 
provider  response  surveys, 
medical  record  reviews,  and 


administrative  database  retriev- 
als. The  latter,  state-run  pro- 
gram will  be  overseen  by  the 
Health  Data  Committee 
(HeDaC)  in  DHSS.  Currently, 
funding  for  this  effort  is  prob- 
lematic. Mindful  of  the  adminis- 
trative burden  on  HMOs  and 
providers,  DHSS  did  commit  in 
the  regulations  to  minimize  re- 
porting requirements,  but 
HMOs  are  required  to  submit 
data  on  demand  and  to  under- 
take DHSS  audits.27 


MSNJ  President  Anthony  P.  Caggiano, 
Jr,  MD,  discusses  HMO  regulations. 


Utilization  manage- 
ment. Pregnant  with  possibili- 
ties for  reforming  HMOs'  prac- 
tices, the  complicated  provi- 
sions for  utilization  manage- 
ment (UM)28  are  worth  master- 
ing by  providers  and  con- 
cerned patients.  To  begin,  even 
the  UM  program  itself  must  be 
evaluated  by  the  HMO,  which 
must  define  a method  for  ascer- 
taining underutilization  as  well 
as  overutilization  and  must  sur- 
vey members  about  their  satis- 
faction with  the  complaint  and 
appeals  systems. 

In  the  age  of  optimal  hospital 
length-of-stay  guidelines  devel- 
oped by  the  Milliman  & 
Robertson  accounting  firm,  it 
may  be  instructive  to  quote  in 
full  the  paragraph  of  the  regu- 
lations that  prescribes  the  basis 
of  UM  decisions:  "Utilization 
management  determinations 
shall  be  based  on  written  clini- 
cal criteria  and  protocols  devel- 


oped with  involvement  from 
practicing  physicians  and  other 
licensed  health  care  providers 
within  the  network  and  based 
upon  generally  accepted  med- 
ical standards.  These  criteria 
and  protocols  shall  be  periodi- 
cally reviewed  and  updated, 
and  shall,  with  the  exception  of 
internal  or  proprietary  quantita- 
tive thresholds  for  utilization 
management,  be  readily  avail- 
able, upon  request,  to  members 
and  participating  providers  in 
the  relevant  practice  areas."29 

In  addition,  the  UM  program 
must  offer  24-hour  service  to 
members  and  providers. 
Denials  may  be  rendered  only 
by  a physician,  who  then  must 
be  immediately  available  to  the 
patient's  physician  to  appeal 
the  decision  in  emergent  and 
urgent  situations,  and  available 
on  a timely  basis  commensu- 
rate with  the  medical  exigen- 
cies of  the  case  in  all  other  situ- 
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ations.  Retroactive  denials  are 
generally  prohibited.  The 
patient  or  provider  may  obtain 
a written  copy  of  the  denial, 
with  reasons  clearly  stated  and 
notice  of  the  appeal  process 
included.  Members  and  pro- 
viders may  not  be  penalized 
for  exercising  appeal  rights. 

Three  appeal  stages  are 
available  to  members  and 
providers  who  act  with  the 
member's  consent.  Stage  1 
appeals  consist  of  informal 
requests  to  the  denying  physi- 
cian or  medical  director,  and 
must  be  processed  within  five 
business  days  and  in  accor- 
dance with  the  medical  exigen- 
cies of  the  case.  A 72-hour  limit 
applies  to  emergencies  and 
urgent  situations. 

Stage  2 appeals  must  be 
considered  by  a panel  of 
health  professionals  not  previ- 
ously involved  in  the  case.  The 
member,  provider,  or  panel 
may  compel  inclusion  of  a rele- 
vant specialist  in  the  delibera- 
tions. Denials  must  be  in  written 
form,  present  the  reasons,  and 
describe  subsequent  appeal 
options.  Ordinarily,  a 20-day 
time  limit  governs  stage  2,  with 
72  hours  in  emergent  and 
urgent  situations. 

Stage  3 appeals  are  the 
domain  of  independent  utiliza- 
tion review  organizations 
(lUROs)  selected  by  DHSS, 
which  will  refer  cases  to  them. 


An  appeal  fee  of  $25  may  be 
reduced  to  $2  for  recipients  of 
welfare,  Medicaid,  unemploy- 
ment insurance,  or  Pharmaceu- 
tical Assistance  for  the  Aged 
and  Disabled.  lUROs  have  30 
business  days  to  render  reports 
with  recommendations  to  the 
HMO,  which  then  has  ten  days 
to  respond  in  detail. 

Much  has  been  made  of  the 
nonbinding  nature  of  IURO 
recommendations. 
Responding  to 
demands  for 
mandatory 
compliance 
with  IURO 
decisions, 

DHSS  ex- 
plained that 
"it  is  the  De- 
partment's ob- 
jective that  HMOs 
gain  confidence  and 
trust  in  these  regulations." 
DHSS  went  on  to  pledge  that  it 
would  release  figures  on  each 
HMO's  compliance;  presum- 
ably, shame — combined  with 
fear  of  a "special  examina- 
tion"— will  discourage  HMOs 
from  cavalierly  and  routinely 
rejecting  the  recommenda- 
tions.30 

Rights  of  members. 

HMO  member  handbooks  will 
include  a statement  of  mem- 
bers' rights.  Examples  of  rights 
of  all  HMO  enrollees  are:  reim- 
bursed access  to  the  911  tele- 
phone-response  system  for 


emergencies;  "a  choice  of  spe- 
cialists among  participating 
network  providers  following  an 
authorized  referral,  subject  to 
their  availability  to  accept  new 
patients";  full  informed-consent 
explanations  from  the  provider 
of  the  patient's  medical  condi- 
tion and  reasonable  options; 
freedom  from  balance  billing 
beyond  authorized  copay- 
ments and  deductibles;  and 
use  of  advance  di- 
rectives.31 

C o n f i - 
dentiality 
is  addi- 
tionally 
protect- 
in- 
fo r m a - 
tion  about 
an  identifi- 
able individ- 
ual's medical  con- 
dition may  be  disclosed 
only  with  the  person's  consent, 
as  necessary  to  implement  the 
regulations,  or  under  court 
order.32 

Financial  requirements. 

HMOs  are  required  to  remit  or 
maintain  several  deposits  with 
DOBI,  mainly  to  protect  mem- 
bers from  loss  of  coverage  in 
the  event  of  the  HMO's  finan- 
cial demise.  These  sums  include 
a minimum  net  worth  of  at  least 
$1  million,  reserve  liabilities 
sufficient  to  cover  unpaid 
claims  and  other  obligations,  a 
custodial  deposit  of  at  least 
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$300,000,  plus  a restricted 
asset  to  offset  reserves.  The 
restricted  asset  provisions  con- 
tain a modest  incentive  for  the 
HMO  to  pay  providers  prompt- 
ly, but  DOBI  may  waive  this 
deposit  requirement.33 

Incentive  payments  to 
providers.  HMOs  are  oblig- 
ed to  submit  to  DOBI  aggregat- 
ed reports  on  compensation 
arrangements  with  providers, 
including  incentives  to  limit 
referrals  to  other  providers.34 
Moreover,  boilerplate  lan- 
guage for  inclusion  in  member 
handbooks  is  prescribed  for 
describing  compensation  ar- 
rangements. Accordingly,  HMOs 
that  use  incentives  are  required 

I to  state  (in  all  capital  letters): 
"THESE  PAYMENT  METHODS 
MAY  INCLUDE  FINANCIAL 
INCENTIVE  AGREEMENTS  TO 
PAY  SOME  PROVIDERS  MORE 
('BONUSES')  OR  LESS  'WITH- 
HOLDS') BASED  ON  MANY 
FACTORS:  MEMBER  SATIS- 
FACTION, QUALITY  OF  CARE, 
AND  CONTROL  OF  COSTS 
AND  USE  OF  SERVICES 
AMONG  THEM."35  At  a press 
conference  on  February  4, 
1997,  Mr.  Fishman  asserted 
that  he  would  be  displeased  to 
hear  of  any  HMO  that  based 
incentive  solely  on  cost  control. 
Assumption  of  risk  by 

i provider  organization.  De- 
spite earlier  signals  to  the  con- 
trary, DOBI  backed  off  allow- 
ing provider-sponsored  organi- 
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zations  to  assume  financial  risk 
for  services  outside  a risk-as- 
suming individual's  own  scope 
of  practice.  By  assuming  risk,  a 
network  of  providers  conceiv- 
ably could  compete  directly  for 
"covered  lives."  In  the  com- 
ment-and-response  section,  offi- 
cials expressed  the  opinion  that 
legislation  is  needed  to  accom- 
plish this  purpose.36  However, 
providers  may  arrange  services 
as  "secondary  contractors"  if 
they  hold  members  harmless  for 
the  cost  of  any  covered  ser- 
vice.37 

Provider  contracts.  Pro- 
vider agreements  must  specify 
a term  and  grounds  for  termi- 
nation, and  must  immunize  the 
provider  from  penalties  for  fil- 
ing complaints  or  appeals.  The 
compensation  arrangement 
must  be  spelled  out,  along  with 
a related  appeal  mechanism. 
Providers  must  hold  members 
harmless  for  the  cost  of  covered 
services,  other  than  copay- 
ments and  deductibles.  Pro- 
viders must  agree  not  to  dis- 
criminate against  HMO  en- 
rollees  and  to  comply  with  the 
CQI  and  UM  programs. 
Malpractice  insurance  of 
$300,000/$  1 million  must  be 
maintained. 

In  addition,  the  provider  and 
HMO  share  access  to  medical 
records  and  the  responsibility 
for  24-hour  coverage.  In 
response  to  such  concerns  as 
patient  confidentiality  issues 
raised  by  psychologists,  the 
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departments  added  a provision 
prohibiting  HMOs  from  asking 
providers  to  violate  regulations 
of  their  state  licensing  board.38 

The  departments  declined  to 
include  provisions  protecting 
providers  from  without-cause 
terminations.39  Conceivably, 
legislation  could  address  this 
issue.  But,  DOBI  did  add  a pro- 
vision prohibiting  HMOs, 
through  coordination-of-benefits 
language,  from  avoiding  pay- 
ments to  providers  in  cases 
where  the  patient  has  dual  cov- 
erage.40 

Not  all  issues  are  settled.  For 
example,  pharmaceutical  man- 
ufacturers and  others  may  con- 
tribute to  the  department's  pro- 
mised reassessment  of  a provi- 
sion prohibiting  capitation-only 
arrangements  for  paying  sup- 
pliers.41 

Conclusion.  As  noted  in 
the  text  and  endnotes,  various 
issues  remain  to  be  settled  by 
legislation,  subsequent  regula- 
tion, or  interpretation.  Clearly, 
though,  state  officials — in  con- 
junction with  multiple  private 
sector  organizations — have  de- 
veloped a remarkably  compre- 
hensive regulatory  system. 

Dr.  Caggiano  is  presi- 
dent, MSNJ;  Mr.  Weisfeld 
is  MSNJ  deputy  executive 
director;  MSNJ  represen- 
tatives Drs.  Palace  and 
Klein  served  as  members 
of  the  HMO  Advisory 
Committee. 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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Traveling  down  a Bi" Bnl'"- phD 

different  path: 

Alternative  medicine 


We’ve  all  heard  the 
stories:  The  friend  whose 
knee  pain  disappeared 
after  acupuncture 
treatment;  the  young 
woman  with  multiple 
sclerosis  who  takes  an 
amino  acid  supplement 
daily  to  relieve  fatigue; 
the  physician  whose 
chronic  headaches 
subsided  after  movement 
therapy. 

Alternative  therapies  are  a 
common  part  of  everyday  life, 
from  our  mother’s  nostrums 
about  the  powers  of  chicken 
soup  or  garlic,  to  our  coworker’s 
advice  to  take  vitamin  C or  zinc 
to  fight  the  common  cold.  Some 
of  today’s  alternative  approaches 
continue  a tradition  of  folk  med- 
icine that  still  is  important  in 
many  parts  of  the  world  and 
runs  parallel  to  the  prevailing 
medical  orthodoxy.  According  to 
the  World  Health  Organization 
of  the  United  Nations,  between 
65  and  80  percent  of  the  world’s 
health  services  currently  would 
fall  under  the  rubric  of  alterna- 
tive medicine. 
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Indeed,  folk  or  alternative 
remedies  always  have  been  with 
us,  struggling  with  but  never 
quite  succumbing  to  the  power 
of  mainstream,  allopathic  medi- 
cine. Dating  back  to  the  19th 
century,  unorthodox  medical 
movements,  sporting  names  like 
those  of  current  rock  groups, 
have  included  the  thomsonists, 
the  physicomedicalists,  and  the 
eclectics.  These  movements,  in 
turn,  spawned  such  modem  off- 
shoots as  homeopathy,  osteopa- 
thy, chiropractic,  and  natural 
healing. 

Today,  alternative  medicine 
includes  everything  from  nutri- 
tional and  herbal  remedies  to 
such  mind-body  approaches  as 
guided  imagery,  hypnotism,  and 
meditation;  exercise  programs 
like  tai  chi  or  yoga;  homeopathy, 
naturopathy,  and  ayurvedic  med- 
icine; bodily  treatments,  such  as 
acupuncture,  rolfing,  chiroprac- 
tic, or  therapeutic  touch;  and 
various  unorthodox  therapies, 
such  as  aromatherapy,  music 
therapy,  and  therapy  based  on 
magnetism,  electricity,  or  radia- 
tion. 

The  growth  of  alternative 
medicine  in  this  country  seems 
indisputable.  In  a landmark 
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study  published  in  The  New 
England  Journal  of  Medicine  in 
1993,  Dr.  David  Eisenberg  and 
colleagues  found  that  one  in 
three  patients  in  the  United 
States  regularly  used  alternative 
therapies.  In  1990,  consumers 
made  an  estimated  425  million 
visits  to  alternative  therapy 
providers,  compared  to  388  mil- 
lion visits  to  primary  care  physi- 
cians. Moreover,  the  majority  of 
these  patients  did  not  inform 
their  physicians  that  they  were 
using  alternative  therapies. 

Sales  of  “natural”  health  prod- 
ucts have  jumped  significantly — 
from  $1.9  billion  in  1980  to 
$7.55  billion  in  1994.  Today,  vit- 
amin supplements,  homeopathic 
“cures,”  and  herbal  remedies 
have  moved  beyond  the  local 
health  food  store  to  supermar- 
kets, drugstores,  and  mail-order 
sales  through  the  Internet.  Some 
pharmacists  are  reporting  a 10  to 
20  percent  increase  each  year  in 
homeopathic  prescriptions.  Sales 
of  melatonin  and  DHEA  have 
skyrocketed  after  these  sub- 
stances were  highlighted  in  the 
media,  while  Bill  Moyers’  televi- 
sion series  and  book  helped  pop- 
ularize various  aspects  of  orien- 
tal medicine. 
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In  New  Jersey,  a number  of  institutions  have  made 
tentative  moves  toward  integrating  alternative  treat- 
ments into  their  array  of  services.  The  Kessler 
Institute  for  Rehabilitation  has  created  the  Center  for 
Research  in  Complementary  and  Alternative 
Medicine  to  look  at  the  impact  of  a variety  of  thera- 
pies on  physical  rehabilitation.  UMDNJ-Robert 
Wood  Johnson  University  Hospital 
now  has  a Center  for  Alternative  and 
Complementary  Medicine,  while  St. 

Peter’s  Medical  Center  and  Morris- 
town Memorial  Hospital  have  devel- 
oped mind-body  medical  institutes. 

After  hosting  a symposium  on  alter- 
native medicine  last  summer  that 
drew  more  than  200  physicians  and 
other  health  professionals,  Saint 
Barnabas  Medical  Center  currendy  is 
considering  the  establishment  of  a 
center  that  might  offer  nutritional 
support,  biofeedback,  stress  reduction,  massage,  and 
other  complementary  medical  services. 

How  can  we  explain  this  rising  interest  in  alterna- 
tive or  unconventional  medicine?  For  one  thing, 
some  formerly  alternative  approaches  clearly  have 
become  more  accepted  within  mainstream  medicine. 
Exercise  and  nutrition,  once  considered  alternative 
approaches  to  health,  now  are  commonly  recom- 
mended to  reduce  the  risks  of  cancer,  cardiovascular 
disease,  and  other  ailments.  Relaxation  techniques 
have  found  growing  acceptance  in  such  areas  as  pul- 
monary rehabilitation  and  cardiovascular  therapy. 
Some  studies  have  suggested  that  acupuncture  and 
chiropractic  methods  might  be  equally  as  effective  as 
more  conventional  approaches  in  dealing  with  mus- 
cular and  skeletal  pain.  Recently,  the  Journal  of  the 
American  Medical  Association  published  a study  sug- 
gesting that  selenium  might  be  a potent  anti-cancer 
agent,  a notion  that  had  been  bandied  about  in 
health  food  magazines  and  web  sites  for  years. 

Beyond  these  breakthroughs  into  mainstream 
practice,  the  growing  interest  in  alternative  therapies 


! 

seems  to  be  rooted  in  fundamental  changes  in  the 
doctor-patient  relationship  and  the  role  of  the  physi- 
cian as  healer.  Some  physicians  see  the  appeal  of 
alternative  medicine,  in  part,  as  a reaction  to  the 
technocentric  approach  to  diagnosis  and  care  that 
has  emerged  during  the  last  30  years. 

“We  crunch  relationships  into 
technology,”  says  Joseph  Fennelly, 
MD,  who  once  chaired  the  Holistic 
Health  Study  Group  for  the  Morris 
County  Medical  Society.  Focusing 
on  the  disease  rather  than  the 
patient  has  diminished  our  appreci- 
ation of  medical  uncertainty  and 
intuition,  making  the  physician 
more  of  a case  manager  than  a heal- 
er. The  result,  Fennelly  believes,  is 
that  “we’ve  given  up  what  heals — the 
relationship  between  two  people.” 

Jay  Kaplan,  MD,  chief  of  the  Department  of 
Emergency  Medicine  at  Saint  Barnabas  Medical  Center 
in  Livingston,  agrees,  noting  that  “people  like  the  fact 
that  alternative  medicine  practitioners  sit  down  and 
talk  with  them.”  According  to  Kaplan,  the  dominant 
medical  model  has  been  based  on  the  creation  of  a 
‘magic  bullet’  to  win  the  continuing  war  against  disease. 
Complementary  medicine,  as  he  likes  to  call  it,  stresses 
prevention  and  the  causes  of  disease,  and  places  the 
locus  of  control  with  the  patient.  The  best  aspects  of 
complementary  medicine  involve  “the  good  holistic 
practice  of  prevention,  promotion  of  wellness,  and 
treating  the  whole  patient.” 

Alternative  practitioners  also  can  offer  hope  and 
solace  when  the  treatment  options  provided  by  conven- 
tional physicians  seem  to  have  run  their  course.  While 
this  creates  opportunities  for  ‘quacks,’  it  also  suggests 
that  on  a larger  scale  herbal  remedies  or  mind-body 
techniques  can  sometimes  be  just  an  alternative  path  in 
the  search  for  a magic  bullet.  Even  a casual  reading  of 
some  alternative  health  magazines,  with  columns  like 
“You  Don’t  Have  To  Be  Sick,”  suggests  that,  at  their 
worst,  advocates  of  alternative  medicine  are  guilty  of 


Dr  Fennelly  chaired  the 
Holistic  Health  Study  Group. 
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the  same  charge  leveled  against  many  mainstream  prac- 
titioners— an  attempt  to  avoid  the  realities  of  physical 
degeneration  and  death. 

Alternative  medicine  has  received  added  legitimacy 
from  two  other  sources — the  federal  government  and 
the  insurance  industry  In  1991,  Congress  established 
the  Office  of  Alternative  Medicine  (OAM)  within  the 
National  Institutes  of  Health.  Operating  on  a relatively 
minuscule  budget  of  $12  million — compared  to  NIH’s 
total  budget  of  $13  billion — the  OAM  is  mandated  to 
support  much-needed  outcomes  research  into  alterna- 
tive therapies.  Thus  far,  the  OAM  has  funded  52  studies 
on  alternative  treatments,  including  a 
research  grant  to  the  Kessler  Institute  to 
investigate  new  ways  of  treating  brain 
injury,  stroke,  and  spinal  cord  damage. 

Another  significant  step  occurred  in 
January  when  Oxford  Health  Plans 
became  the  first  large  medical  insurer 
to  offer  a network  of  alternative  medi- 
cine providers  in  New  Jersey,  New  York, 
and  Connecticut.  According  to  the 
company,  its  network  will  include 
between  500  and  1,000  chiropractors, 
acupuncturists,  naturopaths,  massage 
therapists,  yoga  instructors,  registered 
dietitians,  and  clinical  nutritionists.  Participating 
providers  will  have  to  satisfy  a number  of  requirements, 
including  state  licensing  and  demonstrated  clinical 
experience. 

The  Oxford  move  is  expected  to  draw  other  health 
plans  into  the  estimated  $50  billion  alternative  medi- 
cine market.  A few  insurers  already  are  there.  American 
Medical  Security,  Inc.,  a Wisconsin-based  insurance 
company,  is  offering  policies  that  cover  biofeedback, 
acupuncture,  and  hypnotherapy.  Kaiser  Permanente 
has  been  using  alternative  medicine  since  1994  in  sev- 
eral clinics  in  northern  California,  primarily  for  pain 
management.  “This  is  a member-driven  world  and  we 
are  responsive  to  what  our  members  are  asking,”  ex- 
plains Laura  Rohde,  a spokeswoman  for  Kaiser 
Permanente. 


Dr  Kaplan  notes  that  “complementary 
medicine"  stresses  prevention 
and  causes  of  diseases. 


That  is  precisely  what  worries  some  people.  In 
response  to  the  Oxford  announcement,  Dr.  Herbert 
Pardes,  dean  of  the  Columbia  Medical  School,  urged 
insurers  “to  be  very  careful  about  too  quickly  covering 
what  is  not  proven.”  Clearly,  the  public  is  interested  in 
alternative  medicine,  but  should  people  simply  be  given 
a broader  “product  line”  when  it  comes  to  professional 
care?  How  much  should  market  forces  guide  decisions 
made  by  health  insurers  and  care  providers?  What  stan- 
dards should  physicians,  hospitals,  insurers,  and  regu- 
lators use  in  approaching  alternative  medicine? 

Most  physicians  who  are  interested  in  alternative  or 
complementary  medicine  retain  a healthy  scientific 
skepticism,  and  are  emphatic  about 
the  need  for  outcomes  research  and 
empirical  validation.  The  OAM’s 
efforts  may  be  a small  step  in  the  right 
direction,  but  much  more  needs  to  be 
done.  “The  problem  is  not  so  much 
that  some  of  these  things  work  or 
don’t  work,”  says  David  E.  Swee,  MD, 
“but  that  the  scrutiny  is  not  as  careful 
in  this  country  as  in  other  places.  In 
Europe,  especially  Germany,  there’s  a 
whole  rating  system  for  alternative 
medicine,  so  you  can  be  much  more 
assured  of  the  quality  of  what  you’re 
getting.” 

The  bottom  line  is  that  physicians  and  other  medical 
professionals  need  to  know  about  alternative  medicine 
because  their  patients  know  about  it.  Beyond  those 
practices,  such  as  relaxation  therapy,  which  comple- 
ment conventional  treatments,  practitioners  may  need 
to  be  careful  in  clarifying  types  of  alternative  therapies 
in  discussions  with  their  patients.  As  Dr.  Timothy 
Gorski  noted  in  JAMA,  there  are  three  basic  categories 
of  alternative  medicine  that  should  be  differentiated: 
treatments  that  are  not  accepted  because  they  still  are 
subject  to  investigation  regarding  efficacy  and  cost; 
therapies  that  are  “outside  the  medical  mainstream” 
because  they  reflect  personal,  religious,  or  cultural  pref- 
erences; and  “disproven  or  unproven  practices”  that 
contradict  medical  science  or  common  sense, 
and  may  simply  be  dangerous.  I7IB1 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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Screening  mammography 

FOR  WOMEN 

AGES  40  TO  49  YEARS  Julie  Kelter  Timins,  MD 


Dr.  Timins  is  a 
diagnostic  radiologist  in 
private  practice  in 
Morristown.  She  is  a 
member  of  the  MSNJ 
Council  on  Medical 
Services,  a councilor  to 
the  American  College  of 
Radiology,  and  a past- 
president  of  the 
Radiological  Society  of 
New  Jersey. 

Screening  mammography 
has  been  shown  to  be  of  bene- 
fit in  reducing  breast  cancer 
deaths  in  women  50  years  of 
age  and  older,  with  a reduction 
in  mortality  of  34  percent.' 
More  controversial  is  its  role  in 
women  under  the  age  of  50 
years.  Most  American  organi- 
zations support  the  recommen- 
dations of  the  American  Can- 
cer Society:  mammographic 
screening  in  asymptomatic 
women  every  1 to  2 years  start- 
ing at  age  40  years  and  annu- 
ally starting  at  age  50  years.  At 
a 1 993  Consensus  Develop- 
ment Conference,  the  National 
Cancer  Institute  (NCI)  dissented 
from  this  recommendation, 
resulting  in  extensive  public  crit- 
icism.2 A Consensus  Develop- 
ment Conference  was  held  by 


the  NCI  at  the  National 
Institutes  of  Health  in  Bethesda, 
Maryland,  on  January  21-23, 
1997.  A bibliography  of  al- 
most 300  peer-reviewed  arti- 
cles was  provided.  Over  30 
invited  experts  addressed  the 
panel.  When  the  Consensus 
Panel  presented  its  report  on 
the  third  day,  once  again  com- 
ing out  against  screening  mam- 
mography for  women  aged  40- 
49  years,  offended  members  of 
the  public  and  invited  speakers 
rushed  to  the  microphones  with 
comments  and  objections.3  Be- 
cause of  the  extensive  contro- 
versy this  report  engendered, 
the  prestige  of  the  NCI,  and  the 
effect  its  report  will  have  on 
health  care  policy  in  both  the 
public  and  private  arenas,  this 
decision  and  the  discussions 
behind  it  need  to  be  aired. 

Background  informa- 
tion. Breast  cancer  is  the  lead- 
ing cause  of  cancer  deaths  in 
women  ages  40  to  49  years.4 
Approximately  15  per  1,000 
women  will  develop  breast  can- 
cer in  their  40s,  almost  as 
many  as  in  their  50s.5  Sixty  per- 
cent of  these  women  will  be 
cured  with  appropriate  treat- 
ment. An  estimated  34  percent 
of  the  years  of  potential  life  lost 
to  breast  cancer  are  due  to 
women  diagnosed  under  age 


50  years.6  Screening  mam- 
mography is  mammography 
performed  on  women  without 
signs  or  symptoms  of  breast  dis- 
ease, for  the  purpose  of  early 
detection  of  breast  cancer.  It 
has  been  shown  that  mammog- 
raphy can  save  lives  by  diag- 
nosing early  breast  cancers  in 
women  50  years  and  older, 
before  tumors  are  palpable  on 
clinical  breast  examination. 
Such  cancers  usually  are  small- 
er and  often  are  caught  before 
local  or  distant  metastasis. 
Early  detection  significantly 
increases  the  chance  of  a cure. 
Invasive  breast  cancers  have 
been  decreasing  in  size  steadi- 
ly, with  mean  tumor  size  of  3.1 
cm  in  1969-1973  and  2.1  cm 
in  1989-1993,  and  an  associ- 
ated decline  in  the  incidence  of 
axillary  lymph  node  metasta- 
sis.7 This  decrease  has  been 
largely  attributed  to  screening 
mammography. 

There  are  arguments  against 
mammographic  screening  in 
women  under  50  years.  The 
tendency  toward  greater  breast 
tissue  density  in  young  women 
than  in  older  postmenopausal 
women  may  make  mammo- 
graphic interpretation  more  dif- 
ficult and  less  reliable.  Some 
experts  feel  that  as  yet  there 
has  been  no  statistically  signifi- 
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cant  benefit  demonstrated  in 
this  younger  age  group.  There 
is  the  hypothetical  risk  of  mam- 
mography-associated radia- 
tion. Concern  has  been  raised 
that  screening  mammography 
will  cause  undue  anxiety,  com- 
pounded by  the  possible  need 
to  return  for  additional  mam- 
mographic  views,  a sonogram, 
or  a breast  biopsy.  The  inci- 
dence of  false  positive  and 
false  negative  studies  has  been 
cited.  Also  noted  is  the  cost  of 
large-scale  screening  of  women 
ages  40  to  49  years.5 

Some  of  the  cancers  diag- 
nosed in  younger  women  may 
not  be  of  clinical  significance. 
The  incidence  of  ductal  carci- 
noma in  situ  (DCIS),  a noninva- 
sive  form  of  breast  cancer,  is 
higher  in  younger  women  and 
the  incidence  of  invasive  carci- 
noma is  lower.  As  age  increas- 
es, the  incidence  of  invasive 
carcinoma  increases  and  that 
of  DCIS  decreases.  Between 
20  and  40  percent  of  biopsy- 
proven  cancer  in  the  40  to  49 
age  group  is  DCIS.  Associated 
lymph  node  involvement  is 
rare.  It  is  uncertain  how  often 
DCIS  goes  on  to  become  inva- 
sive cancer.  DCIS  is  not  one 
disease,  but  includes  several 
different  histological  patterns 
that  have  different  behaviors 
and  recurrence  rates.  Local 
recurrence  rates  following  only 
wide  local  excision  vary  from 
10  to  63  percent.  There  are 
controversies  in  treatment  of 
DCIS,  with  treatment  options 
including  local  excision,  lump- 


ectomy with  or  without  radia- 
tion therapy,  and  mastectomy.8 
Some  contest  treating  it  as  can- 
cer. However,  it  can  recur  if  not 
adequately  treated,  it  can  trans- 
form into  invasive  cancer,  and 
it  does  predispose  to  an  in- 
creased incidence  of  invasive 
carcinoma.910 

Some  population  groups  are 
at  higher  risk  for  breast  cancer 
than  others.  Included  are 
women  with  first  degree  rela- 
tives with  breast  cancer  (moth- 
er, sister,  or  daughter),  espe- 
cially premenopausal  breast 
cancer;  nulliparous  women; 
and  women  who  were  over  the 
age  of  30  at  the  time  of  first  full- 
term  pregnancy.  There  are 
many  other  risk  factors  of  lesser 
significance.  However,  the 
majority  of  breast  cancers 
occurs  in  women  with  no  risk 
factors.  African-American  wo- 
men have  the  same  or  a slight- 
ly lower  incidence  of  breast 
cancer  between  ages  40  and 
49  years  compared  to  Cau- 
casian women,  but  have  a 
greater  chance  of  dying  from 
it.8  Breast  cancer  is  the  leading 
cause  of  cancer  death  among 
African-American  women  of  all 
ages. 

In  younger,  premenopausal 
women,  breast  cancer  often  is 
more  aggressive  and  faster 
growing.  The  time  it  takes  for  a 
cancer  to  go  from  the  preclini- 
cal  stage  when  it  is  not  palpa- 
ble but  may  be  detected  on 
mammography,  to  the  clinically 
detectable  stage  is  shorter.1  6 
Some  breast  cancers  appear  to 


"dedifferentiate,"  or  transform 
from  a lower  grade  of  malig- 
nancy to  a higher  grade.  This 
tendency  is  more  marked  in 
women  ages  40  to  49  years. 
Many  experts  argue  that  annu- 
al screening  of  younger  women 
would  result  in  a decrease  in 
the  grade  and  stage  of  tumors 
detected,  with  Feig  projecting  a 
breast  cancer  mortality  reduc- 
tion of  over  35  percent.1'611 

Randomized  clinical  tri- 
als. There  have  been  eight 
major  randomized  clinical  trials 
(RCTs)  held  in  four  countries  to 
determine  the  efficacy  of 
screening  mammography.  The 
RCTs  have  data  going  back  1 1 
to  18  years.1  12  A number  of 
meta-analyses  has  been  per- 
formed, incorporating  data 
from  all  of  these  trials,  with 
varying  results.13- 14  One  meta- 
analysis concentrating  on  wo- 
men in  their  40s  noted  a 14 
percent  reduction  in  breast  can- 
cer mortality  when  data  from 
all  8 RCTs  were  utilized  and  a 
23  percent  statistically  signifi- 
cant reduction  when  data  from 
7 RCTs  were  incorporated, 
excluding  the  Canadian 
RCT.13'15’17 

The  true  benefit  of  mammog- 
raphy should  exceed  the  bene- 
fit demonstrated  in  RCTs,  due  to 
problems  inherent  in  the  avail- 
able randomized  trials  and  due 
to  improvements  in  mammogra- 
phy. In  RCTs,  two  groups  are 
identified,  the  group  invited  to 
participate  and  the  control 
group.  Lack  of  participation  by 
women  invited  to  screening 
(noncompliance)  and  screening 
mammograms  performed  on 
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the  control  population  (contam- 
ination) result  in  underestima- 
tion of  the  true  benefits  of 
screening.  There  has  been  sig- 
nificant improvement  in  the  per- 
formance of  mammography,  in 
mammographic  equipment, 
and  in  radiological  interpreta- 
tion of  studies  in  the  past  ten 
years.  The  ability  to  detect 
breast  cancers  has  improved 
significantly  since  these 
RCTs  commenced.  None  of 
the  RCTs  started  after 
1975  involved  annual 
screening,  and  most  did 
not  involve  two  routine 
mammographic  views  at 
each  screening.  Screening 
mammography  as  prac- 
ticed in  the  United  States 
includes  two  views  of  each 
breast,  a practice  that  sig- 
nificantly increases  the  de- 
tection rate  of  cancers.4  6 n 

NIH  consensus  de- 
velopment conference 
statement.  The  panel 
that  drafted  the  January 
1997  Consensus  Develop- 
ment Statement  did  not 
incorporate  RCT  data  that 
extended  beyond  7 years  of 
followup,  although  this  is  the 
data  that  show  statistically  sig- 
nificant benefit  from  mammo- 
graphic screening  of  women  in 
their  40s.3  Because  of  the  rela- 
tively low  incidence  of  breast 
cancer  in  this  age  group  and 
the  smaller  numbers  of  women 
enrolled  under  age  50  years, 
longer  followup  time  is  neces- 
sary to  attain  statistically  signif- 
icant results.  The  RCTs  now 
include  11  to  1 8 years  of  data, 


with  a mean  of  1 4 years.  Some 
of  the  compelling  data  present- 
ed showing  survival  benefit 
were  selectively  disregarded. 
The  importance  of  clinical 
breast  examination  (CBE)  was 
unduly  stressed.  Although 
important  for  completeness, 
CBE  has  a much  lower  detec- 
tion rate  of  breast  cancers. 


The  risks  of  screening  were 
magnified.  The  panel  noted  a 
30  percent  risk  of  a woman 
having  a false  positive  mam- 
mogram if  she  received  yearly 
mammograms  between  the 
ages  40  to  49  years,  resulting 
in  additional  diagnostic  testing. 
This  estimate  is  high  and 
involves  the  patient  returning 
for  additional  views  and/or  a 
sonogram  in  most  instances — a 
decidedly  low-risk  intervention. 
Only  a small  percentage  of 


patients  called  back  will 
require  an  aspiration  proce- 
dure or  biopsy."  The  report 
stated  that  some  women  are 
not  helped  by  early  detection  of 
breast  cancer  because  some 
cancers  are  slow  growing  and 
could  be  cured  later  when  they 
are  palpable  masses;  and  that 
in  this  scenario  early  detection 
can  cause  excessive,  unneces- 
sary anxiety.  Can  the 
anxiety  of  having  a 
small,  noninvasive  can- 
cer compare  to  the  anxi- 
ety of  having  a more 
advanced  malignancy 
and  possible  metastasis? 
Smaller  tumors  have 
been  shown  to  have  a 
better  likelihood  of 
cure.10  Also,  screening  is 
a voluntary  process  and 
includes  the  support  of 
the  health  care  team. 

Concern  was  raised 
with  false  negative  stud- 
ies. In  women  ages  40  to 
49  years  as  many  as  25 
percent  of  breast  cancers 
are  not  detected  on  mam- 
mography; above  age  49 
years,  this  figure  drops  to  10 
percent.  A negative  mammo- 
gram might  create  a false  sense 
of  security.  However,  the  false 
negative  rate  is  decreasing  due 
to  improvements  in  equipment 
and  interpretation,  and  breast 
density  has  been  shown  not  to 
be  a limiting  factor  in  this  age 
group.6 ,6' 18  The  advantages  of 
early  detection  outweigh  the 
disadvantage  of  missing  a 
small  percentage  of  cancers. 
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The  possibility  of  radiation- 
induced  breast  cancer  was 
overstated.  Low-dose  mammog- 
raphy has  not  been  shown  to 
cause  breast  cancer. 
According  to  Mettler,  " Women 
exposed  to  low  levels  of  radia- 
tion . . . have  shown  no  consis- 
tent or  significant  increases  in 
breast  cancer  rates."19  The  most 
significant  factor  in  radiation- 
induced  breast  cancer  is  the 
age  of  the  woman  at  the  time  of 
exposure,  with  women  under 
20  years  being  at  greatest  risk. 
The  benefit/risk  ratio  for 
women  who  start  screening 
mammography  at  age  40 
years  is  more  than  40/1,  indi- 
cating that  the  benefits  substan- 
tially outweigh  the  radiation 
risk.19  The  Consensus  Panel 
made  one  particular  statement 
that  was  of  great  potential  dam- 
age to  the  public:  that  popula- 
tions at  high  risk  for  breast  can- 
cer, including  those  with  an 
inherited  predisposition,  may 
be  more  susceptible  to  radia- 
tion-induced cancer  and  should 
consider  avoiding  early  screen- 
ing mammography.  This  state- 
ment is  based  upon  a more 
than  sixfold  increase  in  early 
breast  cancer  in  Japanese 
women  atomic  bomb  survivors 
exposed  prior  to  age  20  years, 
and  is,  therefore,  not  very  com- 
parable to  the  low-dose  expo- 
sure rate  from  screening  mam- 
mography.19 20  By  stating  this 
out  of  context,  the  one  patient 
group  that  has  the  greatest 
potential  benefit  from  early 
screening  mammography  may 


be  deterred  from  undergoing 
early  mammographic  screen- 
ing, thus  depriving  this  group  of 
its  best  chance  of  early  cancer 
detection. 

The  draft  of  the  Consensus 
Development  Statement  does 
present  some  valid  information 
on  the  potential  value  of  earlier 
diagnosis  and  breast-conserv- 
ing therapy.3  It  recommends 
research  on  the  potential  bene- 
fits and  risks  for  screening 
African-American  women  ages 
40  to  49  years,  and  states  that 
impediments  should  be 
removed  for  those  African- 
American  women  who  choose 
to  have  mammography  in  their 
40s.  Although  this  statement  is 
"politically  correct,"  it  is  lacking 
in  substance,  and  fails  to 
address  women  of  other  racial 
and  ethnic  groups.  The  state- 
ment goes  on  to  say,  "At  the 
present  time,  the  available  data 
do  not  warrant  a single  recom- 
mendation for  mammography 
for  all  women  in  their  40s. 
Each  woman  should  decide  for 
herself  whether  to  undergo 
mammography."  It  further  rec- 
ommends that  the  cost  of  this 
elective  mammography 

"should  be  reimbursed  by  third- 
party  payors  or  covered  by 
health  maintenance  organiza- 
tions." By  failing  to  recommend 
screening  mammography,  the 
Consensus  Panel  has  made  it 
easier  for  insurers  to  avoid  pay- 
ing for  this  life-saving  interven- 
tion for  women  in  their  40s. 
The  only  group  that  comes  out 


ahead  with  this  Consensus 
Statement  is  the  insurance  in- 
dustry. 

What  should  women 
ages  40  to  49  years  do? 

Most  physicians  will  continue  to 
recommend  following  the 
screening  guidelines  of  the 
American  Cancer  Society  and 
American  College  of  Radiol- 
ogy: screening  mammography 
every  1 to  2 years  starting  at 
age  40  years,  and  every  year 
starting  at  age  50  years. 
Mammography  should  be  sup- 
plemented by  clinical  breast 
examination  by  a health  care 
professional  annually  and  regu- 
lar monthly  breast  self-examina- 
tion. Most  experts  in  mammog- 
raphy recommend  annual 
screening  mammography  start- 
ing at  age  40  years.1, 6' ,1- 16  Of 
course,  women  with  a palpable 
mass  or  signs  and  symptoms  of 
breast  disease  should  undergo 
diagnostic  workup  with  prob- 
lem-solving mammography 
and/or  sonography,  under  the 
guidance  of  their  referring 
physicians.  In  the  wake  of  the 
uproar  caused  by  the  Consen- 
sus Panel  Statement,  Dr. 
Richard  D.  Klausner,  director  of 
the  NCI,  has  expressed  his  dis- 
agreement with  the  statement 
and  the  National  Cancer  Ad- 
visory Board  reviewed  this 
issue  in  February  1 997.  The 
American  Cancer  Society  con- 
vened an  expert  panel  in 
March  1 997  to  review  its  mam- 
mography screening  guidelines 
for  all  age  groups.  These  and 
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other  reviews  will  be  reaching 
the  media  and  the  medical  lit- 
erature in  the  coming  months. 
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For  quotations  or  more  information, 
please  call  us  today. 

MATHER  & CO. 
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226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)351-4700  • Fax:  (215)351-4720 


Here’s  what  we  are  covering  in 
May  1997 

I o How  well  are  physicians  controlling  their  patients’  pain? 

Diane  Haring  Cornell  interviews  patients  and  physicians  who  deal  with  pain  on  a daily  basis. 

& How  healthy  are  Newark  and  Jersey  City? 

A report  from  the  National  Public  Health  & Hospital  Institute  in  Washington,  DC,  comments  on  the 
health  care  in  these  two  cities. 

| o Will  a pioneer  approach  to  hysterectomy  prove  effective? 

Doctors  from  Pelosi  Women’s  Center  review  a new  procedure:  The  simplified  vaginal  hysterectomy. 

j fe;  Economic  credentialing  and  exclusive  contracts:  What’s  it  all  about? 

Dr.  Kristeller,  a member  of  the  MSNJ  Delegation  to  the  American  Medical  Association,  discusses  the 
importance  of  credentialing  and  contracts. 

j o How  are  health  maintenance  organizations  doing  in  New  Jersey? 

Writer  Bill  Berlin  investigates  the  HMOs  that  deliver  care  to  New  Jerseyans  and  reports  on  their 
services. 

; ^ Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk,  and  Calendar. 
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Is  THERE  A DOCTOR 
IN  THE  HOUSE? 


Karin  Gillespie 

Think  back  to  the 
1 920s  and  1 930s  when 
house  calls  were  the 
backbone  of  a physician's 
practice  — easily 
accounting  for  more  than 
one-half  of  practice  time. 
Today,  house  calls  make 
up  3 percent  or  less  of  a 
physician's  practice  time. 
But  is  the  house  call 
passe?  Not  necessarily  so 
— some  would  even  say 
its  star  is  rising. 

Physician  house  calls  are 
alive  and  well,  despite  dismal 
Medicare  reimbursement  levels 
imposed  by  the  Health  Care 
Financing  Administration 
(HCFA),  according  to  Victoria 
Leonard,  executive  director  of 
the  American  Academy  of 
Home  Care  Physicians.  "House 
calls  are  needed — even  more 
so  today,"  commented  Leon- 
ard. "A  combination  of  factors 
creates  this  need:  an  aging 
population;  patients  that  are 
discharged  from  the  hospitals 
to  their  homes  much  sicker;  and 
the  trend  of  providing  more 
and  more  relatively  high-tech 
treatments  in  the  home,  like  IV 
therapy." 


Physicians  making  house 
calls  typically  reserve  them  for 
well-established  patients  who 
have  the  greatest  difficulty  leav- 
ing their  homes  for  an  office 
visit — often  the  frail  elderly. 

William  Ryan,  MD,  consid- 
ers house  calls  a necessary 
part  of  his  practice,  although 
he  makes  far  fewer  than  he  did 
in  the  early  days  of  his  prac- 
tice. Ryan  explained  that  his 
house  calls  are  limited  to  long- 
time patients  who  no  longer 
can  easily  make  it  into  his  office 
for  care. 

"When  I make  a house  call, 
I'm  seeing  shut-ins — mostly 
older  individuals  with  bad 
arthritis  or  acute  illness  who 
aren't  able  to  leave  their 
homes,"  Ryan  explained.  "The 
most  recent  house  call  I made 
was  to  an  elderly  man  suffering 
from  dementia,  severe  degen- 
erative arthritis  of  the  spine  and 
knee,  hypertension,  pernicious 
anemia,  and  Parkinson's  dis- 
ease. He's  not  doing  very  well 
and  an  office  visit  would  not  be 
possible  for  him." 

The  frail  elderly  are  increas- 
ing in  ranks  because  people 
are  living  longer.  In  1940,  the 
life  expectancy  at  birth  in  the 
U.S.  was  61  for  males  and  65 


for  females.  Today,  the  life 
expectancy  at  birth  for  males  is 
nearly  73  years  of  age  and  for 
females  the  life  expectancy  is 
nearly  80  years  of  age.  By  the 
year  2010,  the  ranks  of  the 
over  85  will  swell  to  5.7  mil- 
lion, up  from  3.7  million  in 
1996,  based  on  1990  census 
projections.  These  individuals, 
known  as  the  "old  old,"  are 
most  likely  to  suffer  from  a host 
of  chronic  conditions:  conges- 
tive heart  failure,  chronic  hyper- 
tension, and  chronic  obstructive 
pulmonary  disease.  Moreover, 
their  mobility  is  more  likely  to 
be  restricted  greatly  by  severe 
arthritis  making  routine  visits  to 
a physician's  office  or  an  out- 
patient clinic  a nightmare. 

Joanne  Schwartzberg,  MD, 
director  of  the  American 
Medical  Association  (AMA) 
Department  of  Geriatric  Health, 
believes  the  goal  of  providing 
care  in  the  home  for  these  indi- 
viduals is  to  make  them  "as 
independent  as  possible  for  the 
longest  possible  period  of 
time." 

What  populations  could  ben- 
efit from  house  calls?  The  list 
includes  individuals  of  all  ages 
with  chronic  illnesses;  the 
young  disabled  who  prefer  to 
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The  house  call  makes  the  physician  more  empathetic.  The 
physician  gets  a glimpse  of  the  patient  in  his  or  her  daily 
environment. 


be  cared  for  at  home;  AIDS 
patients;  patients  who  are  dis- 
charged from  hospitals  "quick- 
er and  sicker"  because  of 
changes  in  insurance  cover- 
age; and  developmentally  dis- 
abled children,  who  now  are 
more  likely  to  be  treated  in  their 
milieu;  the  trend  is  to  make  all 
therapies  and  care  a part  of  the 
daily  routine  of  these  children 
rather  than  take  them  from  their 
environment  for  routine  care. 

And,  what  about  when  the 
baby  boomers  reach  their  70s 
and  80s  in  full  force?  Surely  the 
trend,  based  on  their  history  of 
self-sufficiency,  will  be  to 
remain  in  the  home  as  long  as 
possible,  making  physician 
house  calls  even  more  desir- 
able. 

The  AMA  polled  primary 
care  physicians  about  house 
calls.  Only  one-half  of  the 
physicians  who  responded 
indicated  that  they  make  house 
calls.  But,  nearly  70  percent  of 
physicians  who  reported  that 
they  don't  make  house  calls 
said  that  they  believe  house 
calls  are  an  important  method 
of  care  delivery. 

A recent  survey  of  family 
physicians,  general  practition- 
ers, general  internists,  and  sub- 


specialists conducted  by  re- 
searchers at  the  Medical 
College  of  Virginia  found  that 
family  physicians  and  general 
practitioners  are  significantly 
more  likely  to  include  routine 
house  calls  in  their  practice.  A 
1 994  survey  by  Medical 
Economics  corroborates  this 
finding:  55  percent  of  family 
practice  physicians  and  54  per- 
cent of  general  practice  physi- 
cians reported  that  they  make 
at  least  one  house  call  per 
month.  In  addition,  1 1 percent 
and  5 percent  of  these  physi- 
cians, respectively,  make  ten  or 
more  house  calls  per  month. 
According  to  the  survey,  house 
calls  are  more  common  among 
older  physicians  (over  age  60); 
rural  physicians;  physicians  in 
solo  practices;  and  physicians 
located  in  the  New  England 
region. 

Ryan  said  that  he  finds  house 
calls  enjoyable,  and  that  they 
provide  him  with  an  opportuni- 
ty to  see  the  patient  in  his  or  her 
own  world. 

"The  house  call  makes  you 
more  emphathetic  as  a physi- 
cian," commented  Ryan.  "You 
get  a glimpse  of  the  patient 
within  his  or  her  daily  environ- 
ment, you  see  the  overall  cir- 
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cumstances  that  affect  the  ill- 
ness, you  interact  with  patients' 
family  members,  and  you 
become  appreciative  of  the 
patient  as  a human  being.  In 
this  respect,  house  calls  are 
very  valuable.  Years  ago  I used 
to  make  house  calls  for  a lovely 
older  Irish  woman.  It  was 
always  purposely  my  last  call 
of  the  day.  She  would  gra- 
ciously bring  me  into  her  home, 
and  after  I had  provided  what- 
ever medical  care  was  needed, 
she  would  regal  me  with  old 
Irish  stories.  It  was  a pleasant 
end  to  a long  day." 

It  is  this — the  intermixing  with 
family  members  and  the  give- 
and-take  between  patient  and 
physician — that  sets  house  calls 
so  far  apart  from  office  visits. 
And  it  is  precisely  this  that  Ryan 
would  hate  to  see  disappear. 
"You  just  don't  get  that  equal- 
ground,  give-and-take  in  the 
office,"  explained  Ryan.  "The 
patient  sits  on  an  examining 
table  or  on  the  other  side  of  a 
large  desk  from  the  doctor — 
and  the  doctor  controls  the  situ- 
ation. Care  is  administered  in  a 
very  direct  fashion." 

Morris  Soled,  MD,  a family 
practitioner,  has  made  more 


The  house  call  goes  high  tech 


Technology  adds  yet  another  dimension 
to  the  house  call.  It  allows  physicians  to  take 
the  office  on  the  road  to  make  a diagnosis 
and  to  treat  patients  wherever  needed — 
their  home,  the  workplace,  or  a public  set- 
ting. 


With  the  advent  of  the  Personal  Telemed- 
icine System  (PTS)  developed  by  Khalid 
Mahmud,  MD,  a suburban  Minneapolis 
blood  and  cancer  specialist  and  founder  of 
American  Telecare,  video  technology  allows 
physicians  to  stay  in  touch  with  patients  and 
visit  them  from  afar.  PTS  is  essentially  a 
video  telephone  system  that  enables  a physi- 
cian to  speak 


with  and  ex- 


amine a pa- 
tient using  a 
video  screen. 
Over  the  tele- 
phone, the  phy- 
sician receives 
additional  pa- 


tient information  via  PTS,  including  heart 
rate  and  blood  pressure  readings.  Mahmud 
is  quick  to  point  out  that  the  PTS  does  not 
replace  house  calls.  It  serves  as  a triage 
mechanism  that  gives  physicians  the  ability 
to  closely  monitor  patients  and  determine 
who  needs  to  be  seen. 


Courtesy  of  the  Internet,  there  now  are 
some  online  versions  of  the  house  call.  Al- 


though they  strongly  advise  against  a self- 
diagnosis,  the  online  service,  America's 
House-call  Network,  at  http://www.  house- 
call. com  on  the  world  wide  web,  provides  a 
wealth  of  health  information  through  its  affil- 
iation with  the  American  Academy  of  Family 
Physicians,  American  Academy  of  Pedi- 
atrics, The  National  Health  Council, 
National  Organization  on  Aging,  and  U.S. 
Pharmacopoeia. 

If  you  click  to  http://www.  optum- 
care.com/healthed/ online/index. htm,  you 
can  communicate  via  e-mail  with  a regis- 
tered nurse  or  counselor  24  hours  a day 
about  your  health  for  only  $28.  Called  Op- 
tum Online,  this  service  is  provided  by  a 
division  of  United  HealthCare  and  is  billed 
as  the  only  world  wide  web-based  personal 
health  information  service  continually 
staffed  by  both  nurses  and  masters-level 
counselors.  In  addition,  Optum  Online 
recently  launched  a new  service  called  The 
Doctor  Is  In.  Users  can  submit  health-related 
questions  that  are  answered  by  the  medical 
director  of  United  HealthCare's  Optum 
Division  and  reviewed  by  a medical  adviso- 
ry board. 

Another  web  site  that  is  under  construc- 
tion is  http://raindrops.com,  known  as 
American  Physicians.  The  web  site 
describes  the  service  as  "an  evolving  med- 
ical service  delivery  system  that  eventually 
will  include  physicians  from  each  medical 
discipline." 
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than  50,000  house  calls  over  a 
24-year  period. 

"I  built  my  practice  on  house 
calls,"  said  Soled.  "When 
other  doctors  were  signing  off 
at  1 0 PM,  my  day — or  night — 
was  just  beginning.  The  first 
few  years  I was  out  treating 
patients  until  3 AM.  After  my 
practice  was 
more  estab- 
lished, the 
hours  got  bet- 
ter. I could 
count  on  get- 
ting to  bed  by 
midnight  or  1 
AM." 

"In  the  long 
run,  physician 
house  calls  are 
a good  way  to 
provide  care," 

Soled  noted. 

"And  if  you 
provide  good 
care,  the  eco- 
nomics follow.  In  the  1970s,  I 
built  my  own  portable  EKG  and 
carried  it  with  me  on  house 
calls.  In  one  particular  case,  I 
was  able  to  get  an  EKG,  diag- 
nose atrial  fibrillation  in  an 
elderly  woman,  and  get  her 
started  on  digoxin  immediately. 
By  the  time  the  ambulance  ar- 
rived, she  was  feeling  much 
more  comfortable. 

"I  believe  house  calls  also 
give  the  physician  an  opportu- 
nity to  see  the  natural  progres- 


sion of  conditions  such  as  bron- 
chitis, back  pain,  and  commu- 
nicable disease,"  Soled  contin- 
ued. "Without  the  house  call,  a 
physician  may  not  see  these 
conditions  until  the  patient 
appears  in  the  hospital  in  an 
acute  state.  Caring  for  the 
patient  at  home  and  teaching 
the  patient  to 
care  for  him- 
self or  herself 
in  a home 
environment 
is  a separate 
world  of  med- 
icine — and 
one  that  I 
worry  we  are 
losing." 

Clearly  the 
populations 
that  could 
benefit  from 
the  physician 
house  call — 
the  frail  elderly  in  particular — 
are  not  decreasing  in  numbers. 
However,  demand  from  the 
patient  side  is  not  the  only  fac- 
tor that  will  determine  the  fate 
of  the  physician  house  call. 
There  are  numerous  other 
issues  to  consider. 

Pure  and  simple  economics. 
Unless  HCFA-established  reim- 
bursement policies  for  physi- 
cian house  calls  change,  Ryan 
believes  there  just  is  not  an  eco- 
nomic future  to  house  calls.  "It 


takes  me  nearly  an  hour  to 
complete  one  house  call," 
noted  Ryan.  "And  for  my  time  I 
get  reimbursed  between  $54  to 
$57.  When  your  overhead  is 
running  $100,  that's  a mighty 
big  loss.  Unless  something 
changes,  I'm  afraid  that  house 
calls  will  just  wither  away." 

Many  of  the  large  teaching 
hospitals  that  have  house  call 
programs  consider  them  a loss 
leader  for  their  family  practice 
department.  Patients  cared  for 
by  residents  and  attendings 
through  home  visits  overwhelm- 
ingly choose  their  affiliated  hos- 
pital when  a hospital  stay  is 
required.  In  addition,  these 
institutions  carefully  block  out 
house  calls  within  the  same 
geographic  vicinity  on  the 
same  day  to  cut  travel  time  and 
associated  costs. 

Managed  care  guidelines. 
According  to  Paul  Langevin,  Jr, 
president  of  the  New  Jersey 
HMO  Association,  managed 
care  organizations  (MCOs) 
have  no  prohibition  against 
house  calls  as  another  tool  to 
manage  the  cost-effective  care 
of  a patient.  Langevin  polled 
members  at  a recent  meeting  of 
the  New  Jersey  HMO 
Association  (which  includes 
Aetna  U.S.  Healthcare,  Ameri- 
Health,  Inc.,  Blue  Cross/Blue 
Shield  of  NJ,  CIGNA  CoMed 
HMO,  HIP  Health  Plan  of  NJ, 


William  Ryan,  MD,  notes  that  house 
calls  offer  a very  personal 
method  of  care. 
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NYCare  Health  Plans  of  NJ, 
Inc.,  Oxford  Health  Plans, 
Prudential  Healthcare,  and 
United  Healthcare  Plan  of  NJ), 
and  reported  that  the  use  of 
house  calls  within  these  plans 
currently  is  not  widespread  but 
could  increase  with  the 
increase  in  Medicare  risk  con- 
tracting. Langevin  said  that 
presently  only  about  71 ,000  of 
the  state's  two  million  Medicare 
recipients  are  in  risk  contract- 
ing arrangements,  but  he 
expects  to  see  explosive  growth 
in  this  area  over  the  next  sever- 
al years. 

"If  house  calls  prove  to  be 
cost  effective — which  remains 
to  be  seen — there  is  no  reason 
why  MCOs  won't  view  them  as 
another  service  to  offer," 
Langevin  explained.  "For  the 
very  sick,  homebound  patient, 
house  calls  by  a physician, 
nurse  practitioner,  or  other 
health  care  provider  certainly 
are  a cost-effective  alternative 
1 to  hospice  care  or  a move  to  a 
long-term  care  facility." 

Medical  education's  neglect 
of  the  house  call  within  its  cur- 
riculum. R.  Knight  Steel,  MD, 
i director  of  the  Homecare 
| Institute  at  Hackensack  Univer- 
sity Medical  Center  and  en- 
i dowed  professor  of  geriatrics 
i at  UMDNJ-New  Jersey  Medical 
School  is  doing  what  he  can  to 
make  sure  house  calls  don't 


become  a lost  art.  Steel  and 
several  colleagues  conducted  a 
study  of  U.S.  medical  schools  in 
1994  to  assess  the  state  of 
home  care  curriculum  provided 
to  medical  students.  The  results 
are  very  telling:  only  3 of  123 
schools  that  responded  man- 
dated five  or  more  clinical 
home  care  visits  during  the  four 
years  of  study.  Nearly  45  per- 
cent of  medical  schools  provid- 
ed no  home  care  instruction  at 
all  in  the  curriculum. 

"In  the  past,  home  care  has 
been  driven  largely  by  reim- 
bursement and  regulation — 
and  dominated  by  visiting 
nurse  associations,"  comment- 
ed Steel.  "Academic  medicine 
had  very  little  to  do  with  it. 
Now  with  hospital  stays  short- 
ening and  hospital  care  only  a 
piece  of  the  continuum,  work- 
ing with  home  care  will  be 
mandated  for  physicians.  Fur- 
thermore, once  capitation  is  in 
place  for  all  patients,  I believe 
we  will  surmount  the  reimburse- 
ment barrier." 

Many  of  the  existing  house 
call  programs  that  are  part  of 
family  practice  and  residency 
programs  at  teaching  hospitals 
cater  to  the  frail  elderly  popula- 
tion. Typically  the  purpose  of 
these  programs  is:  to  augment 
the  continuum  of  care  provided 
by  the  health  care  institution 
with  in-home  medical  care;  to 


provide  vital  care  to  older  indi- 
viduals with  multiple  health 
care  needs  to  allow  them  to 
remain  independent  as  long  as 
possible;  and  to  provide  med- 
ical students  and  residents  with 
exposure  to  the  delivery  of 
medical  care  in  patients' 
homes. 

Safety  issues.  Soled  noted  he 
was  mugged  four  times  in  24 
years  of  making  house  calls. 
The  muggings  were  never 
patient  related — they  always 
occurred  as  he  was  making  his 
way  to  or  from  his  car.  Hence, 
safety  is  a real  concern  and  an 
issue  that  will  need  to  be  com- 
prehensively addressed  if  the 
house  call  makes  a comeback. 
A number  of  home  care  agen- 
cies has  dealt  with  the  issue  by 
sending  out  care  providers  in 
pairs;  using  driver-escorts  who 
accompany  care  providers; 
and  setting  up  elaborate  com- 
munications systems  to  assure 
the  safe  arrival  of  care 
providers  as  they  move  from 
one  patient  home  to  another. 

As  medicine  slowly  but  sure- 
ly moves  from  the  hospital  set- 
ting back  out  into  the  communi- 
ty, the  patient's  home  likely  will 
be  reconsidered  as  a venue  for 
care  delivery.  Especially  for  the 
elderly,  the  homebound,  and 
the  individual  with  multiple 
chronic  conditions,  house  calls 
provide  the  easiest  ac- 
cess to  necessary  med- 
ical care. 
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The  Medical  Society  of  New  Jersey  and 
the  Medical  inter-insurance  Exchange 

are  pleased  to  offer  the  following 
innovative  services  for  physicians: 


Investment  Services 

• Investment  strategies  through 
MIIX  Capital  Management 

• Fee-based  investment  consulting 
for  retirement  plans  and  individ- 
ual investors 

• Analysis  and  availability  of  all 
no-load  mutual  funds  and  money 
managers 

• Personalized  attention  to  help 
achieve  your  investment  goals 

• Consolidated  account  statements 
and  written  investment  policy 
statements 

For  more  information,  call 
MIIX  Capital  Management  at 
1-800-735-8584. 

Health  Care  Consulting 

• Assistance  with  professional 
relationships,  such  as  formation 
of  group  practices,  specialty 
networks  and  MSOs 

• Help  with  reimbursement/opera- 
tional effectiveness 

• Practice  guidance  designed  to 
help  physicians  manage/minimize 
risk  and  reduce  overhead 

• Practice  audits  and  valuations 

• Presentations  on  current  health 
care  issues 

For  more  information,  call 
MIIX  Healthcare  Group  at 
1-800-224-MIIX. 


Buying  Service 

• Medical  supplies  at  guaranteed 
low  prices 

• Office  supplies  at  discounts  as 
high  as  80%  off  list  prices 

• Office  equipment  (copiers,  fax 
machines,  phone  systems,  etc.) 
at  discounts  as  much  as  55%  off 
list  prices 

• Medical  equipment  (including 
ultrasound,  medical  imaging, 
cardiac  monitoring,  blood /gas 
monitoring,  etc.)  at  greatly 
reduced  prices 

• Magazine  subscriptions  (most 
comprehensive  list  of  titles  avail- 
able) at  discounts  as  high  as  83% 
off  newsstand  prices 

For  more  information,  call 
MIIX  Financial  Services  at 
1 -800-227-MIIX. 

Equipment  Leasing 

• Leasing  of  office  and  medical 
equipment  available  through 
MUX's  own  leasing  company 

• Favorable  financing  terms 

• Flexible  lease  structures  to  meet 
your  specific  financing  needs 

• Evaluations  of  leasing  quotes 
from  other  companies 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 


Pre-Owned  Medical 
Equipment 

• Assistance  in  the  acquisition 
or  sale  of  pre-owned  medical 
equipment 

• Search  for  the  equipment  closest  to 
your  specifications  at  a fair  price 

• Contacts  with  a number  of  insti- 
tutional and  private  buyers 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 

Receivable 

Management  Services 

• Cost-effective  collection  of  past 
due  accounts 

• Respect  for  the  special  physi- 
cian/patient relationship 

• Third-party  reimbursement  and 
insurance  billing  services 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 

Medical  Waste  Disposal 

• Initial  on-site  assessment  at 
no  charge 

• Staff  training  on  disposal  and 
record-keeping 

• Assistance  preparing  records  for 
official  inspections 

• Summaries  of  changes  in 
state  and  local  waste  disposal 
requirements 

• On-call  pick-up  service 
For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 


Endorsed  by  the 

Medical  Society  of  New  Jersey 

NJ 

MEDICAL  INTER-INSURANCE  EXCHAN 

POWERFUL  PARTNERSHI 


^iiX 

p s 


50  New  Jersey  Medihive  april  1997 


public 
heal  th 


Sheila  Smith  Noonan 


A CHANGE  OF  COURSE  LOAD 
FOR  SCHOOL  NURSES 


Erase  the  image  of  a 
school  nurse  dispensing 
aspirin  or  applying  a 
Band-aid™.  These  minor 
duties  have  gone  the  way 
of  the  nurses'  cap. 

School  nurses'  roles  are 
evolving.  "When  I started  as  a 
school  nurse  in  1981  there 
weren't  that  many  daily  med- 
ications," says  Regina  Broad- 
belt,  RN,  supervisor  of  health 
services  for  the  Camden  City 
School  District.  "Today  children 
come  to  schools  in  wheelchairs, 
on  dialysis,  and  with  ostomies 
and  central  lines.  More  com- 
monly, we  have  students  with 
asthma  or  diabetes  who  need 
daily  care." 

This  new  world  of  school 
nursing  has  many  facets.  At 
one  Camden  school,  15  stu- 
dents spend  part  of  their  lunch 
hour  breathing  into  nebulizers 
as  part  of  their  asthma  treat- 
ment. 

During  the  first  four  months 
of  the  1996-1997  school  year, 
42  girls  have  reported  preg- 
nancies to  nurses  at  John  F. 
Kennedy  High  School  in 
Paterson.  At  another  school,  an 
emotionally  troubled  student 


tells  the  school  nurse  about  a 
dream  involving  a knife  and 
her  dead  mother;  the  girl,  con- 
sidered pre-suicidal  is  taken  to 
a psychiatric  hospital.  In  some 
cases,  a student's  family  mem- 
ber has  a substance  abuse 
problem,  affecting  the  child  as 
well. 

One  reason  school  nursing 
has  changed  so  dramatically 
are  state  mandates  such  as 
inclusion,  under  which  handi- 
capped and  medically  fragile 
students  join  their  peers  in  the 
classroom.  But  other  factors 
stem  from  societal  changes. 
"The  school  nurse's  role  has 
broadened  to  include  the  new 
and  emerging  health  issues 
prevalent  in  our  school  popula- 
tion today,  such  as  behavioral 
disturbances,  learning  disabili- 
ties, substance  abuse,  sexually 
transmitted  diseases,  child 
abuse,  stress,  and  suicide," 
according  to  the  New  Jersey 
Department  of  Education 
Guidelines  for  School  Health 
Services. 

For  some  children,  particu- 
lar in  urban  areas,  the  school 
nurse  plays  a pivotal  role  in 
health  care.  Says  Judy  Seager, 
RN,  one  of  two  school  nurses  at 


John  F.  Kennedy  High  School  in 
Paterson,  "A  lot  of  times  we  are 
the  primary  care  provider 
because  the  parents  don't  take 
the  child  to  a doctor — they 
don't  have  medical  insurance." 

Like  many  school  nurses, 
Seager  provides  students  with 
referrals  for  treatment  or  ser- 
vices she  cannot  provide, 
whether  glasses  for  a needy 
child  or  dental  care.  But  in  an 
urban  setting  where  some 
homes  don't  have  a telephone 
or  the  student  doesn't  live  with 
a parent,  referrals  are  more 
than  jotting  down  a clinic 
address — there  has  to  be  fol- 
lowup. "At  times  we  know  a 
child  is  sick  and  yet  the  parent 
refuses  to  cooperate,"  says 
Seager.  "We're  concerned 
when  a child  needs  health  care 
and  is  not  getting  it,  so  well 
call  the  Division  of  Youth  and 
Family  Services." 

The  Camden  City  School 
District,  with  2 1 ,000  students 
in  36  schools,  has  taken  on  the 
challenge  of  providing  health 
care  in  many  ways.  The  dis- 
trict's 45  nurses  are  assigned  to 
schools  based  on  student  need, 
says  Broadbelt,  and  the  nurses 
work  with  doctors,  occupation- 
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School  nurses  have  had  an  increase  of  students  with  problems 
such  as  asthma , allergies,  and  diabetes,  and  children  come 
with  eating  or  substance  abuse  problems. 


al  and  physical  therapists,  and 
other  health  care  professionals 
to  get  the  medical  equipment 
necessary  for  children  to 
remain  in  school.  Individual- 
ized health  care  plans  are 
developed  for  chronically  ill  stu- 
dents and  shared  with  their 
teachers.  "For  example,  if  a stu- 
dent is  going  through  chemo- 
therapy and  halfway  through 
the  day  the  child  is  weak  and 
needs  to  go  home,  the  child 
study  team  arranges  for  the  stu- 
dent to  have  core  classes  in  the 
morning,"  says  Broadbelt. 
"These  plans  help  teachers  and 
administrators  know  student's 
special  illnesses." 

The  district's  two  high 
schools,  Woodrow  Wilson  and 
Camden  High,  have  a school- 
based  youth  services  pro- 
gram— a type  of  school-based 
clinic.  Students  enrolled  in  the 
program — at  Woodrow  Wil- 
son, that's  between  85  and  90 
percent  of  the  population — 
receive  comprehensive  services 
ranging  from  medical  care  to 
employment  counseling.  There 
are  recreation  and  parenting 
programs,  as  well  as  laborato- 
ry services  and  mental  health 


counseling.  Currently,  the  pro- 
gram is  free  to  students.  "We 
believe  that  having  these  clinics 
available  to  students  is  a big 
incentive  for  them  to  stay  in 
school  and  help  them  achieve 
perfect  attendance,"  Broadbelt 
says. 

Carole  Stavitski,  a school 
nurse  at  Westfield  High  School, 
doesn't  generally  have  the  pri- 
mary care  provider  role  in  her 
suburban  setting,  but  nursing 
there  has  changed  nonetheless. 
"I'm  not  sure  where  people  got 
the  idea  that  school  nurses  just 
put  on  Band-aids™,  but  there's 
so  much  more  to  the  job,"  she 
says.  "We've  had  an  increase 
of  students  with  problems  such 
as  asthma,  allergies,  and  dia- 
betes, and  children  come  to  me 
with  eating  or  substance  abuse 
problems. 

"With  inclusion,  we  have  stu- 
dents with  disabilities  and 
chronic  neurological  illnesses  in 
our  classrooms,  and  rightfully 
so.  On  many  levels,  it's  essen- 
tial that  we  have  an  environ- 
ment where  these  teens  can 
learn  and  have  their  health 
needs  met.  Adolescence  is  a 
critical  time  for  a person's 


development,  and  socially,  it's 
so  important  for  kids  to  be  in 
the  classroom  with  their  peers." 

Yet  while  the  nurse's  role  has 
changed  over  the  past  two 
decades,  some  of  the  duties 
and  relationships  have  not. 
School  nurses  maintain  health 
records;  screen  students  for  sco- 
liosis, tuberculosis,  and  hearing 
and  visual  problems;  and  assist 
school  doctors  (known  as  med- 
ical inspectors)  with  physicals. 
They  work  with  doctors,  the 
child  study  team,  teachers,  the 
school  psychologist,  and  social 
workers  as  necessary  to  help 
students  stay  healthy.  "We 
often  act  as  advocates  for  stu- 
dents," says  Arlene  Cusick, 
RN,  AAA,  CSN,  president  of  the 
New  Jersey  State  School 
Nurses  Association  and  a 
school  nurse  at  Belleville  High 
School.  "Students  know  who 
we  are  and  that  they  can  trust 
us." 

At  the  same  time  these  health 
care  providers  are  taking  on 
more  complex,  student  health 
problems,  an  issue  that  is  pit- 
ting some  New  Jersey  nurses 
against  local  boards  of  educa- 
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tion — whether  all  school  nurses 
must  hold  special  certification. 

Under  state  law  in  New 
Jersey,  every  school  district 
must  employ  one  certified 
school  nurse — a registered 
nurse  who  has  a bachelor's 
degree  and  has  completed  30 
additional  credits  related  to 
child  growth  and  development, 
including  student  teaching. 

But  some  school  boards,  feel- 
ing the  effects  of  state  aid  cuts, 
are  hiring  noncertified  nurses 
once  the  state  mandate  has 
been  fulfilled.  These  nurses  cost 
the  boards  less  to  hire,  as  they 
are  not  paid  according  to  the 
teachers'  salary  guide — unlike 
certified  school  nurses,  whose 
association  is  affiliated  with  the 
state  teachers'  union,  says 
Cusick. 

Cusick  says  the  noncertified 
school  nurses,  while  registered 
nurses,  are  less  knowledgeable 


and  lack  the  special  training 
needed  to  best  serve  school- 
children.  "A  noncertified  nurse 
may  be  able  to  conduct  audito- 
ry screenings,  but  might  not 
know  how  to  correctly  interpret 
the  results.  Or  the  nurse  may 
not  have  the  expertise  to  make 
proper  referrals,  a big  part  of 
the  job,"  she  says.  "When 
school  boards  hire  noncertified 
nurses,  they  show  a lack  of 
appreciation  for  the  certified 
school  nurse,  and  that  is  very 
sad.  But  worse,  it  dilutes  the 
health  services  given  to  the  chil- 
dren." 

A bill  requiring  school  dis- 
tricts to  hire  only  certified 
school  nurses,  A-42 1 , is  pend- 
ing in  the  Assembly  Education 
Committee.  Sponsored  by 
Assemblyman  John  Kelly  and 
Assemblywoman  Barbara 
Wright,  the  bill  limits  the  pro- 
viding of  health  services  to  the 


school  nurse,  who  by  the  legis- 
lation's definition  is  certified. 
Clerical  assistance  and  support 
of  health  services  may  be  done 
by  a noncertified  person,  but 
only  in  the  presence  and  under 
the  supervision  of  a certified 
school  nurse. 

The  New  Jersey  School 
Boards  Association  (NJSBA) 
opposes  the  bill  for  many  rea- 
sons, among  them  that  it 
expands  the  responsibilities  of 
certified  school  nurses  and  that 
the  nurse  is  the  only  school 
employee  legally  authorized  to 
give  students  medications. 
Another  problem,  according  to 
a position  paper  the  NJSBA 
issued  on  the  legislation,  is 
cost.  "If  districts  are  forced  to 
comply  with  the  mandate  of  this 
bill,  local  school  boards  could 
be  compelled  to  employ  addi- 
tional school  nurses  at  great 
expense  to  the  local  taxpayer 
and  at  risk  of  eliminating  teach- 
ing positions  and  educational 
programs." 

But  one  factor  remains  con- 
stant about  school  nurses:  They 
are  a stable  presence  in  many 
students'  lives,  and  these  chil- 
dren come  to  them  with  prob- 
lems they  feel  unable  to  talk 
about  with  anyone  else.  "They 
know  I'm  not  going  to  grade 
them  or  judge  them,  so  they'll 
come  and  talk,  and  that 
is  what  I'm  here  for,' 
says  Stavitski. 
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Robert  S.  Pyatt,  MD 


Dr.  Pyatt  is  affiliated 
with  Cumberland  Valley 
Health  Network, 
Chambersburg, 
Pennsylvania.  He  was  the 
keynote  speaker  at  the 
recent  MSNJ  Workshop 
for  Directors  of  Medical 
Education. 

All  aspects  of  the  health  care 
delivery  system  are  under 
tremendous  change,  as  the 
health  care  system  evolves  into 
a newly  emerging  model  for 
the  next  millennia.  Although 
practicing  physicians  spend  a 
great  deal  of  time  looking  at 
issues  such  as  group  mergers, 
managing  capitation,  and 
maintaining  their  patient  base, 
all  of  these  issues,  and  more, 
are  playing  out  in  continuing 
medical  education  (CME) 
across  the  country. 

A recent  article  in  the 
American  Journal  of  Managed 
Care,  entitled  "The  Impact  of 
Managed  Care  on  Continuing 
Medical  Education,"  describes 
the  many  forces  affecting  CME 
and  provides  a structure  for  the 
emerging  core  curricula  of  top- 
ics in  the  managed  care  envi- 
ronment.' It  is  apparent  that 


The  role  of  CME 

AND  MANAGED  CARE 


successful  physician  organiza- 
tions across  the  country  are 
increasingly  developing  their 
own  "managed  care  colleges" 
or  other  methods  of  incorporat- 
ing the  core  content  and  skills 
into  physician  education. 
Throughout  New  Jersey,  physi- 
cians should  work  actively  with 
CME  committees  to  incorporate 
new  content  and  skill  areas  as 
is  done  with  grand  rounds.  In 
addition,  either  local  or  region- 
al programs,  with  national 
expertise,  should  be  incorporat- 
ed to  help  with  physician  edu- 
cation. For  example,  at 
Cumberland  Valley  Health 
Network,  the  second  Friday  of 
every  month  is  the  designated 
"PHO  educational  program." 
Attendees  include  physicians 
and  business  managers  from 
every  practice,  nurse  practition- 
ers, and  all  other  key  health 
care  provider  groups,  including 
numerous  key  hospital  man- 
agement staff  and  providers  in 
all  facilities.  These  programs 
have  been  highly  successful, 
and  have  helped  our  organiza- 
tion achieve  greater  unity  and 
better  collective  vision,  and  ulti- 
mately, provided  physicians  to 
responsibly  lead  the  emerging 


management  of  the  health  of 
populations.  Here  are  some 
examples  of  the  topics  and 
skills  that  are  emerging  and 
that  will  be  necessary  to  survive 
and  thrive  in  the  future. 

Customer  satisfaction  skills 
training.  Service  excellence  is 
one  of  the  major  themes  that 
physicians  and  office  staff  must 
excel  at  to  be  successful. 
Related  to  this  are  improving 
communication  skills  for  physi- 
cians, such  as  programs  in 
learning  how  to  deal  with  the 
angry  patient.  Patient-centered 
and  disease-centered  CME  are 
emerging  topics  that  have  met 
with  great  success.  For  exam- 
ple, a group  of  post-polio 
patients  identified  the  greatest 
care  needs  that  they  have  with 
the  health  care  system,  and 
working  with  the  CME  depart- 
ment, the  patients  identified 
resources  and  research  articles, 
and  helped  to  develop  educa- 
tional programs  for  physicians. 
The  patients  in  this  group  invit- 
ed specific  physicians  to  the 
educational  program;  this  met 
with  a very  high  degree  of 
attendance,  and  significant 
changes  occurred  in  patient 
management  as  a result  of  the 
combined  education  program. 
The  program  was  so  successful 
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that  patients  are  driving  over 
100  miles  to  seek  out  the 
"excellence"  in  post-polio  diag- 
nosis and  management  by  the 
primary  care  physicians  in  our 
region;  local  post-polio  patients 
brag  about  how  good  their 
physicians  are  as  a result  of  this 
medical  education  experience. 
This  post-polio  program  also 
represents  a new  form  of  "dis- 
ease-centered" CME, 
which  will  continue  to 
emerge  for  patients  with 
chronic  diseases  like  dia- 
betes, arthritis,  and  other 
conditions. 

Career  growth.  Lead- 
ership development  also 
is  a very  hot  area  in 
CME,  with  more  than 
2,000  physicians  work- 
ing on  master's  degrees 
with  the  American 
College  of  Physician 
Executives,  and  many  other 
physicians  throughout  the  coun- 
try working  on  MBAs,  MPHs, 
and  other  degrees.  Managed 
care  experts,  such  as  Russell 
Coile,  believe  that  many  health 
systems  in  hospitals  will  increas- 
ingly be  led  by  physician  exec- 
utives. Other  emerging  pro- 
grams, all  of  which  should  be 
part  of  a local  CME  program, 
include  informatics  training, 
such  as  e-mail  skills  and  Internet 
surfing  rounds,  and  skills  to 
develop  a database  for  the 
office.  Some  national  groups, 
such  as  the  American  Academy 
of  Orthopedic  Surgery,  provid- 


ed computer  boot  camp  for 
orthopedic  surgeons.  A course 
on  informatics  was  held  by  the 
American  College  of  Radiol- 
ogy- 

Quality  training.  Training 
and  quality  management  and 
quality  skills  is  the  single  largest 
area  for  development  of  CME. 
Increasingly,  quality  teams  and 


CME  groups  will  be  integrating 
their  efforts  to  provide  new 
skills  and  to  measure  the 
improved  outcomes  or  effec- 
tiveness of  these  efforts.  An  arti- 
cle by  Dave  Davis,  MD,  states 
that  the  standard  physician  lec- 
ture provides  virtually  no  signif- 
icant change  in  physician 
behavior.3  Among  the  best 
methods  for  improving  practice 
performance  and  improving 
physician  clinical  care  is 
through  interactive  quality 
teams.  Any  quality  team  within 
a hospital  or  health  system 
should  be  able  to  grant 
Category  I CME  credit  hour  for 
hour,  through  accepted  meth- 


ods. As  we  strive  to  find  ways 
to  improve  patient  outcomes,  it 
is  clear  that  team  learning  is 
necessary,  as  the  physician 
and  other  key  members  of  the 
clinical  team  work  to  improve 
the  processes,  and  eliminate 
unnecessary  tests  and  hospital 
days,  and  to  find  new  ways 
and  methods  to  improve  patient 
care  at  less  cost. 

Summary.  The  emerg- 
ing successful  physician  of 
the  future  has  many  new 
skills  and  knowledge 
areas  to  master  to  be  suc- 
cessful. As  80  percent  of 
the  accredited  CME  in  the 
United  States  occurs 
through  local  accredited 
CME  groups,  it  is  impor- 
tant to  ask  the  CME 
department  to  be  more 
responsive  and  include 
these  very  important  topics. 
Watch  for  CME  to  add  value  to 
and  to  improve  the  practice  of 
medicine  and  the  delivery  of 
health  care. 
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Group  practice 
formation:  The  path 

to  SUCCESS  Stuart  M.  Hochron,  MD,JD 


Dr.  Hochron  is  affiliated 
with  Richmond,  Hochron 
& Burns,  attorneys  at 
law,  North  Brunswick. 

This  article  outlines  the  pro- 
cedures for  creating  a group 
practice.  A previous  article 
detailed  incentives  for  creating 
group  medical  practices 
(March  1997).  The  process  for 
creating  a group  practice  re- 
quires a significant  investment 
in  physician  time  over  several 
months.  The  business  ap- 
proach to  forming  a group  is 
best  guided  in  its  initial  phases 
by  an  attorney  or  counselor 
with  experience  in  group  prac- 
tice formation.  These  individu- 
als should  be  knowledgeable 
not  only  in  the  laws  affecting 
the  operations  of  individual 
and  group  practices,  but  also 
in  the  business  of  medicine. 
The  initiating  physician,  after 
discussions  with  counsel,  most 
often  sponsors  a general  meet- 
ing for  invited  physicians. 
Those  invited  should  be  careful- 
ly selected  by  the  initial  physi- 
cian for  the  quality  of  their  med- 
ical care,  their  reputation  in  the 
community,  and  their  potential 
as  business  partners. 

First  group  member 
meeting  At  a first  group 


member  meeting,  a general 
outline  of  the  business  plan  is 
presented  by  the  physician  call- 
ing the  meeting.  This  initial 
plan  forms  and  changes 
according  to  the  needs  of  the 
actual  group. 

Once  the  decision  has  been 
made  to  proceed  with  the 
group,  a two-step  process 
begins.  The  first  step  is  organi- 
zation and  set  up  of  the  prac- 
tice and  the  second  step  is 
development  of  the  business 
plan.  Most  groups  leave  a brief 
window  of  opportunity  for  new 
physicians  to  join  the  group 
after  the  decision  to  create  the 
group  has  been  made.  New 
physicians  are  best  added  after 
the  group  practice  is  opera- 
tional. 

Evaluation  of  physician 
practices.  An  independent 
review  of  all  physician  prac- 
tices needs  to  take  place  and 
includes  all  practice  financial 
data  for  the  past  three  years; 
information  on  all  personnel 
including  salary,  benefits,  and 
vacation  time;  physician  quali- 
fications; physician  malpractice 
history;  the  billing/collections 
systems  utilized;  the  number 
and  types  of  insurance/ 
HMOs/PPOs  accepted;  facili- 


ties utilized;  special  interests  of 
the  physicians  within  the  group; 
and  other  questions  critical  to 
group  operation. 

Group  philosophy.  Dur- 
ing the  earliest  phases  of  discus- 
sion, group  potential  and 
strength  is  best  reflected  by  each 
individual's  decision  to  make 
the  group  practice  stronger  than 
any  individual.  This  can  be 
expressed  by  a physician  as  his 
determination  to  "give  myself  up 
to  the  group." 

Control  issues.  Day-to- 
day  decisions  should  be  the 
responsiblity  of  one  physician 
who  then  is  responsible  to  a 
board  of  directors  of  the  group 
practice.  Developing  a man- 
agement team  approach  takes 
time,  energy,  and  foresight. 
The  vast  majority  of  physicians 
has  not  been  trained  in  the 
management  of  small  to  medi- 
um-size businesses.  The  group 
practice  will  be  most  respon- 
sive to  the  changing  medical 
marketplace  if  management  is 
the  responsibility  of  one  physi- 
cian or  a small  group  of  physi- 
cians. Decisions  regarding  the 
group  practice's  business  can 
be  divided  into  three  major  cat- 
egories: day-to-day  operations; 
short-term  planning  (projects 
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that  can  be  accomplished  with- 
in 90  days);  and  long-term 
planning. 

Once  the  group  is  opera- 
tional, day-to-day  operations 
are  best  handled  by  a practice 
coordinator.  Short-term  plan- 
ning is  managed  by  a maxi- 
mum three-physician  commit- 
tee. Long-term  planning  should 
be  developed  by  a physician 
committee  and  determined  by 
the  board  of  directors  of  the 
group  practice. 

Percent  ownership. 
Equality  of  group  ownership  is 
not  uncommon  in  single  or  sim- 
ilar specialty-owned  groups.  In 
such  cases  voting  rights  are 
equal  among  owners.  Physi- 
cians coming  from  differing 


practices  and  financial  back- 
grounds may  choose  owner- 
ship relating  to  the  size  or  prof- 
itability of  their  prior  practices. 
Ownership  is  important  in  the 
event  that  the  practice  is  ulti- 
mately sold,  as  profits  will  be 
divided  according  to  the  num- 
ber of  shares  or  the  portion  of 
the  practice  owned.  Owner- 
ship also  determines  the  divi- 
sion of  profits  from  laboratory 
services,  and  may  determine 
the  distribution  of  profits  from 
other  portions  of  the  practice. 
Depending  on  the  number  of 
physician  owners,  differential 
ownership  may  be  important 
for  group  votes.  The  minority 
can  be  protected  in  certain  pre- 
determined matters  by  requir- 
ing super-majority  votes  of  all 
the  owners. 

Compensation  Any  suc- 
cessful compensation  formula 
must  satisfy  the  following 
needs:  reward  productivity  of 
the  individual  physican;  pro- 
vide incentives  for  work  on 
behalf  of  the  group,  as  op- 
posed to  the  individual;  reward 
ongoing  contribution  to  the 
group  practice;  and  recognize 
the  level  of  management  re- 
sponsibilities. The  needs  may 
be  met  in  a variety  of  ways. 
Independent  profit  centers  can 
be  established  as  one  basis  for 
compensation.  Certain  com- 
mon group  costs  are  paid  by 
all  members,  with  remaining 
profits  flowing  to  individuals 


based  upon  productivity.  In- 
centive bonuses  often  are  used 
to  periodically  reward  perfor- 
mance. 

The  other  side  of  the  spectrum 
from  profit  center-based  com- 
pensation is  the  integration  of 
compensation.  With  a highly 
integrated  compensation  sys- 
tem, each  physician  has  a pre- 
determined annual  salary  based 
upon  performance.  A bonus 
program  can  reward  individuals 
for  unique  contributions. 

A mixture  of  these  formulas 
can  offer  a wide  variety  of 
other  possibilities  from  which  to 
decide.  Most  physicians  form- 
ing a group  practice  will  agree 
that  no  one  physician  wishes  to 
be  compensated  unfairly  by  his 
future  partners,  but  rather  that 
all  physicians  should  share  in 
the  benefits  of  growth  from  the 
new  practice. 

Extended  physician  ser- 
vices. All  full-time  and  part- 
time  employees  and  indepen- 
dent contracting  physicians  are 
considered  "group  members" 
under  the  Federal  Stark  and 
Federal-Anti  Kickback  Laws. 
As  such,  the  relationships  be- 
tween employed  and  indepen- 
dent contracting  physicians 
and  the  group  practice  must  be 
continually  monitored  for  com- 
pliance with  the  law.  The  finan- 
cial relationships  between  the 
group  and  physician  employ- 
ees who  are  non-owners  of  the 
group  practice  must  avoid  com- 
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pensation  for  laboratory  profits 
and  other  ancillary  services  not 
related  to  work  directly  per- 
formed by  the  employee  or 
independent  contractor.  Em- 
ployed physicians  must  per- 
form services  in  facilities 
owned  or  leased  by  the  group 
practice.  Compensation  must 
be  based  upon  a predeter- 
mined formula,  which  does  not 
take  into  account  the  volume  or 
value  of  referrals  from  the 
group  practice  to  the  employee 
or  visa-versa.  The  standard  ap- 
proach to  compensation  for  this 
type  of  arrangement  is  a base 
salary,  with  an  incentive  bonus. 
Any  incentive  bonus  should  be 
based  on  work  directly  per- 
formed by  the  physician,  be 
unrelated  to  referred  services, 
be  consistent  with  the  standard 
bonus  policies  of  the  group 
practice,  and  be  a relatively 
small  portion  of  the  physician's 
group  practice  derived  income. 

Restrictive  covenant.  To 
protect  group  members  from 
the  potential  damages  that 
would  be  caused  by  individu- 
als competing  directly  with  the 
practice,  reasonable  restric- 
tions need  to  be  created. 
"Restrictive  covenants"  are 
commonplace  among  small 
group  practices  and  partner- 
ships. Their  value  is  generally 
understood  by  physicians  who 
already  have  adopted  them.  A 
well-drafted  restrictive  covenant 
clause  will  serve  as  a template 


for  arrangements  with  em- 
ployed physicians  who  later 
join  the  group. 

Banking.  A good  business 
relationship  with  a bank  that 
recognizes  the  value  of  physi- 
cian group  practices  is  essen- 
tial to  successful  practice  for- 
mation. The  business  plan  of 
every  group  practice  involves 
some  degree  of  borrowing  on 
a credit  line  and  loans  for  cap- 
ital improvements  and  invest- 
ments. 

Early  negotiations  with  the 
bank  for  a limit  on  individual 
liability  during  group  borrow- 
ing are  important.  In  this  way, 
no  physician  owner  is  jointly 
and  severally  liable  for  more 
than  a predetermined  accept- 
able amount  of  money  in  the 
event  of  a default. 

Retirement  benefits/ 
buy-out.  One  of  the  greatest 
advantages  of  the  group  is  a 
smooth  transition  of  ownership 
and  value  upon  a physician's 
leaving  for  retirement  or  other 
reasons.  It  is  obvious  that  indi- 
vidual physicians  should  be 
required  to  work  on  behalf  of 
the  group  for  a period  of  time 
prior  to  benefiting  from  the  sale 
of  a portion  of  the  group  prac- 
tice. This  time  commitment  has 
varied  from  two  to  ten  years  in 
our  local  area.  In  addition  to 
sale  value,  retirement  benefits 
through  either  a group  pension 
plan,  deferred  compensation 


plan,  funded  insurance  pro- 
gram, or  other  retirement  vehi- 
cles may  be  chosen  by  the 
group  practice.  The  ages  of 
the  physicians  and  their  indi- 
vidual and  financial  needs  will 
determine  the  best  option  or 
options  for  the  group. 

Group  practice  coordi- 
nator. One  key  to  the  success 
of  a group  practice  is  the  day- 
to-day  coordination  of  all  facili- 
ties and  personnel.  The  prac- 
tice coordinator  will  take  direc- 
tion from  the  board  of  directors 
(and  the  president  or  chair,  if 
such  positions  exist)  and  report 
directly  to  a responsible  physi- 
cian leader.  The  person  chosen 
as  the  group  practice  coordina- 
tor must  have  a working  knowl- 
edge of  the  practice  of  medi- 
cine and  preferably  have  sev- 
eral years  of  group  practice  or 
medical  management  experi- 
ence. 


Conclusion.  The  character 
of  New  Jersey  physician  prac- 
tices has  changed  remarkably 
in  the  past  ten  years.  In  order  to 
adapt  to  the  increasing  de- 
mands on  physicians,  group 
practices  are  developing  as  a 
support  for  physicians  and  as  a 
vehicle  through  which  quality 
medical  care  can  continue  to  be 
practiced.  Careful  planning, 
self-education,  and  coordination 
with  experienced  counsel  is  crit- 
ical in  this  important  time 
of  transition.  l^JiJ 


60  New  Jersey  Medici \e  april  1997 


COMMENTARY 


)oing 

msiness  in 
^ew  Jersey 


Joan  Verplanck 


Public  policy  formulation  has  changed  a lot  in 
recent  years.  Gone  are  the  days  of  smoke-filled, 
backroom  deals  orchestrated  by  a few  key 
players.  The  pendulum  has  swung  back  toward 
the  side  of  public  debate  and  open  discourse. 

This  has  resulted  in  a change  in  how  organizations  like  the 
New  Jersey  State  Chamber  of  Commerce  go  about  influencing 
public  policy.  Previously  used  methods  are  now  obsolete. 
These  methods  have  been  replaced  by  a multitude  of  strategies 
designed  to  get  a message  to  elected  officials,  reminding  them 
how  their  actions  will  affect  their  business  constituency. 

Coalition  building  is  one  important  strategy.  By  working  in 
cooperation  with  groups  like  the  Medical  Society  of  New  Jersey 
(MSNJ),  the  State  Chamber  of  Commerce  can  accomplish  leg- 
islative goals  that 
would  have  been 
difficult  to  attain 
if  approached  sep- 
arately. 

An  example  of 
this  was  last  year’s 
debate  over  fund- 
ing for  charity 
care.  Through  a combined  effort,  we  succeeded  in  getting  the 
Legislature  to  agree  to  change  the  previous,  flawed  funding 
mechanism  and  delivery  of  services. 

Secondly,  the  State  Chamber  of  Commerce  continues  to 
work  to  develop  an  active  and  informed  membership  base.  By 
placing  timely  information  in  the  hands  of  members,  we 
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encourage  them  to  act  while  legislation 
still  is  in  the  developmental  stages.  Too 
many  times  in  the  past  business  people 
have  told  us:  “If  I had  only  known  what 
my  legislator  was  planning  to  do,  I 
would  have  called.”  By  continuing  to 
expand  our  network,  the  State  Chamber 
of  Commerce  is 
enabling  mem- 
bers to  act  on 
their  own  behalf. 

We  also  are 
beefing  up  our 
policymaking 
committees,  ask- 
ing participants 
to  not  only  sup- 
port or  object  to 
legislation  but  to 
take  the  next  step 
and  propose 
ideas  that  would 
make  doing  busi- 
ness in  New 
Jersey  easier.  The 

chamber’s  revitalized  Health  Care 
Committee,  of  which  MSNJ  is  a mem- 
ber, tracks  legislative  initiatives  on  the 
state  and  federal  level.  The  Health  Care 
Committee  is  made  up  of  a cross  sec- 
tion of  medical  provider  professionals 
and  human  resources  directors  from 
the  chamber’s  membership.  This  com- 
bination of  providers  and  payers  has 
worked  well  in  recommending  realistic 
positions  for  the  State  Chamber  of 
Commerce. 


62  New  Jersey  Mediae  april  1997 


Joan  Verplanck 


Finally,  we  are  utilizing  innovative, 
cutting-edge  technologies  to  deliver 
products  and  ser- 
vices to  our 
membership. 

Our  fax  survey 
network  allows  us  to 

instantly  take  the 
pulse  of  the  busi- 
ness community. 
Our  web  site 
(http  ://www. 
njchamber.com) 
keeps  us  in  con- 
stant communi- 
cation with  our 
constituency,  24 
hours  a day.  And 
new  ways  to 
communicate  are 
constandy  emerg- 
ing. No  matter 
what  the  future 
holds,  the  State  Chamber  of  Commerce 
will  continue  to  serve  the  business 
community,  representing  it  as  the  inde- 
pendent voice  of  business.  We  look  for- 
ward to  working  with  those  who  have 
issues  of  mutual  interest  to  better  New 
Jersey. 

Ms.  Verplanck  is  president,  New 
Jersey  State  Chamber  of  Commerce, 
and  a member  of  the  New  Jer- 
sey MEDICINE  Review  Board. 
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Should  New  Jersey  prohibit  the 

MEDICAL  USE  OF  MARIJUANA? 


Paul  Armentano 


Unfortunately, 
patients 
who  could 
benefit  from 
marijuana’s 
therapeutic 
value  have 
been  held 
hostage  by 
the  federal 
government. 


Marijuana  is 
medicine.  It  has 
been  used  for  thou- 
sands of  years  to 
treat  a wide  variety 
of  ailments.  Mari- 
juana was  legal  in 
the  United  States 
and  prominent  in 
the  pharmacopoeia 
until  1937,  when 
possession  and  use 
of  marijuana  was 
outlawed  by  the 
federal  govern- 
ment. Today,  eight 
patients  receive  marijuana  legally  from  the  govern- 
ment; for  all  other  Americans  who  could  benefit 
from  its  therapeutic  value,  it  remains  a forbidden 
medicine.  Implementing  New  Jersey’s  dormant 
cannabis  therapeutic  research  program — an  idea 
recently  voiced  by  Senator  Louis  Bassano  (R- 
Union) — would  be  a first  step  in  amending  this 
grievous  and  unnecessary  crisis. 

Contrary  to  popular  belief,  there  have  been  hun- 
dreds of  studies  on  the  medical  uses  of  cannabis 
since  its  introduction  into  western  medicine  in  the 
mid-19th  century.  The  best  established  medical  use 
of  smoked  marijuana  is  as  an  anti-nauseant  for  can- 
cer chemotherapy.  During  the  1980s,  smoked  mari- 
juana was  shown  to  be  an  effective  anti-emetic  in  six 
different  state-sponsored  clinical  studies  involving 
nearly  1,000  patients.  For  the  majority  of  these 
continued  on  page  64 
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now, 
research  from 
a report 
Worn  NIH 
concluded  that 
marijuana  has 
been  shown 
to  be  neither 
a safe  nor 
an  effective 
medicine. 


Right  now,  Until  the  Federal 

Food  and  Drug  Ad- 
ministration (FDA) 
accepts  it  as  safe  for 

/_  TTT  _ professional  med- 

rOm  NIH  ical  use  under  pre- 

scribed conditions, 
marijuana  should 
remain  a schedule  I 
(high  potential  for 
abuse,  no  medicinal 
value)  illicit  sub- 
stance. 

Any  validity  to 
the  positive  medical 
uses  of  marijuana 
should  be  shown  in 
the  National  Institute  of  Health  (NIH)  and  National 
Academy  of  Sciences  upcoming  $ 1 million  studies  of 
the  medical  effects  of  marijuana.  If  necessary,  well- 
controlled  clinical  trials  should  occur  that  account 
for  the  difficulties  of  disguising  marijuana  in  a blind- 
ed study.  These  studies  may  or  may  not  affirm  a 1992 
NIH  report,  which  concluded  that  marijuana  has 
been  shown  to  be  neither  a safe  nor  effective  medi- 
cine. 

If  marijuana  is  shown  to  have  a unique  medical 
benefit  for  the  terminally  ill,  the  FDA  should  consid- 
er moving  it  to  schedule  II  (high  potential  for  abuse, 
limited  medical  use).  Certainly  constant,  intractable 
pain  in  terminally  ill  patients  calls  for  states  to  review 
current  guidelines  for  the  prescription  of  narcotics 
and  for  physicians  to  be  more  diligent  about  these 
patients’  pain  management  with  FDA-approved 
drugs. 

The  real  problem  with  medical  marijuana  is  its  use 
with  the  chronically  ill.  AIDS  patients  having  success 
continued  on  page  64 
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patients,  smoked  marijuana  proved  more  effective 
than  both  conventional  prescription  anti-nauseants 
and  oral  THC  (marketed  today  as  the  synthetic  pill, 
Marinol™)-  In  a 1988  study  by  Dr.  Vincent  Vin- 
ciguerra  published  in  the  New  York  State  Journal  of 
Medicine,  78  percent  of  patients  who  had  shown  no 
improvement  with  standard  anti-emetics  responded 
favorably  to  marijuana.  In  addition,  29  percent  of 
those  patients  who  did  not  respond  to  oral  THC  did 
respond  to  smoked  marijuana.  Vinciguerra  conclud- 
ed that  the  results  of  the  pilot  study  “demonstrate 
that  inhalation  marijuana  is  an  effective  therapy  for 
the  treatment  of  nausea  and  vomiting  due  to  cancer 
chemotherapy.”1  Similar  findings  were  noted  in  state- 
sponsored  studies  in  New  Mexico,  Georgia, 
Tennessee,  Michigan,  and  California.  Currently, 
many  oncologists  are  recommending  marijuana  to 
their  patients  despite  its  prohibition.2 

In  addition  to  its  usefulness  as  an  anti-emetic, 
there  exists  scientific  and  anecdotal  evidence  that 
marijuana  is  a valuable  aid  in  reducing  pain  and  suf- 
fering for  patients  with  a variety  of  other  serious  ail- 
ments and  that  it  is  less  toxic  and  costly  than  the 
conventional  medicines  for  which  it  may  be  substi- 
tuted.3 For  example,  marijuana  alleviates  the  nausea, 
vomiting,  and  loss  of  appetite  caused  by  the  AIDS 
wasting  syndrome  and  by  treatment  with  AZT  and 
other  drugs  without  accelerating  the  rate  at  which 
HIV-positive  individuals  develop  clinical  AIDS  or 
other  illnesses.  Reportedly,  75  percent  of  the  12,000 
members  of  the  San  Francisco  Cannabis  Buyers’ 
Club  prior  to  August  1996  were  patients  with  AIDS, 
and  a recent  survey  of  HIV-positive  patients  in 
Australia  found  that  one-fourth  were  using  marijua- 
na therapeutically. 
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with  new  drug  combinations,  cancer  patients  who 
gain  remission  through  chemotherapy,  and  multiple 
sclerosis  patients  who  live  for  years  with  their  disease 
could  experience  more  harm  than  good  by  smoking 
marijuana.  Also,  the  definition  of  “chronically  ill” 
can  be  interpreted  so  loosely  that  almost  anyone 
could  use  marijuana  for  anything — which  is  the  real 
goal  of  those  who  seek  legalization.  Research  on  the 
benefits  of  marijuana  for  such  patients  should  be 
extremely  cautious  to  narrowly  define  any  suggested 
medicinal  use. 

The  current  political,  public  relations,  and  emo- 
tional arguments  pushed  by  the  National 
Organization  for  the  Reform  of  Marijuana  Laws 
(NORML)  and  others  in  the  legalization  movement 
are  false  because  their  science  is  false.  In  addition  to 
the  FDA,  the  American  Medical  Association, 
American  Cancer  Society,  National  Multiple  Sclerosis 
Association,  American  Academy  of  Ophthalmology, 
National  Eye  Institute,  National  Cancer  Institute, 
National  Institute  for  Neurological  Disorders  and 
Stroke,  National  Institute  of  Dental  Research,  the 
National  Institute  on  Allergy  and  Infectious  Diseases, 
and  many  rigorous,  reliable  studies  have  failed  to 
detect  a safe  and  effective  medicinal  use  of  the  drug. 

There  also  are  these  points  to  consider: 

• Research  has  shown  that  marijuana  impairs  cel- 
lular and  pulmonary  immunity  and  contains  bacter- 
ial and  fungal  contaminants  associated  with  infec- 
tions. Both  are  critical  concerns  for  AIDS  and 
chemotherapy  patients  with  already  suppressed 
immune  systems.1 

• Marijuana,  widely  accepted  as  a mood-altering 
drug,  has  been  shown  to  create  physical  dependence 
and  psychological  habituation.  Its  use  is  a risk  factor 
for  involvement  with  more  dangerous  drugs.2 

• Marijuana  smoke  is  associated  with  higher  con- 
centrations of  tar,  carbon  monoxide,  and  carcinogens 

continued  on  page  65 
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It  generally  is  accepted — by  the  National 
Academy  of  Sciences  and  others — that  marijuana 
reduces  intraocular  pressure  (IOP)  in  patients  suffer- 
ing from  glaucoma,  the  leading  cause  of  blindness  in 
the  United  States.  This  was  first  shown  in  a series  of 
experiments  by  Robert  S.  Hepler  of  UCLA,  stemming 
from  research  aimed  at  finding  out  whether  marijua- 
na dilated  pupils.  Hepler  found  a “statistically  signif- 
icant” drop  in  IOP  in  429  subjects  treated  with  mar- 
ijuana or  THC,  29  of  who  showed  continued  bene- 
fits during  94  days  of  treatment  with  no  signs  of  tol- 
erance. Currendy,  3 of  the  8 patients  who  receive 
medicinal  marijuana  legally  use  it  to  treat  glaucoma.4 

There  also  exists  clinical  and  historical  evidence 
that  marijuana  is  effective  in  treating  a variety  of 
spastic  conditions  such  as  multiple  sclerosis,  para- 
plegia, epilepsy,  and  quadriplegia.  A number  of  ani- 
mal studies  and  a handful  of  carefully  controlled 
human  studies  have  supported  marijuana’s  ability  to 
suppress  convulsions.  A summary  of  these  findings 
was  reported  by  the  National  Academy  of  Sciences 
Institute  of  Medicine  in  1982. 5 Many  of  these  studies 
specifically  indicate  cannabidiol  (CBD),  a non-psy- 
choactive ingredient  of  marijuana  unavailable  in 
Marinol™,  to  be  a potent  anti-convulsant.  This  latter 
fact  recently  was  reaffirmed  by  the  government’s  pre- 
miere marijuana  expert.  Dr.  Mahmoud  ElSohly  of 
the  Marijuana  Project  at  the  University  of  Mississippi 
stated  during  an  interview  with  the  Journal  of  the 
International  Hemp  Association  that,  “CBD 
[cannabidiol]  is  famous  for  [its]  anti-convulsant 
activity.”  ElSohly  concluded,  “There  is  no  question 
about  the  use  of  cannabis  for  certain  conditions.  It 
does  have  a history.  It  does  have  utility.” 

Evidence  in  support  of  marijuana’s  medical  value 
has  existed  for  centuries  and  has  been  validated  by 
numerous  studies,  researchers,  committees,  health 
continued  on  page  66 
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than  cigarette  smoke.  In  fact,  it  is  an  unstable  mix- 
ture of  more  than  425  chemicals.3 

• Marijuana  contributes  to  schizophrenia  and 
other  psychoses,  depression,  decreased  cognitive 
performance,  disconnected  thought,  delusions,  and 
impaired  memory.4 

• Since  it  is  illegal  to  grow,  there  currently  are  no 
quality  controls  on  its  strength,  protection  from 
added  chemicals,  or  sanitary  nature.  Much  of  today’s 
illegal  marijuana  is  up  to  25  times  stronger  than  in 
the  1960s.  Without  professional  production  sanc- 
tioned by  the  FDA  and  a manufacturer  willing  to 
assume  liability  for  its  contents,  physicians  could 
unknowingly  prescribe  poison  for  their  patient  and 
be  held  liable.5 

For  years,  those  pushing  to  legalize  marijuana 
have  not  succeeded.  For  example,  their  1972  attempt 
through  the  courts  to  force  the  Drug  Enforcement 
Administration  (DEA)  to  reschedule  marijuana  from 
schedule  I to  schedule  II  failed.  In  February  1994,  a 
U.S.  Court  of  Appeals  found  that  the  case  for  legal- 
ization relied  only  on  nonscientific  anecdotal  testi- 
monials, whereas  the  DEAs  position  rested  on  sound 
studies  and  highly  qualified  expert  testimony. 

Responding  to  the  siren  song  of  “compassionate 
use,”  Americans  now  are  beginning  to  think  there  is 
some  validity  to  the  legalization  argument.  Wrong. 
American  medical  professionals  are  compassionate. 
Their  first  premise  is,  “Do  no  harm.”  Knowing  this, 
is  it  compassionate  to  encourage  patients  whose  seri- 
ous illness  can  be  medically  managed  for  years  to  use 
a drug  that  can  cause  great  harm?  Is  it  compassion- 
ate to  encourage  glaucoma  patients  to  smoke  mari- 
juana when  it  lacks  consistent  therapeutic  control  of 
intraocular  pressure  and  renders  patients  dysfunc- 
tional in  the  workplace? 

Writing  on  this  subject,  one  columnist  lamented 
the  federal  government’s  seeming  insensitivity  to  this 
issue  and  observed,  “When  people  are  hurting, 
continued  on  page  66 
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organizations,  and  the  Drug  Enforcement  Agency’s 
Chief  Administrative  Law  Judge,  Francis  L.  Young, 
who  in  1988  declared  marijuana  to  be  “one  of  the 
safest,  therapeutically  active  substances  known  to 
man.”6  Unfortunately,  patients  who  could  benefit 
from  marijuana’s  therapeutic  value  have  been  held 
hostage  by  a federal  government  that  continues  to 
treat  the  issue  as  a political  football.  American  med- 
ical patients  deserve  better,  and  the  expanding 
national  debate  on  this  issue  is  an  encouraging  step 
toward  addressing  their  needs. 
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politicians  better  get  out  of  the  way.”  I agree,  but  in  a ' 
different  way.  If  the  federal  or  state  governments  1 
allow  medical  use  of  marijuana  and  there  are  nega-  ; 
tive  consequences  to  that  use,  politicians  better  get 
out  of  the  way  of  the  public’s  wrath  for  not  protect- 
ing them. 
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Sunday  - Friday 
November  2-7,  1997 

Sponsored  Annually  by 

ALLEGHENY 
UNIVERSITY 

OF  THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 

co-sponsored  by 

Council  on  Clinical  Cardiology  of  the 


American  Heart 
Association 
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or  esoteric  topics 


Location:  Wyndham  Franklin  Plaza  Hotel, 

Philadelphia,  Pennsylvania 

Why  Should  You  Attend  This  Board  Review  Course! 

• The  Original  Philadelphia  Cardiovascular  Board  Re  view...  offered  since  1983 

• Over  90%  pass  rate! 

• More  days,  more  hours,  more  lectures,  more  topics  than  other  courses. 

• Geared  exclusively  for  taking  the  Boards;  contains  all  the  required  subjectv<rR>  l^sej 

• Most  comprehensive  course  syllabus  a 0 

• Fee  includes  breakfasts,  luncheons,  breaks  and  a reception 

• Low  hotel  rates  with  discounted  parking-close  to  great  i^aurautsj^hopping,  theaters,  museums,  and  sports 

• Faculty  of  nationally-known  scholars  will  include  a^i/g^vhers  George  A.  Beller,  M.D.,  Richard  Conti,  M.D., 
Maria  R.  Costanzo,  M.D.,  Bernard  J.  Gersh,  ]NAIY^^\ylsisiiarian,  M.D.  (Course  Director), 

Francis  E.  Marchlinski,  M.D.,  Robert  Robertsmml^rhard  L.  Segal,  M.D., Alexander  G.G.Turpie,M.D. 

This  program  is  designed  to  provide^e\on^!ician  with  an  intensive  in-depth  review  of  the  clinical 
manifestations,  pathophysiologyf^^i\yanneht  of  cardiovascular  diseases. 

Allegheny  University  of  theJJe&lth  Sci  Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 

Education  (ACCME)  tp^o\W^ontinimi5^(edical  education  for  physicians. 

Allegheny  University  MO)  ♦'Hahmmann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  50.0  hours  in  category  1 credit  towards 
theAMA  Physj/\ns  Re/ognifwS^Vward,  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

This  is  etaibl(ySr50.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 

All  facw^TOvXticipSrfing  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  are  expected  to  disclose  to  the  audience  any  real  or 
appareiHcw/lict(s)  of  interest  related  to  the  content  of  their  presentation. 

Register  by  July  1,  1997  to  take  advantage  of  the  $125.00  “earlybird”  discount. 

Call  215-762-8264  for  information  or  a brochure. 
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Vascular  Society  Meeting 

April  9, 1997 
UMDNJ,  Newark 
AMNJ,  609/275-1911 

Endovascular  Infections 

April  15, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

Gl  & Liver  Disorders 

April  19, 1997 
UMDNJ,  New  Brunswick 
908/235-7430 

Future  of  IAIMS  in  a Managed 
Health  Care  Environment 

April  9,1997 
UMDNJ,  Newark 
201/982-4700 

Urogynecology: 

New  Strategies 

April  15, 1997 

South  Jersey  Hospital  System,  Elmer 
AMNJ,  609/275-1911 

The  Role 
of  Exercise 

April  22,1997 
Jersey  Shore  Medical  Center 
908/776-4420 

Ethics  in  Managed  Care 

April  9, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Orthopaedic  Society  Meeting 

April  15-20, 1997 
Hyatt,  Grand  Cayman 
AMNJ,  609/275-1911 

Adult  ADD 

April  23, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Treatment  of  Neurologic  Pain 

April  9,1997 

General  Hospital  Center,  Passaic 
AMNJ,  609/275-1911 

ZDV  Therapy 

April  15, 1997 
Essex  County  Hospital  Center 
AMNJ,  609/275-1911 

Visiting  Professor  Lecture 

April  24,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Head  and  Neck  Oncology 
Meeting 

April  10, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

State  of  Health  Care 
Today 

April  16, 1997 

Woodrow  Wilson  School,  Princeton 
609/258-3000 

Acid-Base  Balance  in 
Adult  Illness 

April  24,1997 

Woodbridge  Developmental  Center 
908/499-5000 

Snoring  and  Sleep  Apnea 

April  10, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Pacemaker  Meeting 

April  16, 1997 
Sheraton,  Iselin 
AMNJ,  609/275-1911 

Obsessive-Compulsive  Patient 

April  29, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

Care  for  Female  Patients 

April  11-12, 1997 
UMDNJ,  New  Brunswick 
908/235-7430 

Hearing  Loss:  Preventable? 

April  16, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

MSNJ  Annual  Meeting 

April  29-May  3,1997 
Trump  Taj  Mahal,  Atlantic  City 
609/449-1000 

Infectious  Disease  Course 

April  11-13, 1997 
Ctr.  for  Bio-Medical  Communication 
201/385-8080 

Radiology  & Ultrasound  Mgt. 

April  17, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5822 

Vascular  Society  Meeting 

May  2-4, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Nephrology 
Monthly  Meeting 

April  15, 1997 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

Primary  Care  of 
Female  Patients 

April  17-18, 1997 
Woodbridge  Hilton,  Iselin 
908/571-4000 

Diagnosis  and  Treatment 
of  AIDS 

May  2, 1997 
Bayonne  Hospital 
AMNJ,  609/275-1911 
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17th  ANNUAL 

Advances  in 
Gastroenterology 
Course 

Bally's  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Course  Director: 
Anthony  J.  DiMarino,  Jr.,  MD 

For  more  information,  please  call 

(609)  848-1000 

Registration  Department 

Thomas  Jefferson 
Jefferson  Medical 
University  College 

Jefferson  Medical  College  of  Thomas  Jefferson  University  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians. 

Jefferson  Medical  College  designates  this  continuing  medical  education 
activity  for  6 credit  hours  in  Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 


Specializing  in  the 

Business  of  Health  Care 


Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  Income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramys  New  York  City 
Call  us  at  800-235-9381 


June  16-20th,  1997 

Update  Your  Medicine  twenty-third  annual  practical 
CME  Course  with  lectures,  workshops,  and  Meet-the- 
Professor  luncheons.  Sponsored  by  Cornell 
University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  38  Category  I AMA-PRA  credit.  Additional 
13V2  credits  available  for  Hands-on  Workshops.  This 
program  has  also  been  reviewed  and  is  acceptable 
for  38  prescribed  hours  by  the  American  Academy 
of  Family  Physicians.  Information:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445  East 
69th  Street,  Olin-Room  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


BELLEVUE  HOSPITAL 
EMERGENCY  SERVICES 
17th  ANNUAL  EMERGENCY 
MEDICINE  SEMINAR 

MONDAY  - FRIDAY,  JUNE  2-6, 1997 


This  seminar  provides  registrants  with  a rational 
and  systematic  approach  to  clinical  decision  making  in 
the  Emergency  Department.  It  is  designed  for 
Emergency  Medicine  Practitioners  & for  those 
sub-specializing  in  Emergency  Medicine.  A 
comprehensive  syllabus  complements  the  course. 


FEE:  $650 

ACCREDITATION:  31.50  Category  I Credit  hours  AMA/ACEP 


For  Information  write  or  phone: 

NYU  Post-Graduate  Medical  School 
550  First  Avenue, 

New  York,  N.Y.  10016  iJl.UTj 

(212)  263-5295 

^oolof^ 
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ACUPUNTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sundav)  session  9 am-7  pm 
Apr.  18-20,  1997  The  Inn  on  57th  St./Holiday  Inn,  Manhattan 
June  20-22,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

212-581-8100  Hotel  during  meetings 
Oct.  23-26,  1997  13th  Annual  International  Symposium, 

the  School  of  Int’l  Affairs,  Columbia  University 
In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Interna- 
tional College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
International  Symposium  every  October  at  the  School  of  International 
Affairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
Therapeutics  Research,  The  International  Journal  quarterly,  through 
Cognizant  Communications  and  is  listed  by  15  major  international  indexing 
periodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
recognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
and  internationally  recognized,  "Fellow  of  the  International  College” 
(F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
minimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
theories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
central  nervous  systems  & Bi-Digital  O-Ring  Test). 

For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Category  I credit.  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Category  I credits  toward  Physician  Recognition  Award. 
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AIDS  Prevention  and  Control 

May  6, 1997 
Woodbridge  Hilton,  Iselin 
AMNJ,  609/275-1911 

Bioethics  Conference 

May  9-1 0,1997 
Sheraton  Tara  Hotel,  Parsippany 
609/921-1161 

Anesthesiology  Meeting 

May  20, 1997 
Forsgate  Country  Club 
AMNJ,  609/275-1911 

Barrett's  Esophagus 

May  6, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

Dermatology  Meeting 

May  13, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Gout  & Crystal-induced  Arthritis 

May  20, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

AIDS  Prevention  and  Control 

May  7, 1997 
Cherry  Hill 

AMNJ,  609/275-1911 

Thermoplastic  Polymers 

May  14, 1997 
Meadowlands  Hilton,  Secaucus 
800/233-9936 

Polymyalgia  Rheumatica 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Anticoagulation  Therapy 

May  7, 1997 
Rahway  Hospital 
AMNJ,  609/275-1911 

Head  and  Neck  Oncology 

May  14, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Management  of  Pediatric  HIV 

May  21, 1997 
Union  Hospital 
908/687-1900 

William  P.  Burpeau 
Award  Dinner 

May  7, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Care  of  the  HIV-Infected 
Patient 

May  14, 1997 

Mediplex  Rehabilitation  Center,  Marlton 
609/988-8778 

Academy  of  Medicine 
Awards  Dinner 

May  21, 1997 
The  Chantider,  Short  Hills 
201/376-2222 

Asymptomatic  HIV  Infection 

May  7, 1997 
VA  Medical  Center,  Lyons 
AMNJ,  609/275-1911 

Radiology  Meeting 

May  15, 1997 
New  Jersey  Medical  School 
AMNJ,  609/275-1911 

Pediatric  HIV  Infection 

May  21, 1997 
Union  Hospital 
AMNJ,  609/275-1911 

Conservative  Mgmt.  of 
Breast  Cancer 

May  7, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Treatment  for 
HIV  Infection 

May  17, 1997 
UMDNJ,  New  Brunswick 
908/235-7430 

High  Risk  & Critical  Care 
Surgery 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Emergency  Physicians 
Annual  Meeting 

May  7-9, 1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

TB  Management  of  Care  of 
HIV  Patient 

May  19, 1997 

Mediplex  Rehab  Hospital,  Marlton 
AMNJ,  609/275-1911 

Visiting  Professor 
Lecture 

May  22, 1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

End-Stage  Renal  Disease 

May  8, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

May  19, 1997 

New  Lisbon  Developmental  Center 
AMNJ,  609/275-1 911 

Infection  Control  in  the  HIV  Era 

May  28, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

. 
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Allegheny  University  Hospitals 
Hahnemann 

Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Alumni  Hall,  2nd  Floor,  College  Building,  Allegheny  University  of  the  Health  Sciences,  15th  &Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Medical  Education  at  215-762-8263. 

APRIL  1997 

MAY  1997 

MAY  1997 

APRIL  9th 

MAY  7th 

MAY  21st 

Update  on  Antiretroviral  Therapy 

Hypertriglyceridemia  of  Diabetes  Mellitus 

Outcome  of  Patients  with  Heart  Failure  with 

Martin  S.  Hirsch,  M.D. 

Henry  Ginsberg,  M.D. 

‘Current’  Medical  Therapy 

Professor  of  Medicine 

Irving  Professor  of  Medicine 

Christopher  O'Connor,  M.D. 

Harvard  School  of  Medicine 

Columbia  University  College  of  Physician  and 

Associate  Professor  of  Medicine 

Director,  Clinical  AIDS  Research 

Surgeons 

Director,  Clinical  Trials 

Massachusetts  General  Hospital 

Director,  Irving  Center  for  Clinical  Research 

DUCCS  Organization 

Boston,  MA 

Chief,  Division  of  Preventive  Medicine 

Duke  University  Medical  Center 

APRIL  17th  (Thursday) 

Columbia-Presbyterian  Medical  Center 

Durham,  NC 

Zollinger-Ellison  Syndrome 

New  York,  NY 

Role  of  Coronary  Revascularization  in  Heart 

M.  Michael  Wolfe,  M.D. 

Newest  Oral  Therapy  for  Type  II  Diabetes  Mellitus 

Failure:  When  and  Why? 

Associate  Professor  of  Medicine  and  Physiology 

Loren  G.  Lipson,  M.D. 

Stephen  Vatner,  M.D. 

Boston  University  School  of  Medicine 

Associate  Professor  of  Medicine,  Gerontology, 

Professor  of  Medicine 

Chief,  Section  of  Gastroenterology 

Clinical  Pharmacology,  Medical  Dentistry  and 

Harvard  Medical  School 

Boston  Medical  Center 

Public  Health 

Chair,  Cardiovascular  Division 

Boston,  MA 

University  of  Southern  California  School  of 

New  England  Regional  Primary  Research 

APRIL  23rd 

Medicine 

Southborough,  MA 

Newer  Methods  of  Diagnosis  and  Treatment  of 

Chief,  Division  of  Geriatric  Medicine 

MAY  28th 

Deep  Vein  Thrombosis  (DVT) 

University  Hospital 

Acute  Respiratory  Failure 

Bruce  Perler,  M.D. 

Los  Angeles,  CA 

Martin  J.  Tobin,  M.D. 

Associate  Professor  of  Surgery 

MAY  15th  (Thursday) 

Professor  of  Medicine  and  Anesthesiology 

Johns  Hopkins  School  of  Medicine 

IgA  Nephropathy:  New  Perspectives  on  a Common 

Loyola  University  of  Chicago 

Associate  Head,  Vascular  Surgery  Department 

Disease 

Stritch  School  of  Medicine 

Johns  Hopkins  Hospital 

Richard  Glassock,  M.D. 

Division  of  Pulmonary  and  Critical  Care  Medicine 

Baltimore,  MD 

Professor  and  Chair 

Veterans  Administration  Medical  Center 

APRIL  30th 
Allergic  Rhinitis 

Alkis  Togias,  M.D. 

Assistant  Professor  of  Medicine 
Johns  Hopkins  School  of  Medicine 
Director,  Johns  Hopkins  Asthma  and 
Allergy  Center 
Johns  Hopkins  Hospital 
Baltimore,  MD 

Department  of  Internal  Medicine 
University  of  Kentucky  School  of  Medicine 
Kentucky  Clinic 
Lexington,  KY 

Maywood,  IL 

Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 

APRIL  9-10, 1997 

MAY  6-7, 1997 

May  20-21, 1997 

Diagnosis  and  Treatment  of  HIV  and 

Prevention  and  Treatment  of  Diabetes 

Pathophysiology  and  Management 

Related  Opportunistic  Infections 

Mellitus 

of  Heart  Failure 

Course  Co-Directors:  Marla  Gold, 

and  Hyperlipidemia 

Course  Co-Directors:  Ami  E. 

M.D. 

Course  Co-Directors: 

Iskandrian,  M.D. 

Allan  B.  Schwartz,  M.D. 

David  M.  Capuzzi,  M.D.,  Ph.D. 
Allan  B.  Schwartz,  M.D. 

Allan  B.  Schwartz,  M.D. 

Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  of  Medicine,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  of  the  Health  Sciences  are  expected  to  disclose  to 

the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Allegheny  University  of  the  Health  Sciences  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  programs  for  physicians.  Allegheny  University  of  the  Health  Sciences  designates  1.0  credit  hour  of  category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent 
in  the  educational  activity. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  category  2A  of  the  American  Osteopathic  Association. 
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HOUSING  APPLICATION 


231st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1997 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 

RESERVATION  DEPARTMENT  1 800  825/8888 

( Please  Print ) 

Name  

Address  

City  

1 Home  Phone 


Sharing  With  

Date  of  Arrival  Time  

Date  of  Departure  Time  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO  & RESORT  OR  COMPLETE  THE  FOL- 
LOWING: 


Business  Phone 


1 Card  # Type  Exp.  Date  

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX,  PLUS  $2.00  PER  ROOM,  PER  NIGHT 

( ) SINGLE  $110  ( ) DOUBLE  $110 

Extra  Person  $25 

( ) One-Bedroom  Suite  $275  per  day 

( ) One-Bedroom  Hospitality  Suite  $350  per  day 

Check  out  time  is  12  Noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sundays,  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  IS  REQUIRED  FOR  A FULL 
REFUND.  PARKING:  There  is  a State-imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehi- 
cle parking  on  the  premises. 

( ) Check  if  Official  Delegate  County  

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and 
room  usage  fee  is  $2  per  room,  per  night.  These  taxes  are 
subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  which  will  be  established  and  held  by 
the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the 
Convention  Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts  and  casino 
I gaming. 

MAIL  THIS  APPLICATION  TO:  Reservations 


Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
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PHYSICIAN  DISEMPOWERMENT: 


Its  Impact  on  Patient-Centered  Medical  Ethics 

Saturday,  May  3,  1997  9:30  a.m 

Trump  Taj  Mahal  Casino/Resort,  Atlantic  City 

Sponsored  by  the  Committee  on  Biomedical  Ethics,  MSNJ 
and  The  Academy  of  Medicine  of  New  Jersey 

The  biomedical  ethics  educational  program,  “Physician  Disempowerment:  Its  Impact  on  Patient- 
Centered  Medical  Ethics,”  will  discuss  the  Medical  Society  of  New  Jersey’s  efforts  to  craft  public  and 
professional  policies  and  procedures  that  protect  the  professionalism  of  medicine  as  both  a science 
and  an  art. 

The  pervasive  changes  in  health  care  that  bypass  appropriate  physician  input  and  control  is  asso- 
ciated with  individual  depression  on  the  part  of  physicians. 

These  results  include:  withdrawal,  an  inhibition  of  creative  problem  solving,  a sense  that  one’s 
professional  organizations  are  doing  little  to  support  the  physician,  and  a deficient  doctor-patient  rela- 
tionship. 

OBJECTIVES:  As  a result  of  attending  this  program,  participants  should  be  able  to: 

• Recognize  the  negative  personal  impact  that  the  radical  health  delivery  changes 
produces  on  physicians. 

• Learn  what  the  Medical  Society  of  New  Jersey  is  doing  to  confront  and  modulate 
the  changes  in  health  care  delivery. 

• Create  a blueprint  for  physicians  and  patients  to  create  supportive  communities 
with  shared  values  and  goals. 

• Become  more  optimistic  about  the  future  and  pursue  a leadership  position  in 
shaping  the  future  of  health  care. 

WELCOME  & OVERVIEW: 

Joseph  F Fennelly,  MD,  Chair,  MSNJ  Committee  on  Biomedical  Ethics 

INTRODUCTIONS: 

Anthony  R Caggiano,  Jr,  MD,  Immediate  Past-President/Fellow,  MSNJ 

KEYNOTE  SPEAKER: 

Paul  W.  Armstrong,  Esq.,  Timins  & Associates 

PANELISTS: 

Rick  Sinding,  Executive  Director,  New  Jersey  HEAL.THDECISIONS 
Bonnie  Kelly,  Ombudsman,  Office  of  the  Ombudsman  of  the  Institutionalized  Elderly, 

New  Jersey  Department  of  Health  and  Senior  Services 
Susan  M.  Bauman,  MD,  Member,  Committee  on  Biomedical  Ethics 
Robert  L.  Pickens,  MD,  Member,  Committee  on  Biomedical  Ethics 
David  L.  Knowlton,  Vice-President,  MIIX  Healthcare  Group 

SUMMARY: 

Joseph  E Fennelly,  MD 

The  Academy  of  Medicine  of  New  Jersey  (AMNJ)  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  AMNJ  desig- 
nates this  educational  activity  for  a maximum  of  2 credit  hours  in  category  1 toward  the  AMA 
Physician’s  Recognition  Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she 
actually  spent  in  the  educational  activity. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  W per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE  — 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Body  copy 

(35  characters  per  line' 


Classified  Section 

Number  of  Words 
Minimum  $45  $ . 

Member  Physician 
Discount— 331/3%  ($ . 

Per  Issue  $ . 

x Number  of  Issues 

AMOUNT  DUE  $. 


Display  Ad  in  Classified  Section 

1st  Inch  = $60.00  $_ 


Add ’I  W x $30.00 
Total 

Member  Physician 
Discount— 33V3% 

PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 


Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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m in 

editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 

Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 

The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus:  1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  PITfl 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P fT  days/eves/or 
w/e's.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


110  OPENINGS 
PHYSICIANS 


BC/BE  GASTROENTEROLOGIST- 
CENTRAL  NEW  JERSEY 

BC/BE  Gastroenterologist  for  an  expanding 
two  man  Gl/lnternal  Medicine  practice  in 
Central  New  Jersey.  Hepatology  training  is 
a plus.  University  hospital  affiliation  available. 
Attractive  bonus  package.  Must  be  willing  to 
practice  Internal  Medicine.  Contact  Box  No. 
132,  NEW  JERSEY  MEDICINE,  370  Morris 
Avenue,  Trenton,  NJ  08611. 


BC/BE  INTERNIST-MID-SOUTHERN 
NEW  JERSEY 

Clinical  Care  Associates  of  the  University  of 
Pennsylvania  Health  System.  Recruiting  a 
BC/BE  Internist  for  mid  to  southern  New 
Jersey  office  and  hospital  practices.  Com- 
petitive compensation  and  benefits.  Fax  CV 
to  610-239-2885;  or  mail  to  Kathy  Cellini, 
Triad  Building,  Fourth  Floor,  2200  Re- 
naissance Boulevard,  King  of  Prussia,  PA 
19406. 


INTERNIST  FOR  JULY  '97 

Six  Physician  Group  in  Toms  River,  NJ,  af- 
filiated with  the  University  of  Penn  recruiting 
Board  Eligible  or  Certified  Internist.  Excellent 
benefits  including  faculty  position  and 
privileges  at  HUP.  Send  Resume  to  Box  No. 
133,  NEW  JERSEY  MEDICINE,  370  Morris 
Avenue,  Trenton,  NJ  08611. 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC/BE 
physician  interested  in  Per  Diem  work  with 
own  malpractice.  Call  (708)  274-1777.  Fax 
(908)  274-9363. 


PRIMARY  CARE-CENTRAL 
NEW  JERSEY 

Internal  Medicine  Practice  seeking  BC  In- 
ternist with/without  subspecialty  training.  Fax 
resume  to  908-549-2262. 


130  OPPORTUNITY  WANTED 


SEEKING  GROUP  ENT  PRACTICE 

BE  ENT  completing  Facial  Plas./Recon. 
Surgical  Fellowship.  Excellent  training.  Seek- 
ing Group  ENT  Practice.  Contact:  E.  Brunner, 
MD  O:  416-323-3900.  H:  416-929-8086. 


150  LOCUM  TENENS 
WANTED 


FAMILY  PRACTICE 

Family  Physician  sought  for  10-12  week  part- 
time  position  to  cover  maternity  leave.  Full 
range  spacious  well  equipped  and  staffed 
two  physician  office  in  Central  NJ.  No 
hospital  or  call  required.  Hourly  salary  and 
travel  covered.  Call  Beverly  908-873-0330. 


200  PRACTICE  FOR  SALE 


BERGEN,  NJ 

FOR  SALE:  Well  established  Family  Practice. 
Home/Office.  Practice  available  separately. 
Close  to  Hackensack  University  Medical 
Center.  Present  Family  Physician  in  practice 
continuously  in  same  office  since  1953. 
Reply  to  FAX  201-462-0163. 


BRICK,  NJ 

25  YEAR  GERIATRIC  PRACTICE  and/or 
HOME  FOR  SALE,  BRICK,  NJ.  Live  upstairs. 
Practice  downstairs.  Building  evaluation 
$177,000.  Best  Offer.  Lots  of  Rooms  and 
Extras.  Call  908-477-2488. 


3 LOCATIONS  IN  ESSEX  AND  UNION 
COUNTIES 

Internal  Medicine/Cardiology/Medical-Legal 
Practice  for  Sale.  3 locations  in  Essex  and 
Union  Counties.  Substantial  gross  earnings 
from  the  regular  practice,  medical-legal,  and 
ultrasound  companies.  Interested  principles 
please  contact  Box  No.  131,  NEW  JERSEY 
MEDICINE,  370  Morris  Avenue,  Trenton,  NJ 
0861 1 . 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Buildir 
opposite  J.F.K.  Hosp.,  fully  equipped,  tui 
key.  Rent:  day,  half  day,  night.  (90)1  i 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/m  t| 
incl.  util.— busy  medical  bldg,  w/active  deil 
tal/psych/chiro  practices,  ideal  busy  location 
perfect  for  new  or  2nd  practice 
212-476-7789  days.  215-860-8491  eves. 

MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Ful  j 
equipped,  turn  key.  Rent,  day,  1/2  day,  nigh 
Call  201-376-8670. 


310  OFFICES  TO  SHARE 


MILLBURN 

OFFICE  TO  SHARE-MILLBURN.  Newly  rt 
novated  medical  office.  Four  treatmer 
rooms.  Congenial  atmosphere.  Secretary 
services  available.  Flexible  hours  and  ren, 
Parking  included.  Located  in  the  center  c 
town  across  from  train  station.  Call  (20' 
912-4333. 


340  REAL  ESTATE  HOME/ 
OFFICES 


CHATHAM  TWP— HOME/OFFICE 

4100  SF  home  with  hi-visibility  location  i 
prime  residential  area,  7 rm  off  suite,  se; 
entrance,  lots  of  pkng,  4 BR,  3 BTHS,  3 lavs 
private  yd  w/htd.  ingrd  Anthony  pool.  Toi 
rated  Chatham  schools.  $399,900.  Ca 
Ginny— Coldwell  Banker  201-377-4444. 


500  MEDICAL  EQUIPMENT 
FOR  SALE 


For  Sale:  Microscope,  Binocular,  A( 

Spencer  Series  10  MicroStar.  Micro-glid' 
stage,  10X  WF  eyepieces,  4X,  10X,  45> 
100X  objective  lenses,  variable  intensity  ii 
luminator.  New.  $895.  201 -884-831  £ 

201-366-2733  eve. 


910  AUTOS  WANTED 


A BETTER  WAY 
to  sell  your  Mercedes,  BMW,  Jaguar 

or  other  fine  foreign  car  through 
our  unique  consignment  program. 

• No  hassles 
• You  set  the  price 

Call  Hassan  for  details 

AUTOHAUS 

t -888  BENZ  BMW 

1-888-236-9269 


Atlantic  DataScan 

Document  Conversion  to  CD-ROM 

Transfer  your  bulky  paper  records  to  convenient, 
durable  CD-ROM,  and  retrieve  them  instantly  on  any 
PC. 

Ideal  for  archiving  inactive  records— a permanent 
solution  for  the  records  storage  problem. 

System  requirements: 

Windows  3.11,  95,  NT 
CD-ROM  drive 

96  East  Bay  Avenue,  Manahawkin,  NJ  08050-3103 
For  information  call: 

(609)  597-5406  Fax  (609)  597-5282 
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R.  MARTIN  OLIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

r N.J.  BAR  1972  PATENT  BAR  1972  N Y.  BAR  1974 




EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


COULD  YOU  USE 
AN  EXTRA  $10,000? 

The  Army  Reserve  will  pay  you  a yearly  stipend  which  could 
total  in  excess  of  $10,000  in  the  Army  Reserve’s  Specialized  Training 
Assistance  Program  (STRAP)  if  you  are  a resident  in:  general 

surgery,  cardiothoracic 
surgery,  peripheral 
vascular  surgery,  colon- 
rectal  surgery,  orthopedic 
surgery,  neurosurgery, 
urology,  anesthesiology, 
diagnostic  radiology, 
family  practice,  emer- 
gency medicine  or 
internal  medicine. 

Once  you  complete 
your  residency  you  will  have  opportunities  to  continue  your 
education  and  attend  conferences.  Your  commitment  in  the  Army 
Reserve  is  generally  one  weekend  a month  and  two  weeks  a year  or 
12  days  annually.  You  can  also  choose  a non-active  assignment  and 
receive  one-half  of  the  authorized  stipend. 

Get  a maximum  amount  of  money  for  a minimum  amount  of 
service.  Find  out  more  by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

(215)  597-6133 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE.® 


MEDICAL 

HOUSE 

PHYSICIANS 


JEANES  HOSPITAL, 
a 220-bed  acute  care 
and  transitional  care 
facility  in  Northeast 
Philadelphia  (convenient  to  Lower  Bucks  and 
Montgomery  counties),  is  currently  seeking  full 
and  part-time  Medical  House  Physicians. 

Requirements  include  current  PA  Licensure, 
ACLS  Certification  and  3 years  internal  medicine 
experience  in  an  acute  care  hospital.  Board 
Certification  in  internal  medicine  or  family  prac- 
tice preferred. 

JEANES  HOSPITAL  offers  a modern  facility  and 
excellent  benefits  for  full-time.  For  consideration, 
send  resume  to:  


JEANES  HOSPITAL, 
Human  Resources 
Dept.  , 7600  Central 
Avenue,  Philadel- 
phia, PA  19111. 
Equal  Opportunity 
Employer. 


Jeanes 

**  HOSPITAL 
Temple  University  Health  System 


Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 

We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 
per  week.  Flexible  schedules  available  in  a 
choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V.  to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nutri/system 
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USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


& 

wl 

1 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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Audit-proof  your  practice 


Physicians  and  their  office 
staffs  will  not  want  to  miss  the 
upcoming  seminar,  “Audit-proof 
your  practice:  Prevent  disaster 
in  1997  and  beyond,”  on  April 
16,  1997,  at  the  Ramada  Inn  in 
East  Brunswick.  Attendees  will 
learn  how  to  use  the  correct  cod- 
ing initiative  edits  and  receive 
information  on  the  latest 
Medicare  changes  for  1997 — 
new  conversion  factors,  changes 
in  payment  policies,  and  the 
newest  bundled  services.  The 
program  is  sponsored  by  the 
New  Jersey  Association  of 
County  Medical  Executives.  For 
registration  information,  call  the 
Bergen  County  Medical  Society 


“I’m  worried  I’ll  be  replaced  by  a computer.” 


at  201/489-3140. 

Cigarette  vending  gets  the  boot 
The  Monmouth  County 
Medical  Society  (MCMS)  cam- 
paign  to  ban  cigarette  vending 
1 machines  in  Monmouth  County 
I has  proved  highly  successful. 
I Over  25  municipalities,  includ- 
ing Avon,  Ocean,  Spring  Lake 
Heights,  Neptune,  and  Red 
Bank,  either 
have  banned 
cigarette  vend- 
I ing  machines, 
i have  required 
I controls,  or  are 
i considering 
j ordinances  for  a 
ban  on  or  con- 
trol of  the  ma- 
chines. 

The  tobacco 
1 control  project  is  spearheaded  by 
l MCMS  members  Michael  A. 

| Graff,  MD,  and  Salvatore  A. 


Croce,  MD,  in  conjunction  with 
Freeholder  Amy  Handlin  and 
the  Monmouth  County  Unit  of 
the  American  Cancer  Society. 

This  MCMS  effort  caught  the 
attention  of  the  New  Jersey  State 
Senate  and  the  General  Assem- 
bly and  they  passed  a joint  leg- 
islative resolution  commending 
MCMS  for  its 
position  to  en- 
dorse a ban  on 
cigarette  vend- 
ing machines 
in  Monmouth 
County.  As- 
semblymen 
Thomas  Smith 
and  Steven 
Corodemus 
and  Senator  Joseph  Palaia 
cosponsored  the  resolution 
honoring  MCMS. 


Empower  physicians 


With  the  onset  of  today’s  man- 
aged care,  physicians  are  feeling 
the  effects  of  the  numerous 
health  care  delivery  changes. 

The  MSNJ  Committee  on 
Biomedical  Ethics  chaired  by 
Joseph  Fennelly,  MD,  and  The 
Academy  of  Medicine  of  New 
Jersey  is  offering  Physician 
Disempowerment:  Its  Impact 
on  Patient-Centered  Medical 
Ethics  on  May  3,  1997,  at  the 
MSNJ  Annual  Meeting.  CME 
credits  will  be  offered. 


Speakers  include  Paul  W. 
Armstrong,  Esq;  Rick  Sinding, 
New  Jersey  HealthDecisions; 
Bonnie  Kelly,  DHSS;  Susan  M. 
Bauman,  MD,  and  Robert  L. 
Pickens,  MSNJ  Committee  on 
Biomedical  Ethics;  and 
David  L.  Knowlton,  MIIX  rflnjl 
Healthcare  Group.  ****** 
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Academy  spotlights  those 

WHO  MAKE  A DIFFERENCE 


The  Academy  of 
Medicine  of  New  Jersey 
(AMNJ)  will  honor  Ralph 
J.  Fioretti,  MD,  and  Judge 
Herbert  J.  Stern  at  its 
Annual  Awards  Dinner  on 
May  21,  1997,  in  Short 
Hills.  Dr.  Fioretti  will  be 
presented  with  the 
Edward  J.  Ill  Award — 
given  to  a New  Jersey 
physician  for 
distinguished  leadership 
service  in  the  medical 
profession  and  the 
community.  Judge  Stern 
will  be 
presented 
with  the 
Citizen’s 
Award — 
given  to  a 
Garden 
State 

citizen  for 
distin- 
guished service  for  the 
health  and  welfare  of  the 
community.  In  addition, 

MSNJ  member  Sherman 
Garrison,  MD,  will 
receive  honorary  AMNJ 
fellowship. 

Active  in  the  medical  profes- 
sion for  over  50  years.  Dr. 

Fioretti’s  leadership  efforts 
include  past-president  of  MSNJ 
and  the  Bergen  County  Medical 
Society. 

A former  judge  and  attorney, 

Judge  Stern  has  earned  a repu- 
tation as  an  advocate  for  the 
people.  continued  on  page  79 


Ralph  J.  Fioretti,  MD 


MSNJ  offices  to  be  filled  by  election 

The  following  is  a 

list  of  offices  to  be  filled  by  election  for  the 

1997-1998  year.  The  list  was  compiled  by  the  MSNJ  Nominating 

Committee  under  the  chairmanship  of  past-president  Touis  L. 

Keeler,  MD. 
Office 

Nominee/County 

President-Elect 

R.  Gregory  Sachs,  MD,  Union 

1st  Vice-President 

Irving  R Ratner,  MD,  Burlington 

2nd  Vice-President 

Walter  J.  Kahn,  MD,  Monmouth 

Secretary 

Bessie  M.  Sullivan,  MD,  Union 

Trustees 
1st  District 

Steven  Adler,  MD,  Morris 

4th  District 

S.  Manzoor  Abidi,  MD,  Burlington 

4th  District 

David  A.  Ingis,  MD,  Burlington 

5th  District 

Elliot  M.  Kraus,  MD,  Adantic 

Judicial  Councilors 
3rd  District 

AidenJ.M.  Doyle,  MD,  Middlesex 

AMA  Delegates 

A.  Ralph  Kristeller,  MD,  Union 

AMA  Alternate  Delegates 

Joseph  N.  Micale,  MD,  Hudson 
Joseph  A.  Riggs,  MD,  Camden 
George  T.  Hare,  MD,  Camden 

Administrative  Councils 
Communications 
5th  District 

Mark  T.  Olesnicky,  MD,  Essex 
Fred  M.  Palace,  MD,  Morris 
Robert  S.  Rigolosi,  MD,  Bergen 

Kelly  M.  Reid,  MD,  Adandc 

Medical  Services 
1st  District 

Eugene  L.  Lind,  MD,  Essex 

2nd  District 

Abraham  D.  Ruiz,  MD,  Hudson 

3rd  District 

J.  Gerard  Crowley,  MD,  Middlesex 

4th  District 

C.  Gregory  Conrad,  MD,  Burlington 

5th  District 

No  nominee 

5th  District 

No  nominee 

Member-at-Large 

No  nominee 

Public  Health 
5th  District 

No  nominee 

Standing  Committees 
Annual  Meeting 

Morris  Soled,  MD,  Hudson 

Finance  and  Budget 

Edwin  M.  Trayner,  MD,  Bergen 

Medical  Education 

Frederic  E Primich,  MD,  Middlesex 
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Successful  Outcomes 

for  Chronic  Hounds 

rHROUGHOUT  NEW  JERSEY 


Wound  Care  Centers 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER® 

OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER® 

AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL  & MEDICAL  CENTER 

Englewood 

KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Hamilton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER  S MEDICAL  CENTER 

New  Brunswick 


Subacute  Location 


CURATIVE  WOUND  CARE  PROGRAM5 
AT  FRANKLIN  CARE  CENTER 

Franklin  Park 


WOUND 
CARE 
CENTER® 

AFFILIATED  WITH  CURATIVE 

1 *800*991  *HEAL 


“While  you  deliver 
patient  care,  we  help 
manage  the  business 

of  medicine.” 


...managed  care  contracts ...  reduced  overhead ...  equipment 
financing. . . personal  asset  management. . . reputation  protection 


Today's  complex  healthcare  market  poses  more  challenges  than  ever  to  physicians. 
MUX’s  Powerful  Partnerships  offer  relief  to  those  challenges  through  our  services 
developed  by  and  for  physicians. 

♦ Insurance  - to  protect  your  reputation  ♦ Equipment  Leasing  - financial  alternatives 

and  assets  for  all  your  equipment  needs 


♦ Investment  Advisory  Services  - to  help  you 
maximize  your  wealth  and  meet  personal 
financial  goals 


♦ Ml IX  Buying  Service  - a group  buying  ser- 
vice that  passes  discounts  back  to  you 


1-800-234-MIIX 


MEDICAL  INTER  - INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 

' 

K 


mmn  mmm  library 

UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 


1EIR  MONEY? 
SHMAN: 


JQM  CIRI 


University  of  Maryland 
Health  Sciences  Library-Serials 
111  South  Greene  St. 
Baltimore,  MD  21201 


can  we  manage 
this  man's  pain? 


/ 

/ 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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As  the  managed  care  frontier  is 
settled,  how  will  decisions  be 
made  about  which  clinical 
procedures  and  interventions  will 
be  performed,  on  which  patients, 
and  under  which  conditions?  The 
decisive  battles  between  the 
armies  of  cost  control  and  the 
defenders  of  quality  may  be 
waged  not  in  the  corporate  board 
room,  the  medical  conference,  or 
the  legislative  hall,  but  rather  on 
the  quieter  field  of  health  services 
research.  Physicians  and  other 
health  professionals  have  a 
profound  interest  in  the  outcomes 
of  these  obscure  struggles; 
practitioners  will  be  mustered  as 
soldiers  to  serve  the  cause  of  the 
victors. 

Under  recent  changes,  physicians  hold 
pivotal  generalships.  John  Eisenberg, 
MD,  former  chair  of  the  Physician 
Payment  Review  Commission  and  physi- 
cian-in-chief of  the  Georgetown  University 
Medical  Center,  is  the  new  director  of  the 
federal  Agency  for  Health  Care 
Policy  and  Research  (AHCPR)  Dr. 
Eisenberg  succeeds  the  besieged  Clifton 
Gaus,  ScD.  Republicans  in  the  last 
Congress  succeeded  in  trimming 
AHCPR's  budget  and  turning  the  agency 
away  from  developing  highly  visible  clini- 
cal practice  guidelines.  Now,  AHCPR 
will  collaborate  with  "Evidence-Based 
Practice  Centers"  in  developing  empirical 
findings  suitable  for  dissemination  but  not 
framed  as  authoritative  protocols. 

Dr.  Eisenberg  also  has  been  named  as 
liaison  between  Health  and  Human 
Services  Secretary  Donna  E.  Shalala, 


PhD,  and  President  Clinton's  new 

Advisory  Commission  on  Con- 
sumer Protection  and  Quality  in 
the  Health  Care  Industry  Mean- 
while, William  L Roper,  MD,  MPH 

vice-president  of  New  Jersey-based 
Prudential  Healthcare  and  a former  head 
of  both  the  Health  Care  Financing 
Administration  (HCFA)  and  the  Centers 
for  Disease  Control,  is  the  new  president 
of  the  Association  of  Health 
Services  Research.  As  Medicine  & 
Health  observes,  Dr.  Roper  is  the  first 
physician  to  head  this  society,  once  heav- 
ily dominated  by  economists  and  other 
social  scientists. 

To  illustrate  the  potential  impact  of 
AHCPR-supported  research,  consider 
these  recently  publicized  findings.  (1) 
Conventional  wisdom  to  the  contrary, 
higher  hospitalization  rates  for  an  elderly 
population  do  not  reflect  unnecessary  hos- 
pital admissions.  The  research  on  eight 
clinical  conditions  was  conducted  by 
Boston  University's  Joseph  Restuccia, 
DrPh,  in  70  Massachusetts  hospitals 
between  1990  and  1992. 

(2)  Patients  who  visit  a primary  care 
physician  or  nonphysician  therapist  for 
depression  are  less  likely  to  obtain  psy- 
chotherapy and  antidepressants,  while 
depressed  HMO  enrollees  who  see  a pri- 
mary care  physician  are  less  likely  even  to 
receive  counseling.  With  depression  cap- 
turing the  spotlight  as  an  undertreated  dis- 
ease generating  huge  societal  costs,  the 
findings  of  Kenneth  B Wells,  MD, 
MPH,  of  the  University  of  California  at 
Los  Angeles,  using  observational  data 
from  the  RAND  Medical  Outcomes  Study, 
are  troubling  to  advocates  for  the  gate- 
keeper system  and  other  cost-saving 
approaches. 

(3)  Global  fees  for  deliveries,  with  no 
premium  for  cesarean  sections,  do  not 
lead  to  reduced  c-section  rates.  RAND's 

Emmett  B Keeler,  PhD,  and 
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Thomas  Fok,  MS,  of  Blue  Cross  of 
California,  studying  a 1 993  initiative  in 
the  Golden  State,  debunked  the  view  that 
third-party  payers  could  use  physician 
reimbursement  to  ratchet  down  the  high 
cost  of  hospitalization  for  cesarean  deliv- 
eries. Yet,  the  researchers  endorsed  glob- 
al fees  to  enhance  patients'  trust. 

(4)  Although  elderly  patients  who 
receive  beta  blockers  following  a heart 
attack  are  43  percent  less  likely  to  die 
within  two  years,  only  one  in  five  elderly 
patients  who  are  eligible  for  beta  blockers 
receive  them.  Stephen  B Soumerai, 
ScD,  of  Harvard  Medical  School,  led  the 
inquiry  into  5,332  Medicare  beneficia- 
ries in — guess  where — New  Jersey. 
Earlier  this  year,  the  study  was  the  front- 
page story  in  a monthly  issue  of  AHCPR's 
Research  Activities. 

(5)  A prediction  method  studied  in 
Pittsburgh,  Boston,  and  Halifax  (Nova 
Scotia)  by  Michael  J.  Fine,  MD,  MSc, 

of  the  University  of  Pittsburgh  School  of 
Medicine,  could  reduce  hospitalization 
rates  for  pneumonia  by  approximately 
one-third,  without  adverse  outcomes.  This 
translates  into  156,000  to  186,000 
fewer  admissions  to  U.S.  hospitals  annu- 
ally. 

Speaking  of  research,  in  these  pages  in 
December  we  mentioned  HCFA's  pro- 
posed Medicare  Provider  Partnership 
Demonstration,  in  which  selected  hospi- 
tals in  New  Jersey,  New  York,  and 
Pennsylvania  will  be  reimbursed  on  a per- 
case  basis  with  one  fee  to  suffice  for  both 
the  hospital  and  the  physicians.  Project 
officer  Kathleen  Gondek,  PhD, 
reports  that  21  of  the  47  submitted  appli- 
cations emanate  from  the  Garden  State. 
Ten  or  fewer  will  be  selected  this  summer. 
The  winners  won't  receive  higher  reim- 
bursement, but  they  will  gain  experience 
in  a payment  method  likely  to  be  used  as 


an  efficient,  fee-for-service  alternative  to 
Medicare  HMOs. 

Are  HMOs  continuing  to  grow 
by  leaps  and  bounds?  I don't 
think  so,  reports  Medicine  & 
Health.  InterStudy  has  deter- 
mined that  market  penetration  by 
"pure"  HMOs  is  down  in  major 
markets;  nationwide,  the  rate  still 
is  only  17  percent.  Instead, 
growth  is  in  hybrid  products  that 
preserve  patient  choice.  And, 
whereas  such  point-of-service 
products  previously  were  seen  as 
"transitional"  to  HMOs,  Foster 
Higgins  has  found  that  fully  one- 
fifth  of  POS  claim  dollars  goes  to 
out-of-network  providers. 

Today,  the  realities  confronting  HMOs 
are  becoming,  well,  almost  grim.  Success 
for  an  HMO  appears  no  longer  to  be  a 
matter  of  gaining  the  largest  market 
share,  but  rather  managing  to  make  a 
profit.  Merrill  Lynch's  highly  respected 
managing  director  Margo  Vignola 
says  of  HMOs,  "If  they  are  unable  to  raise 
their  prices,  they  will  walk  from  the  busi- 
ness." 

As  cost  competition  recedes,  health 
plans  will  compete  on  quality  and  service, 
say  several  experts  interviewed  by  the 
publication.  "Can  the  phone  be  picked 
up  on  the  second  ring?"  asks  Patricia 
Widner,  senior  vice-president  of  War- 
burg, Pincus.  "Are  they  seeing  a doctor 
within  15  minutes?"  Roberta  Walter, 
vice-president  at  Goldman  Sachs,  predicts 
that  plans  will  be  "looking  at  disease  con- 
ditions that  represent  the  lion's  share  of 
the  costs  and  saying,  'How  do  we  orga- 
nize this  better?  How  do  we  make  sure 
that  the  providers  in  the  networks  are 
adhering  to  what  is  clinically  appropri- 
ate?'" Indeed.  mmrm 
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Fas  t Facts 

Princeton  Insurance  Company 


Policyholders  Win  Most  Court  Cases 


In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  in  the 
New  Jersey  courts.  In 
all,  we  managed  1,212 
cases  last  year,  1,140  of 
which  were  favorably 
disposed  through 
dismissal,  summary 
judgment,  or  a trial 
that  resulted  in  a 
defense  verdict. 

An  insurance 
company's  claims 
philosophy  is  an 
important  consider- 
ation— it's  how  the 


policy  proves  its  value. 
You  need  to  know  if 
the  company  will 
stand  strong  against 
frivolous  claims. 
Princeton  has  a long- 
standing record  of 
defending  policyhold- 


ers in  court.  We  have 
vigorously  battled 
meritless  claims 
against  policyholders, 
even  at  times  when 
defending  a claim  cost 
more  than  making  an 
early  settlement. 


More  Benefits 
of  Princeton 
Protection 

In  addition  to  a 
strong  defense 
against  meritless 
claims,  we  offer 
professional  liability 
policyholders: 

♦ Preferred  prices 
for  physicians  with 
favorable  claims 
experience 

♦ Premium  dis- 
counts for  doctors  in 
their  first  and  second 
years  of  practice,  and 
those  who  work  part- 
time 


Princeton  Insurance  Companies 
N.J.  Court  Cases  Won  By  Insureds 


These  professional  liability  cases  involved  insureds  of 
Princeton  Insurance  Company  and  its  parent.  Health  Care 
Insurance  Company,  and  were  favorably  resolved  by 
dismissal,  defense  verdict,  or  summary  judgment. 


Your  Office  Needs  Insurance,  Too 


Because  your  medical 
practice  has  insurance 
needs  of  its  own,  we 
offer  the  Princeton 
Office  Package  (POP), 
which  bundles  two 
important  coverages, 
property  and  general 
liability,  into  one 
competitively  priced 
policy. 

The  POP  policy  is 
available  to  physicians 
who  practice  individu- 
ally or  with  a group, 
from  home  or  in  an 
office  building.  It  pays 
for  covered  losses  to 
your  building,  medical 
and  computer  equip- 
ment, furniture,  patient 
records,  and  more.  It 
includes  coverage  for 
negligent  acts,  such  as 


fire  damage,  host  liquor 
liability,  libel,  accidents, 
and  false  advertising. 
And  it  lets  you  tailor 
your  package  by 

It's  easy  to  find  out 
how  you  could  save 
with  Princeton  Insur- 
ance Company.  Just 
clip  and  complete  the 
coupon  on  the  right. 

Or  contact  us  at: 

746  Alexander  Road 
Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 


Visit  us  on  the  Internet  at: 

http://www.pinsco.com 


choosing  different 
deductibles  and 
liability  limits,  and  by 
adding  optional 
coverages. 


♦ Occurrence  Plus 
coverage,  which  has 
built-in  tail  coverage 

♦ A discount  on  the 
Princeton  Office 
Package  policy 


YES!  I'd  like  more  information  on  the 
following: 


Premium  discounts  and  rates 
Princeton  Office  Package  policy 


I Name: 

i Specialty: . 
! Address:  _ 
I City: 


1 State,  Zip: 

| Phone  Number:  (. 


Fax  Number: 


( ) 


Mail  to: 


Princeton  Insurance  Company 
Communications  Department  - NJM 
P.0.  Box  5322,  Princeton,  NJ  08543-5322 
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As  a Physician,  Yonr  Life  Isn’t  Typical... 


Child  Support.  Alimony. 
Division  of  Assets.  Custody  Rights. 


; ^ven  in  the  best  of  circumstances,  divorce  can  be  an  intimidating  process. 

! But  for  a physician,  divorce  often  comes  with  more  complicated  issues. 

Issues  that  involve  protecting  future  earnings  and  assets  tied  to  a medical 
practice.  Or  working  through  what  are  often  very  nontraditional  schedules. 

The  firm  of  Klein  & Halden  has  special  expertise  representing  physicians  in 
matters  of  matrimonial  law.  And  we  have  an  intricate  understanding  of  the 
impact  managed  care  has  on  the  value  of  your  practice. 

! 

Because  today’s  evolving  health  care  industry  means  changes  when  a marriage 
dissolves  as  well,  it  is  important  to  develop  appropriate  strategies  - 
strategies  that  ensure  a smooth  divorce  process  and  fair  settlement  in  cases 
where  asset  and  income  protection  is  of  critical  concern. 

If  you  would  like  further  information  or  a consultation,  contact  us  at 
(609)  429-2700  or  (609)  654-1771. 

Klein  t Halden 

A T T 0 R I E V S A T L A UI 
With  offices  in  Burlington,  Camden  and  Gloucester  County 
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Outstanding  condominium  offices 


Build-to-suit  offices  in  a Class  A medical  facility  with  more  than  sixty  spe- 
cialists and  primary  care  physicians.  Units  available  from  1,200  to  6,000  square 

feet,  customized  to  your  specifications. 

Attached  to  Overlook  Hospital, 
the  Medical  Arts  Center  is  directly 
accessible  to  inpatient  and  outpatient 
services  and  has  its  own  attached  park- 
ing garage.  Strategically  located  near 
1-78  and  Route  24,  it  offers  convenient 
access  to  the  entire  metropolitan  region. 


Exclusive  Agent: 

Contact: 

Bryn  M.  Cinque 

associ^drea^nc  Douglas  Rowe 

FOCUSED.  .ON  RESULTS  (201) 316-8666 


Medical  Arts  Center 
Overlook  Hospital 

Summit,  New  Jersey 
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Using  marijuana 

We  are  concerned  that  sev- 
eral misperceptions  have 
developed  concerning  the  fed- 
eral government's  response  to 
California  Proposition  216 
and  Arizona  Proposition  200. 
Before  their  enactment,  noth- 
ing in  federal  law  prevented  a 
physician,  in  the  context  of  a 
legitimate  physician-patient 
relationship,  from  merely  dis- 
cussing with  a patient  the  risks 
and  alleged  benefits  of  the  use 
of  marijuana  to  relieve  pain  or 
alleviate  symptoms.  This  con- 
tinues to  be  true. 

The  federal  government  rec- 
ognizes that  patients  look  to 
their  physicians  as  their  prima- 
ry source  of  knowledge  about 
a wide  variety  of  potential 
health  hazards  and  treatments. 
Thus,  physicians  are  encour- 
aged to  talk  with  patients 
about  their  concerns  and 
answer  inquiries  about  any 
procedure,  treatment,  sub- 
stance, or  device  that  may 
affect  a patient's  health. 
Physicians  also  are  encour- 
aged to  share  their  knowledge 
and  their  professional  exper- 
tise regarding  the  risks,  bene- 
fits, and  legality  of  any  poten- 
tial medical  treatment  or 


modality.  No  "gag  rule"  stops 
physicians  from  engaging  in 
these  discussions. 

Such  discussions,  however, 
have  their  limits.  Physicians 
may  not  intentionally  provide 
their  patients  with  oral  or  writ- 
ten statements  in  order  to 
enable  them  to  obtain  con- 
trolled substances  in  violation 
of  federal  law.  Physicians  who 
do  so  risk  revocation  of  their 
DEA  prescription  authority, 
criminal  prosecution,  and 
exclusion  from  participation  in 
the  Medicare  and  Medicaid 
programs. 

Federal  law  establishes  spe- 
cific criteria  that  every  poten- 
tial medication  must  meet 
before  it  can  be  sold  to  the 
public  or  prescribed  by  doc- 
tors. For  decades,  this  process 
of  federal  drug  approval  has 
protected  the  American  public 


from  dangerous  drugs  and 
ineffective  treatments  and  has 
helped  provide  the  public  with 
a medical  care  system  that  is 
the  envy  of  the  world.  This 
process  must  be  preserved. 
What  is,  and  what  is  not,  a 
drug  with  an  accepted  med- 
ical use  should  continue  to  be 
determined  through  rigorous 
scientific  testing. 

To  date,  the  scientific  testing 
of  marijuana  has  not  demon- 
strated that  marijuana  is  a safe 
and  effective  drug  with  an 
accepted  medical  use.  We 
remain  concerned  that  the 
weight  of  current  scientific  evi- 
dence shows  that  marijuana 
can  significantly  harm  the  cen- 
tral nervous,  cardiovascular, 
respiratory,  and  immune  sys- 
tems, and  can  limit  memory, 
perception,  judgment,  and  the 
ability  to  drive  a motor  vehi- 
cle. In  addition,  marijuana 


Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368),  e-mail  (ghutner@world 
net.att.net),  or  mail  your  letter  to  New  Jersey  MEDICINE,  Two 
Princess  Road,  Lawrenceville  NJ  08648.  Letters  should  be  typed  and 
double-spaced  and  should  be  no  longer  than  400  words  with  up  to 
4 references,  if  necessary.  Include  your  full  name,  affiliation,  address, 
and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief  and 
are  subject  to  editing  and  abridgment.  Letters  may  be  published  on 
MSNJ’s  web  site,  http://www.msnj.org.  Financial  associations  or 
other  possible  conflicts  of  interest  must  be  disclosed.  Letters  repre- 
sent the  opinions  of  the  authors. 
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you  could  could  choose 
a health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 


BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$A  SM  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMOl^ 

• HMO 1^=^  Prime 

• Blue  Select™ 

• Blue  Choice 

• Blue  Choice'  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a !■ 


BlueCross  BlueShield 
of  New  Jersey 


INDIVIDUAL  & 

SM  ALL  EMPLOYER 
DIVISION 


Ask  us  for  a free 
copy  of  the  SEH 
Buyer’s  Guide. 


Call  Blue  Cross  and  Blue  Shield  of  New  Jersey 
for  complete  details  on  these  endorsed  plans  for 


Medical  society  i j»»,  members’ 

MSNJ 


1-800-682-7694  (8:30  a.m.-5:00  p.m.,  Monday-Friday) 
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smoke  contains  over  400  com- 
pounds, some  of  which  are 
carcinogens  and  may  be 
addictive. 

The  federal  government  is 
undertaking  additional  steps  to 
analyze  carefully  the  state  of 
all  available  scientific  knowl- 
edge about  the  risks  and 
alleged  benefits  of  marijuana 
for  medicinal  purposes.  In 
January  1 997  the  Office  of 
National  Drug  Control  Policy 
committed  nearly  $1  million  to 
fund  a comprehensive  review 
by  the  Institute  of  Medicine  of 
the  National  Academy  of 
Sciences  of  the  existing  clini- 
cal, medical,  and  scientific 
knowledge  of  the  health  effects 
and  potential  medical  use  of 
smoked  marijuana.  Moreover, 
on  February  1 9-20,  1 997,  the 
National  Institutes  of  Health 
held  a two-day  workshop  at 
which  non-government  experts 
in  fields  such  as  cancer  treat- 
ment, infectious  diseases,  neu- 
rology, and  ophthalmology 
reviewed  existing  research 
about  marijuana,  assessed 
what  is  known  about  its  possi- 
ble therapeutic  potential,  and 
discussed  the  factors  to  be 
taken  into  account  in  undertak- 
ing clinical  research  of  mari- 
juana. If  and  when  there  is 
adequate  scientific  evidence  to 
support  a reclassification  of 


marijuana  under  the 
Controlled  Substances  Act, 
rulemaking  proceedings  could 
be  used  to  change  marijuana's 
current  classification  as  a 
schedule  I controlled  sub- 
stance. However,  unless  and 
until  that  occurs,  current  feder- 
al law  remains  in  effect. 

Jo  Ivey  Boufford,  MD, 

Acting  Assistant  Secretary  for 
Health,  Department  of  Health 
and  Human  Services;  Mark  M. 
Richard,  Esq,  Acting  Assistant 
Attorney  General,  Criminal 
Division,  Department  of  Justice 

Breast  cancer  research 

New  Jersey  ranks  third  in 
the  nation  in  the  rate  of  deaths 
from  breast  cancer  and  fourth 
highest  in  the  incidence  of  the 
disease.  In  May  1 995,  more 
than  1 25  individuals  gathered 
under  the  sponsorship  of  the 
American  Cancer  Society-New 
Jersey  Division,  Inc.,  the  New 
Jersey  State  Commission  on 
Cancer  Research,  the  New 
Jersey  State  Department  of 
Health  and  Senior  Services, 
the  Cancer  Institute  of  New 
Jersey,  and  the  Medical 
Society  of  New  Jersey  at  the 
Breast  Cancer  Summit.  The 
Summit  focused  on  four  prima- 
ry areas  of  importance:  early 
detection,  therapeutics, 
research,  and  health  care  poli- 
cy. A fifth  area  of  significant 


interest  concerned  data  collec- 
tion, especially  as  it  related  to 
the  four  topics. 

The  conclusions  and  recom- 
mendations of  the  Summit 
have  been  published  in  Breast 
Cancer  Mortality  in  New 
Jersey:  A Time  for  Action,  and 
have  been  widely  circulated. 
Additionally,  with  the  support 
of  both  the  public  and  private 
sector,  the  New  Jersey  State 
Legislature  created  the  Breast 
Cancer  Research  Fund,  which 
will  be  supported  in  part  by 
revenues  generated  by  the 
"State  Income  Tax  Check-Off" 
and  other  sources. 

Research  and  training  sup- 
port generated  by  the  fund  is 
administered  by  the  New 
Jersey  State  Commission  on 
Cancer  Research,  without 
administrative  charge,  and 
therefore,  1 00  percent  of  the 
revenues  generated  are  uti- 
lized directly  for  cancer 
research  and/or  fellowship 
training.  For  information  about 
the  Breast  Cancer  Research 
Fund  contact  Ann  Marie  Hill 
or  Laurie  Miller  at  the  New 
Jersey  State  Commission  on 
Cancer  Research,  609/633- 
6552. 


Paul  E.  Wallner,  DO,  clini- 
cal professor  and  chief, 
Department  of  Radiation 
Oncology,  Cooper 
Hospital/University  ffW 

Medical  Center  ■■■ 
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You  take  care  of  your  patients.  We’ll  take 
care  of  the  health  of  your  practice.  Our  group 
of  health  care  accounting  specialists  provides 
the  medical  community  with  the  right  type 
of  analysis  and  counseling  to  be  successful. 
Since  we’re 
dedicated  to 
increasing 
your  prof- 
itability, never 
simply  report- 
ing it,  we’ll  see 

to  it  that  your  practice  stays  healthy  for 
many  years  to  come.  To  experience 
our  unique  approach,  please  call  Ira  S. 
Rosenbloom,  Managing  Director, 

at  201-882-1100. 


Ractice 
Good  Financial 
Medicine. 


Profitability  Consultants  • Certified  Public  Accountants 
60  Route  46  East,  Fairfield,  NJ  07004 
Tel:  201-882- 1 100  Fax:  201-882-1560 


OUR  FOCUS  IS  YOUR  SUCCESS. 


Ihu  Own 
\our  Practice, 
Why  Not 
Tmr  Building? 


By  owning  your  own  building  you  can  build  equity  with  every 
payment,  take  advantage  of  long  term  appreciation  and  you  may 
qualify  for  significant  tax  savings. 

The  Money  Store®  loan  programs  can  finance  owner-user 
commercial  real  estate,  working  capital,  equipment  and  more. 
Application  is  easy  and  approval  is  quick. 


The  Money  Store 


America’s  partner  for  growing  businesses 

(800)  722-3066 

Ed  Narozny  Don  Dietz  Pat  Toriello 

South  Jersey  Central  New  Jersey  Northern  Nf 

subsidiary  corporations  ol  The  Money  Store  Inc.  Loan  terms  and  conditions  may  vary  based  upon  lending  program,  subsidiary  and  applicant  qualification. 


THE 

LAW  OFFICES  OF 
DOUGLAS  FROMBERG 


WILLS,  TRUSTS  & 
ESTATE  PLANNING 
RETIREMENT  PLANNING 
EMPLOYMENT  MATTERS 
BUSINESS  PLANNING 


FINANCIAL  PLANNING 
TAX  MATTERS 
INSURANCE  PLANNING 
ASSET  PROTECTION 


YOU’VE  WORKED  HARD 
PROTECT  YOUR  ASSETS 


FREE  INITIAL  CONSULTATION 
OFFICES  IN  MORRIS T O WN& RA  RITA N 
(201)993-1515 

33  MARKET  STREET,  SUITE  100 
MORRISTOWN,  N.J.  07960 
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MSNJ  vice-chair  elected 
AAOS  treasurer 

Stuart  A.  Hirsch,  MD,  has 

been  elected  treasurer  of  the 
American  Academy  of  Orthopae- 
dic Surgeons  (AAOS).  Hirsch  is  an 
Hirsch  MD  orthopaedic  surgeon  at  BioSport 
Orthopaedic  and  Sports  Medicine 
Associates,  in  Bridgewater,  and  chair  of  the  depart- 
ment of  orthopaedics  at  Somerset  Medical  Center, 
in  Somerville.  Hirsch  has  been  active  on  the  MSNJ 
Committee  on  Medical  Aspects  of  Sports,  serving 
as  vice-chair  for  many  years  and  involved  in  coor- 
dinating the  Committee's  annual  sports  seminar. 
Hirsch  is  a past-president  of  the  New  Jersey 
Orthopaedic  Society. 


New  health  system 
for  Garden  State 

The  Sisters  of  Charity  of  St. 
Elizabeth,  who  sponsor  St.  Jo- 
seph's Hospital  and  Medical  Cen- 
ter in  Paterson  and  St.  Mary's  Hos- 
Trunfio f PhD  P'ta^  ‘n  Passaic,  and  the  Sisters  of  the 
Sorrowful  Mother,  who  sponsor 
Northwest  Covenant  Medical  Center,  have  joined 
to  form  a new  parent  corporation,  Via  Caritas 
Health  System.  Via  Caritas  Health  System  will 
sponsor  all  three  hospitals  and  their  affiliated  cor- 
porations. Joseph  Trunfio,  PhD,  will  serve  as  presi- 
dent and  CEO  and  Sister  Jane  Frances  Brady  will 
serve  as  chair  of  the  Board  of  Trustees  and  execu- 
tive vice-president. 


Care  and  caring  at  the  end  of  life 

Health  care  professionals  and  providers 
convened  at  MSNJ  to  stimulate  ideas  for 
improving  end-of-life  care  and  to 
foster  change  in  our  attitudes  and 
approaches  of  the  treatment  of 
seriously  ill  and  dying  patients.  The 
conference,  The  New  Jersey 
SUPPORT  Summit,  featured  a keynote 
address  by  Commissioner  Len 
Fishman  (see  page  55).  The  first  part 
of  the  conference  centered  on  The 
Robert  Wood  Johnson  Foundation's 
Study  To  Understand  Prognoses  and 
Preferences  for  Outcomes  and  Risks  of 
Treatment  (SUPPORT)  project.  Also  part  of 
the  agenda  were  breakout  sessions: 

Focus  on  substance  abuse 

The  Center  for  Personal  Recov- 
ery at  Raritan  Bay  Medical  Center 
presented  a program  on  substance 
abuse  in  the  workplace  at  the  New 
Jersey  State  Industrial  Safety  Com- 
mittee's seminar  on  occupational 
safety  and  health  education.  Fifty 
seminar  participants  learned  about 
substance  abuse  in  the  workplace,  employee  assis- 
tance programs,  treatment  options,  and  continuing 
care,  including  a discussion  led  by  Kenneth 
Cochrane,  PhD,  who  reviewed  treatment 
options. 


"How  can  we  improve  communication 
and  decision  making?";  "How  can  we 

change  the  culture  of  medicine  and 
medical  institutions?";  and  "How 
can  we  change  American  culture 
and  our  attitudes  toward  death?" 
Speakers  included  representatives 
from  The  Robert  Wood  Johnson 
Foundation,  New  Jersey 
HealthDecisions,  the  New  Jersey 
Hospital  Association,  and  the  New 
Jersey  HMO  Association.  The  program 
was  sponsored  by  New  Jersey 
HealthDecisions,  the  New  Jersey  Hospital 
Association,  and  MSNJ. 

Reapproval  for  two  south  Jersey  centers 

Riverview  Regional  Cancer  Center  of 

Riverview  Medical  Center,  in  Red  Bank,  and  the 
Regional  Cancer  Center  at  Memorial  Hospital 
of  Burlington  County,  in  Mount  Holly,  have  been 
granted  reapproval — three  years  for  Riverview  and 
four  years  for  Memorial  Hospital — from  the 
Commission  on  Cancer  of  the  American  College  of 
Surgeons  (ACS).  Less  than  25  percent  of  the 
nation's  hospital  and  cancer  centers  have  gained 
approval  from  ACS.  Kim  Mazzei  is  the  director  of 
Riverview's  cancer  center;  Alan  S.  Weinstein, 
MD,  serves  as  the  medical  director  for  Memorial 
Hospital's  cancer  center.  continued  on  page  14 


Len  Fishman, 
commissioner 


Kenneth 
Cochrane,  PhD 
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With  our  SBA  loan  you 
can  borrow  up  to  $1,000,000. 


You  can  receive  a Small  Business 
Administration  (SBA)  Loan  from  Valley 
National  for  as  little  as  $50,000  or  as  much 
as  $1,000,000.  And  because  Valley 
National  is  a Preferred  SBA  lender,  the 
approval  process  is  amazingly  quick.  In 
most  cases,  we  can  give  initial  credit 
approval  in  three  business  days  or  less. 

You’ll  also  be  working  with  a team  of 
experts  who  specialize  in  satisfying  the 
needs  of  small  businesses.  Plus,  you’ll  find 
the  monthly  payments  are  surprisingly 
affordable.  Use  your  loan  to  finance  your 
commercial  property  and  you’ll  have  up  to 
25  years  to  pay  it  back.  If  you’re  borrowing 
to  finance  equipment  or  working  capital, 
you’ll  have  up  to  15  years  or  up  to  7 years 
respectively,  to  repay.  So  give  us  a call. 
Helping  to  grow  your  business  is  our 
business. 


1-800-SBA-6772 


THE  BANK  THAT  WORKS 


Member  Federal  Reserve  System.  Member  FDIC. 


An  Equal  Opportunity  Lender.  Preferred  SBA  Lender. 
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University  Day  highlights 


People  in  the  news 

Lisa  D.  Taylor  has  been 
named  a director  of  the  firm 
Hannoch  Weisman  and  will 
focus  on  health  care  law. 

Dorian  J Wilson,  MD,  is 
the  new  medical  director  at  The 
New  Jersey  Organ  & Tissue 
Sharing  Network. 

The  American 
Board  of  Infectious 
Diseases  has 

named  Patrick 
Aufiero,  MD,  a 
diplomate. 

Gerard  A 

Malanga,  MD, 
has  been  named 
staff  physician  at  The  Kessler 
Sports  Institute. 

MSNJ  member  David  E. 
Swee,  MD,  has  been  appoint- 
ed to  the  External  Monitoring 
Committee  of  the  Accreditation 
Council  for  CME. 

Atlantic  City  Medical  Center 
has  promoted  Richard  A. 
Richlan,  MD,  to  director  of 
anesthesia  and  perioperative 
medicine. 

Aruna  Chakrala,  MD, 

has  received  certification  from 
the  American  Board  of  Internal 
Medicine. 

The  Peer  Review 
Organization  of 
New  Jersey,  Inc. 
has  named  Ok- 
hee  Suh,  PhD,  as 
its  epidemiologist. 

Atl a n ti Ca  re 
Health  Systems 
named  Nicholas 
Castle,  PhD,  director  of 
health  outcomes  research. 

Marion  Reynolds,  Jr, 

assumed  the  position  of  vice- 
president  of  materials  manage- 
ment for  AtlantiCare  Health 
System. 


Patrick 
Aufiero,  MD 


At  UMDNJ's  University  Day,  UMDNJ  President  Stanley  S.  Bergen, 
Jr,  MD,  presented  Excellence  Awards  to  Dr.  Barry  E.  Levin,  for  bio- 
medical research;  Dr.  Julie  O'Sullivan  Maillet,  for  education; 

Dr  Joseph  N Bottalico,  for  patient  care;  Dr.  Pamela 
Basehore,  for  service  to  UMDNJ;  Dr.  Warren  Wallace,  for  sup- 
port for  UMDNJ  quality  of  life;  and  Dr.  Paulette  Moore  Hines,  for 
service  and  outreach  to  the  external  community. 


Documenting  New  Jersey's  medical  history 

A search  is  underway  by  the  UMDNJ  Libraries  to  locate 
original  documents  relating  to  the  history  of  medicine  in  New 
Jersey  in  response  to  increasing  interest  by  historians,  schol- 
ars, and  students  in  the  history  of  the  health  sciences.  The 
search  is  being  conducted  by  the  Libraries'  Special 
Collections  Department  where  the  state's  only  collection 
devoted  to  New  Jersey's  medical  history  is  located.  The  New 
Jersey  Collection  is  being  preserved  at  the  UMDNJ-George  F. 
Smith  Library  of  the  Health  Sciences  in  Newark. 

The  New  Jersey  Collection  was  established  ten  years  ago. 
Rare  books  and  other  printed  sources  are  in  the  collection, 
many  donated  in  1978  by  The  Academy  of  Medicine  of  New 
Jersey.  Over  the  intervening  years,  manuscripts,  photographs, 
and  artifacts  were  added  to  the  New 
Jersey  Collection;  it  now  includes  physi- 
cians', papers  and  medical  organiza- 
tions' records. 

Among  original  resources  in  the  New 
Jersey  Medical  History  Manuscript 
Collection  are  collections  and  miscella- 
neous documents;  for  example,  the 
papers  of  Dr.  Harrison  S.  Martland 
(1  889-1 954)  known  for  his  pioneering  research  with  the  radi- 
um dial  painters  and  the  records  of  the  Monmouth  County 
Medical  Society  (1901-1949).  The  collection  also  includes 
Dr.  Rita  Finkler's  personal  papers  containing  an  unpublished 
autobiography;  Dr.  Finkler  was  New  Jersey's  first  endocrinol- 
ogist. Dr.  Felix  H.  Vann,  a retired  obstetrician  from 
Englewood,  donated  personal  papers.  There  also  are  minutes 
of  the  New  Jersey  Obstetrical  and  Gynecological  Travel  Club 
(1931-1989);  a ledger  containing  postmortem  protocols  for 
Newark  City  Hospital  (1908-1911);  and  the  records  of 
MSNJ  and  the  MSNJ  Alliance. 

For  more  information  or  questions  about  potential  dona- 
tions, contact  Special  Collections  at  201/982-6293  or 
201/982-7830. 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . 
you  felt  a sharp 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 

SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


1 EXECUTIVE  BLVD. 


YONKERS,  NY  10701 
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ONLINE 


M S N J 


The  Net  health  care  resource 

Circling  in  cyberspace?  Looking  for 
answers  or  advice  about  the  Internet?  The 
1997  Guide  to  Health  Care  Resources  on  the 
Internet,  edited  by  John  W Hoben,  offers  a 
source  of  guidance  to  the  vast  regions  of 
cyberspace.  Chapter  titles  include:  “Add- 
ing Value  Using  the  Internet:  The  Health 
Care  Executive’s  Toolbox”;  “Patients’  and 
Practitioners’  Use  of  the  Internet”;  “Infra- 
structure Deployment:  Hard  and  Soft 
Components”;  “Payers  and  Employers  on 
the  Internet”;  and  “Community  Capital- 
ism: Leveraging  Value  in  Public/Private 
Partnerships.”  Plus,  the  textbook  pro- 
vides updated  home  pages  and  commer- 
cial resources. 

Read  your  journals  online 

At  the  click  of  a mouse,  you  can  access 
a variety  of  medical  journals  and  maga- 
zines. Here  is  a sampling  of  the  major 
journals  of  general  medical  interest: 
AMA’s  Archives  (http://www.ama-assn. 
org/) , The  Journal  of  the  American  Medical 
Association  (http://www.ama-assn.org/), 
The  New  England  Journal  of  Medicine 
(http://www.nejm.org),  British  Medical 
Journal  (http://www.tecc.co.uk/bmj/), 
Lancet  (http://www.thelancet.com/),  and 
the  Canadian  Medical  Association  Journal 
(http://www.cma.ca/).  You  also  can  find 
online  the  Mayo  Clinic  Proceedings  (http:// 
www.mayo.edu/publication/proceedings/ 
prologue.html),  Scientific  American  (http:// 
www.sciam.com),  and  Science  (http:// 
www.sciencemag.org).  Check  out  high- 
lights of  New  Jersey  MEDICINE  at  http:// 
www.msnj.org. 
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Tobacco  control 
speaks  out 

New  Jersey  Breathes 
(NJB),  the  collective 
voice  for  tobacco  control 
convened  by  MSNJ,  can 
be  found  on  MSNJ’s  web 
site  (http://www.msnj. 
org). 

Access  statistics  about 
tobacco  use  and  informa- 
tion about  NJB  and  its  mission,  minutes  from 
the  latest  NJB  meeting,  a complete  list  of  NJB  . 
member  organizations  and  their  representa- 
tives, tobacco  control  legislation  at  the  local, 
state,  and  federal  levels,  NJB  newsletter,  and 
the  grant  application  process  for  NJB  mini- 
grant program. 


Bookmarks 

www.rxlist.com 

The  site  offers  information  about  prescrip- 
tion and  over-the-counter  medications  and 
includes  the  “Top  200  Drugs”  page. 
www.sharenj.org 

The  Sharing  Network’s 
web  site  about  organ  dona- 
tion in  New  Jersey  high- 
lights statistics  on  organ 
and  tissue  donation,  sup- 
port groups,  transplant 
centers,  becoming  an  organ 
donor,  and  myths  and  mis- 
conceptions about  organ  donation, 
www.  alzheimers . org/adear 

Maintained  by  the  Alzheimer’s  Disease 
Education  and  Referral  Center,  the  site  offers 
publications  and  research  news  and  findings 
about  this  disease.  You  can  e-mail  your  ques- 
tions to  specialists. 
www.njpha.org 

A service  of  the  New  Jersey  Public  Health 
Association  (NJPHA);  access  offers  information 
about  public  health  in  the  Garden  State.  Pages 
include  “Expert-in-Residence”  program,  a pub- 
lic health  discussion  group,  information  about  I 
NJPHA,  and  a public  health  calendar. 


FORMING  A NEW 
MEDICAL  PARTNERSHIP? 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


908-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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Medical  Society  of  New  Jersey 
Long  Term  Care 
Insurance  Program 

Ensuring  a Secure  Future 
by  Preserving  Assets 


As 


.s  medical  professionals,  you  know  first  hand  the  devastating  effects  that 
extended  long  term  care  can  have  on  a person’s  hard  earned  assets.  Nursing 
Home  stays  can  range  from  $3,000-$5,000  per  month.  The  Medical  Society  of 
New  Jersey  endorses  The  Travelers  Insurance  Company  to  help  you  guard 
against  unforeseen  tragedies.  Through  special  arrangement  with  the  Travelers 
Insurance  Company,  members,  spouses,  parents  and  in-laws  are  eligible  for  a 
10%  premium  reduction. 

Important  Features  of  the  MSiyj  Endorsed  Long  Term  Care  Insurance  Program 


Available  Ages  45-79 
Specialty  Plans  Available  Ages  80-100 
Benefits  up  to  $250/day 
No  prior  hospitalization  required 
Several  waiting  periods 
Alzheimer’s,  senility  covered 
Lifetime  benefits  available 


Guaranteed  renewable  for  life 

Coverage  for  custodial,  skilled  and 
intermediate  care  as  well  as  adult 
day  care 

Available  to  your  spouse,  parents 
and  in-laws 

Waiver  of  premium  benefit 
Inflation  protection  available 


10%  Discount  for  Members  of  MSNJ,  Spouses,  Parents  and  In-Laws 

For  more  information,  please  call 

Edward  G.  Sutton,  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH 


& 


ASSOCIATES 


Medical  Sotietyot  New  Jersey 

MSNJ 
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Autre  temps, 
autre  moeurs 

The  long  lead  times  associated  with  a 
monthly  periodical  produce  a continuing 
worry  that  the  message  may  become  outdated 
or  prove  to  be  inaccurate.  Most  of  the  time  we 
are  lucky,  if  not  prescient;  at  other  times  it 
pays  to  reconsider  and  update.  Let  me  do  so 
now  with  several  recent  newsworthy  stories. 

Mammography.  In  the  first  quarter  of  this 
year  we  have  seen  the  same  scientific  data 
receive  three  different  interpretations.  In 
January,  the  National  Cancer  Institute  (NCI) 
of  the  National  Institutes  of  Health  (NIH) 
denied  the  value  of  mammograms  for  women 
in  their  40s.  On  March  27,  the 
NCI  reversed  its  negative 
January  position  and  recom- 
mended that  these  women 
should  have  screening  breast 
x-rays  every  one  to  two  years. 

This  action  occurred  several 
days  after  the  American  Cancer 
Society  recommended  yearly 
screening  for  the  same  popula- 
tion. The  NCI  also  advised 
women  with  a history  worri- 
some for  possible  breast  cancer 
to  ask  their  doctors  about  the 
proper  intervals  for  screening 
or  diagnostic  studies. 

In  my  April  editorial,  I gave 
the  same  recommendations  as 
did  the  NCI  in  March,  and  pointed  out  some 
of  the  reasons  for  reconsidering  the  original 
NCI  denial.  However,  I must  concede  that  my 
guidelines  were  couched  in  terms  designed  for 
easy  understanding.  The  advice  I have  given 
my  patients  is  actually  more  complex.  Instead 
of  requesting  mammograms  every  one  to  two 
years,  I have  suggested  yearly  screening  every 


Several  recent 
newsworthy 
stories-the 
need  for 
mammograms , 
the  tobacco 
wars,  and  the 
medical  use  of 
marijuana  are 
in  need  of 
reconsideration 
and  updating. 


year  beginning  at  age  40,  and 
continuing  until  several  years 
after  menses  ceased,  when  alter- 
nate-year films  might  suffice, 
unless  hormone  replacement 
therapy  had  been  instituted.  This 
opinion  is  based  upon  clear  evi- 
dence that  breast  cancer  grows 
faster  in  younger  women,  who 
have  higher  levels  of  hormonal 
production,  and  it  would  be  pru- 
dent to  screen  at  shorter  intervals 
in  this  group.  Older  women,  in  comparison, 
might  reasonably  lengthen  the  intervals. 

The  diagnosis  of  breast  dis- 
eases is  changing.  In  addition  to 
newer  modalities  mentioned  in 
my  April  tract,  others  are  ongo- 
ing, including  MRI  studies, 
thermal  imaging,  and  digital 
technology.  The  future  is  excit- 
ing. For  the  present,  at  least  we 
have  some  semblance  of  unifor- 
mity in  helping  a somewhat 
confused  patient  population. 

Tobacco  wars.  The  Liggett 
tobacco  group  has  proposed 
settling  governmental  and  class 
action  lawsuits  by  immediate 
and  delayed  cash  payments, 
and  by  providing  potentially 
sensitive  documents  for  use  against  other 
tobacco  companies.  The  group  also  conceded 
that  smoking  was  addictive  and  would  agree 
to  an  additional  warning  being  placed  on  the 
packages.  Congressman  Martin  T.  Meehan 
immediately  announced  he  would  file  a bill  to 
require  larger,  more  visible  and  more  strongly 
worded  warning  labels  on  cigarette  packs. 
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Where  there  is  an  open  mind,  there  will  always  be  a frontier. 

Charles  E Kettering,  in  Profile  of  America,  1954. 


“ Change ” is  scientific,  “ progress ” is  ethical;  change  is  indubitable,  whereas  progress  is  a 
matter  of  controversy.  Bertrand  Russell,  Philosophy  and  Politics,  Unpopular  Essays,  1950. 


Many  newspapers  feel  that  tobacco’s  pro- 
tective barricades  are  crumbling  and  that  the 
Liggett  settlement  would  affect  public  opinion 
considerably  and  might  reduce  the  pressures 
on  youngsters  to  smoke.  Although  we  should 
all  applaud  the  breach  in  the  wall  of  denial 
erected  by  the  tobacco  companies,  it  would  be 
premature  to  proclaim  victory.  The  Mississippi 
Supreme  Court  imposed  a temporary  injunc- 
tion against  the  release  of  documents;  the 
other  tobacco  companies  had  argued  that 
these  were  privileged  and  should  be  main- 
tained as  such  permanently.  Similar  actions  in 
other  jurisdictions  can  be  expected.  The  larg- 
er cigarette  manufacturers  are  not  likely  to 
give  in  easily. 

Although  the  rate  of  decrease  in  the  con- 
sumption of  tobacco  products  has  slowed,  the 
alarming  increase  in  usage  by  the  young  is  not 
likely  to  be  reversed  by  labels.  Matthew  L. 
Myers,  executive  vice-president  of  the 
Campaign  for  Tobacco-Free  Kids,  is  quoted  in 
The  New  York  Times,  “Kids  understand  that 
cigarette  smoking  is  harmful,  but  they  don’t 
believe  the  harms  apply  to  them.” 

In  June  1996,  I suggested,  in  part,  that  all 
advertising  be  banned,  that  all  warning  labels 
be  removed,  and  that  tobacco  taxes  be 
increased  substantially.  Many  others  concur. 
Advertising  could  be  banned  without  deci- 
mating constitutional  rights.  We  should  be 
able  to  convince  doubters  that  removing 
warning  labels  also  would  remove  a great  deal 
of  governmental  protection  now  being  afford- 
ed manufacturers  in  liability  action.  And  rais- 
ing taxes  could  provide  revenue  for  healthful 
projects  and  deter  smokers. 

Mass  anti-smoking  campaigns  must  be 
continued.  Youngsters  must  develop  alterna- 


tive peer  pressures  to  avoid  or  to  quit  smok- 
ing. And  we  should  raise  a memorial  to  the 
recently  deceased  Oscar  Auerbach,  MD, 
pathologist  at  the  East  Orange  VA  hospital, 
who  showed  more  than  50  years  ago  the  rela- 
tionship between  smoking  and  lung  cancer. 

Marijuana.  The  Point  Counterpoint  in  last 
month’s  New  Jersey  MEDICINE  discussed  the 
merits  and  demerits  of  marijuana  as  a medic- 
inal agent.  There  is  considerable  disagree- 
ment; it  is  almost  a “yes”  or  “no”  situation. 
Meanwhile,  the  majority  of  oncologists  sam- 
pled have  recommended  it  to  some  of  their 
patients.  California  and  Arizona  have  autho- 
rized its  use  by  physicians,  although  their 
control  measures  vary  considerably. 
Discussion  seems  to  get  bogged  down  in  a 
confusion  about  therapeutic  use  vs.  recre- 
ational use  vs.  decriminalization  vs.  legaliza- 
tion. I have  real  worries  about  the  increasing 
use  of  drugs,  including  marijuana,  in  younger 
children.  Should  this  call  for  both  increased 
educational  efforts  and  simultaneous  separa- 
tion of  younger  students  from  older  ones  to 
decrease  deleterious  peer  pressure?  Why  does 
the  government  still  maintain  a handful  of 
patients  in  a marijuana  program,  even  though 
it  is  run  fitfully  and  inefficiently? 


At  the  time  of  this  writing,  an  advisory 
panel  of  the  NIH  is  expected  to  help  by  eval- 
uating previous  research  and  by  determining 
the  breadth  and  scope  of  trials  needed  to  set- 
tle all  the  unanswered  questions.  The  New 
England  Journal  of  Medicine  has  endorsed  the 
medical  use  of  marijuana  and  The  New  York 
Times  has  welcomed  that  input.  A good  scien- 
tific study  seems  long  overdue.  tin 
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National 

in  Scope, 

Regional  in 

Management 

The  Omnia  Advantage 

With  networks  in  New  Jersey,  Pennsylvania,  Chicago, 
and  Cincinnati,  Omnia,  Inc.  is  the  most  talked- 
about  national  Womens  Healthcare  Network.  Omnia’ s 
networks  feature  top-area  Ob/Gyns  dedicated  to 
promoting  low  cost,  quality  care. 

Omnia  offers  its  physicians  the  opportunity  to 
participate  in  capitated  contracts  resulting  in  an 
increased  patient  base. 

Additional  benefits  include: 

■ Physician  recruitment  services 

■ Affordable  malpractice  insurance 

■ Continuing  medical  education  and 
research  protocol  opportunities 

■ State-of-the-art,  interactive  education 
programs  including  ACOG  award-winning 
CD-ROMs 

More  than  1,000  Ob/Gyns  nationwide  have  joined 
the  Omnia  networks...  and  the  number  increases  every 
day.  To  learn  how  to  join  the  more  than  500 providers 
in  the  Omnia  of  New  Jersey  network  or  for  more 
information  about  OmnixTs  innovative  programs, 
call  (800)  889-4944  or  visit  us  at 
http://wivw.omnialink.com. 

Omnia 

Your  Partner  in 
Women’s  Health 
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Robin  K.  Levinson 


IN  THE 

SPOTLIGHT 


Interview  with 
Mark  Aita,  MD,  SJ 


Mark  Aita,  MD,  SJ,  is 
the  medical  director  of  St. 
Luke's  Catholic  Medical 
Services  and  staff 
physician  at  Our  Lady  of 
Lourdes  and  Cooper 
Hospital  University 
Medical  Centers  both  in 
Camden.  Dr.  Aita  carries 
a full  patient  load, 
teaches  medical  students, 
and  consults  on  bioethical 
issues.  As  associate 
pastor  of  Holy  Name 
Roman  Catholic  Church, 
Father  Mark  conducts  a 
weekly  mass,  participates 
in  the  liturgical  life  of  the 
church,  and  assists  two 
full-time  priests.  In 
addition,  Dr.  Aita  helps 
run  two  youth  athletic 
clubs  and  serves  as  a 
trustee  of  the  First  Police 
District  of  Camden's 
Public  Safety  Council. 

Q.  What  do  your  two 
professions  have  in  common? 

A.  A doctor  cares  for 
patients;  a priest  cares  for 
people,  and  both  are  done  in  a 
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confidential  setting  where 
there's  a great  deal  of  trust.  In 
both  cases,  people  express 
themselves  or  reveal  themselves 
to  you.  As  a doctor,  you  try  to 
treat  them,  help  them  change 
their  lifestyle,  if  necessary,  give 
them  advice,  or  diagnose  them. 
As  a priest,  you're  also 
assessing  people  spiritually  as 
well  as  physically  and 
psychologically.  As  you're 
assessing  them,  you're  giving 
them  a perspective  that  allows 
them  to  see  their  life  in  the 
perspective  of  God's  great  gifts 
to  us,  how  their  life  fits  in  with 
God's  plan  of  salvation,  and 
how  they're  part  of  that  plan. 

Q.  You  did  your  residency 
at  Indiana  University  Medical 
Center.  What  brought  you  to 
Camden? 

A.  When  I finished  my 
residency,  I went  on  for 
theology,  and  during  my  course 
of  theology,  the  Maryland 
Province  of  the  Society  of  Jesus 
wanted  to  start  ministering  with 
the  Latino  people.  They  chose 
Camden  because  it  was  the 
poorest  city  in  our  Province.  In 
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fact,  Camden  is  rated  as  the 
fifth  poorest  city  in  the  country.  I 
always  had  wanted  to  practice 
medicine  in  the  inner  city,  and 
when  the  Province  decided  to 
come  to  Camden,  I thought  this 
would  be  a perfect  fit.  So  I went 
to  Mexico  for  three  months  and 
learned  Spanish.  I came  here 
the  same  month  I was  ordained 
(in  1983). 

Q.  How  did  you  become 
involved  with  Camden's  youth 
when  your  medical  specialty  is 
gerontology? 

A.  I was  doing  so  much 
work  with  the  elderly  and  there 
was  a possibility  of  my  being 
grandfathered  in  as  a 
gerontologist  by  passing  an 
examination.  So  I studied  and 
passed.  Because  gerontology 
was  a relatively  new  field  in 
1 992,  I was  able  to  get  my 
board  certification. 

But  I've  always  had  great 
love  for  kids.  So  in  1 983,  with 
a group  of  men  from  the 
community,  we  formed  Holy 
Name  Little  League,  which  has 
been  in  operation  since  summer 
1 984.  It  began  with  four  teams 
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Mark  Aita,  MD,  SJ 

and  grew  every  year.  Currently 
we  have  30  teams  and  450 
kids  ages  5 to  1 5 who  are 
playing  baseball  and  softball 
every  summer,  and  90  adult 
volunteers  who  run  the  league.  I 
was  president  of  the  league  for 
the  first  nine  years;  now  I'm 
considered  the  founder  and 
treasurer. 

Q.  What  is  the  biggest 
health  problem  confronting  the 
youth  in  your  community  or  any 
inner  city? 

A.  Violence.  We're  trying  to 
address  that  in  a lot  of  ways. 
One  is  through  athletic 
programs.  We  try  to  get  kids 
involved  not  only  to  play  sports, 
but  also  to  be  exposed  to 
coaches  as  adult  role  models. 
We  also  do  peer  mediation 
programs  through  a winter 
basketball  league.  We  have  the 
9 through  1 3 year  olds  play  a 
game  for  an  hour  then  spend 


an  hour  in  the 
classroom 
learning  how  to 
be  peer  mediators 
so  they  can 
handle  conflicts 
peacefully  instead 
of  with  violence. 
The  best  age 
group  for  these 
violence- 
prevention 
programs  is 
preteens,  ages  1 0 
through  1 3 years, 
because  they  are  more 
impressionable.  We  held  the 
peer  mediation  program  for  the 
first  time  this  year,  and  we  plan 
to  hold  it  every  winter. 

Q.  What  can  other 
physicians  do  to  help  children 
in  their  communities? 

A.  It  depends  on  the  doctor's 
interest.  If  you're  interested  in 
athletics,  you  can  volunteer  to 
be  a team  doctor,  and  a lot  of 
doctors  do  that.  I once  asked 
an  orthopedic  physician  to  talk 
to  all  our  Little  League  coaches. 
He  put  together  a three-hour 
seminar  on  first  aid  and  how  to 
address  emergencies  on  the 
playing  field. 

There  are  so  many  areas 
doctors  can  access.  It  may  be 
just  three  hours  once  in  a 
lifetime,  or  once  a week,  or 
once  a month,  or  once  every 
three  months.  I would  begin  by 
looking  to  a hospital's 
community  outreach  program. 


Q.  Is  your  theology  ever  at 
odds  with  your  patients'  wishes 
when  it  comes  to  living  wills, 
do-not-resuscitate  orders,  and 
related  issues? 

A.  There  hasn't  been  a 
clash,  although  there  is  the 
potential  for  it.  Catholic 
tradition  is  very  broad-minded 
on  this  issue.  There  is  a 
Christian  principle  that  if 
technologies — such  as  getting  a 
special  procedure  or  respirator 
if  you  know  you're  dying — 
detract  from  the  importance  of 
life,  then  the  technologies  don't 
have  to  be  used.  The  Catholic 
position  is  that  human  beings 
are  brought  into  this  world  to 
love  and  serve  God,  but  this  life 
is  not  the  end. 


Q.  Do  you  believe  that  faith 
in  God  can  have  a clinical 
impact  on  a patient's  health? 


A.  No  question.  I've  seen  it 
time  and  time  again.  For 
instance,  people  get  better 
quicker  with  a positive  attitude. 
With  my  people,  it's  usually  a 
religious  attitude  that  helps 
them  get  better  quicker  and 
accept  things.  For  other  people 
who  aren't  religious,  there  are 
other  ways.  I'm  not  saying 
religion  is  the  only  way.  God 
works  in  His  individual  way  for 
you,  no  matter  what  your  faith. 
Even  if  you  have  no 
faith,  God  never  gives  HITT! 

up  on  us.  ■■■■ 
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TODAYS  CONTRACTS 
EQUALS 

TOMORROWS  MEDICINE 

We  have  negotiated  contracts  with  hospitals  and 
private  practices  in  behalf  of  physicians  since  1971. 
We  charge  one  reasonable  and  level  fee  which 
covers  everything  including  professional  legal 
and  accounting  services.  We  are  resolute  and 
protective  in  achieving  most  of  our  clients  needs. 
Our  approach  is  diplomatic  and  respectful  because 
after  all... 

WE  SEEK  YOUR  ECONOMIC  ADVANCEMENT 
NOT  THEIR  INSTITUTIONAL  RESENTMENT. . . 

THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616 


’ 


Druker,  Rahl  & Fein 


Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 


We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 
...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 
Contact  Robert  J.  Rahl,  CPA 
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We  Make  House  Calls 

Accurate 

Document  Destruction  & Recycling,  Inc. 

CONFIDENTIAL  RECORDS  DESTROYED 

MOBILE  ON-SITE  OR 
AT  OUR  SECURED  FACILITY 

WHY  IT  PAYS  TO  RECYCLE  WITH  ACCURATE 

• FREE  RECYCLING  CONSULTATION  SERVICE 

• FREE  AWARENESS  DAY  SYMPOSIUM 

• ALL  NECESSARY  RECEPTACLES  PROVIDED 

• HIGHEST  PRICES  PAID  FOR  RECYCLABLES 

We  service  the  states  of  New  Jersey,  New  York  Metro 
Areas  and  Eastern  Pennsylvania. 


1-800-474-7332 

„ . _ . .. . Mercer  County’s 

1 445  Lower  Ferry  Road  Ewing,  N J 0861 8 Largest  Recycler  ot 

E-mail  us  at  WeDestroy@gnn.com  Hi-Grade  Papers! 


Specializing  in  the 

Business  of  Health  Care 

Physician  Practice  Assessment/Contract  Negotiations 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  Income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramgs  New  York  City 
Call  us  at  800-235-9381 


R.  MARTIN  0LIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

N.J.  BAR  1972  PATENT  BAR  1972  N.Y.  BAR  1974 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1.  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 
These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


For  quotations  or  more  information, 
please  call  us  today. 

MATHER  & CO. 


Jib'  ' • UL 


Vi  • 


226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 
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Whither 
managed  care? 


Bill  Berlin,  PhD 


As  the  nurse  at  New 
Brunswick  Family 
Practice  prepares  to  take 
a blood  sample,  she 
voices  an  increasingly 
typical  lament. 

“Everything  seems  so 
different  in  health  care 
today,”  she  says  with  a 
sigh.  “The  HMOs  have 
changed  everything.” 

Many  would  agree.  Today,  a 
rising  chorus  of  concern  rever- 
berates throughout  the  media,  in 
the  halls  of  government,  and 
across  dinner  tables  around  the 
country — a kind  of  backhand 
compliment  to  the  ability  of 
managed  care  to  penetrate  the 
national  consciousness.  Once 
the  social  experiment  of  health 
care  reformers,  managed  care 
organizations  and  HMOs,  in  par- 
ticular, have  become  the  domi- 
nant players  in  the  medical  mar- 
ketplace, and  “public  enemy 
number  one”  to  many  physi- 
cians and  other  health  care 
providers. 

Consider  these  facts: 

• The  number  of  HMOs 
increased  from  556  in  1994  to 


669  in  1995,  despite  the  closing 
or  merger  of  29  plans. 

• Total  nationwide  enroll- 
ment in  HMOs  increased  to  67.6 
million  in  1995,  or  25.7  percent 
of  the  population,  a jump  from 
21.1  percent  in  1994;  some 
experts  project  an  increase  of  50 
million  by  the  year  2000. 

• As  of  January  1996,  90.9 
percent  of  total  HMO  enrollment 
came  from  metropolitan  mar- 
kets, reinforcing  the  fact  that 
HMOs  are  mainly  an  urban  phe- 
nomenon. 

• Small  businesses  have 
moved  strongly  toward  managed 
care:  69  percent  of  employees 
working  for  companies  with  50 
or  fewer  employees  were  en- 
rolled in  managed  care  plans  in 
1995,  compared  with  only  22 
percent  in  1993. 

New  Jersey  currently  has  52 
managed  care  providers  and  18 
integrated  care  providers, 
according  to  the  Managed  Care 
Information  Center  in  Wall 
Township.  Twenty-six  HMOs 
serve  an  estimated  2.7  million 
people,  and  embrace  roughly  25 


percent  of  the  commercial  mar- 
ket in  the  Garden  State,  which  is 
still  considered  to  be  fertile 
ground  for  managed  care 
growth. 

HMO  enrollments  in  the  state 
are  expected  to  get  an  additional 
boost  this  year  from  the  absorp- 
tion of  Medicare  patients. 
Further  expansion  is  likely  from 
another  source  as  well.  More 
than  one-half  of  the  population 
in  New  Jersey  is  getting  health 
care  from  employers  who  are  in 
ERISA  self-funded  plans.  While 
these  plans  are  largely  unregulat- 
ed and  have  minimal  reporting 
requirements,  last  year’s  data 
suggest  that  they  are  in  decline 
in  the  Northeast  region.  More 
covered  employees  appear  to  be 
going  back  into  the  commercial 
market,  where  most  likely  they 
will  be  joining  HMOs. 

If  the  HMO  bandwagon  still  is 
rolling,  and  if  enrollments  con- 
tinue to  escalate,  then  why  have 
industry  profits  and  stock  prices 
fallen,  and  why  is  there  growing 
restlessness  in  corporate  board- 
rooms?  If  managed  care  still  is  a 
growth  sector,  then  why  is  Paul 
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Langevin,  Jr,  president  of  the  New  Jersey  HMO 
Association,  predicting  a difficult  year  for  his  mem- 
bership? 

While  HMOs  continue  to  amass  consumers,  many 
entered  1997  with  a very  mixed  financial  picture. 
Smith  Barney  analyst  Geoffrey  Harris  points  out  that 
65  percent  of  HMOs  lost  money  in  1996,  compared 
with  40  percent  in  1995.  By  contrast,  nearly  90  per- 
cent of  HMOs  showed  a profit  in 
1994. 

Profits  of  13  out  of  the  16 
largest,  publicly  traded  HMOs 
fell  from  first  quarter  highs  in 
1996,  sending  stock  values 
down  significantly.  Stock  prices 
in  the  HMO  sector  declined  by 
an  average  of  22  percent  in  1996, 
compared  to  a 23  percent 
increase  in  the  Standard  & Poor 
index.  Oxford  Health  Plans  posted  a 63  percent 
increase  in  1996,  but  was  one  of  only  three  compa- 
nies to  buck  the  general  downward  trend. 

Industry  analysts  are  generally  cautious  about  the 
prospects  for  the  near  future.  Many  HMOs,  bound  by 
fixed  contractual  premium  rates,  have  seen  profits 
hurt  by  rising  costs,  especially  higher  prices  for  pre- 
scription drugs  and  faulty  actuarial  estimates. 
Another  possibility,  one  analyst  believes,  is  that  some 
HMOs  may  have  intentionally  allowed  profits  to 
decline  in  the  face  of  mounting  public  criticism. 
“One  or  2 percent  profit  margins  are  less  easy  to 
attack  than  9 percent,”  says  Doug  Sherlock,  editor  of 
the  industry  newsletter,  Pulse. 

Langevin  discounts  this  notion,  arguing  that  cut- 
ting profit  margins  would  be  foolish  for  HMOs  that 
depend  upon  Wall  Street  capital  to  survive.  Instead, 


he  sees  a squeeze  on  the  sector  from  both  govern- 
ment and  employers,  flattening  premiums,  and 
encouraging  consolidations.  In  truth,  the  prolifera- 
tion of  HMOs  and  other  managed  care  organizations 
has  created  a “buyer’s  market”  for  employers  who 
can  exploit  competition  between  plans  to  keep  prices 
level  or  bargain  for  discounts. 

At  the  same  time,  government  efforts  to  restrain 
spending  are  making  HMO 
Medicare  contracting  something 
of  a mixed  blessing,  at  least  for 
now.  The  Clinton  adminstration’s 
intention  to  revamp  Medicare, 
with  the  goal  of  saving  $138  bil- 
lion over  the  next  six  years, 
includes  a proposal  to  cut  pay- 
ments to  HMOs  by  $45  billion 
over  this  period. 

In  the  face  of  these  cross-pres- 
sures, HMOs  are  expected  to  seek  rate  increases  of 
between  1 and  6 percent  in  1997,  the  first  significant 
increase  for  many  employers  since  1994.  Aetna  has 
reported  1997  premium  increases  of  between  3 and 
6 percent  in  its  managed  care  plans,  compared  to  flat 
premiums  in  1996.  Still,  HMOs  remain  a bargain 
compared  to  other  plans.  According  to  Business 
Insurance,  1997  increases  in  other  health  care  plans 
are  likely  to  be  higher — 10  to  15  percent  for  tradi- 
tional indemnity  plans,  7 to  12  percent  for  PPOs,  and 
3 to  8 percent  for  point-of-service  plans. 

The  real  surge  in  HMO  premiums  may  come  in 
1998.  Many  analysts  are  predicting  a renewed  jump 
in  health  care  costs,  with  a 4 percent  increase  this 
year,  and  possibly  a 10  percent  rise  in  1998.  Managed 
care’s  ability  to  control  costs  is  likely  to  weaken  in 
the  face  of  numerous  pressures,  including  the  con- 


Profits  are  down, 
enrollments  are 
up,  and  the 
HMO  sector 
still  is 

taking  shape. 


28  New  Jersey  Medicine  may  1997 


■hlllm  i Ill 1 111  l ilMl 

FEATURE 


tinuing  rise  in  prescription  drug  prices,  patient 
demand  for  the  latest  technologies,  and  the  public 
backlash  against  HMOs.  Public  criticism  has  result- 
ed in  longer  hospital  stays  for  certain  procedures  and 
has  caused  many  managed  care  plans  to  offer  greater 
choice  in  their  policies.  Both  of  these  trends  are  like- 
ly to  increase  premiums. 

While  HMO  profits  currently  may  appear  lean, 
managed  care  organizations  still  have  a hungry  look 
when  it  comes  to  mergers  and  consolidations.  Three 
of  the  10  largest  HMOs  were 
acquired  or  merged  during  the 
past  year.  The  emergence  of  large 
national  HMO  chains  in  the  last 
two  years  has  increased  pres- 
sures on  other  plans  to  merge. 

After  Aetna’s  acquisition  of  US 
Healthcare,  the  new  entity  now 
provides  health  care  services  to 
23  million  people,  and  managed 
care  services  to  10.3  million 
members.  “I  can  say  this,”  affirms  Langevin.  “You’re 
not  going  to  continue  to  see  26  HMOs  in  New  Jersey 
because  the  critical  mass  you’re  going  to  need  in 
order  to  survive  is  increasing.  The  number  of  HMOs 
is  going  to  have  to  decline,  and  you’re  not  going  to 
see  any  new  starts.” 

Moreover,  the  trend  toward  larger  HMOs  is  having 
a trigger  effect  throughout  the  health  care  industry, 
spurring  the  growth  of  hospital  mega-systems  as  well 
as  consolidations  within  the  medical  profession. 
Market  logic  suggests  that  larger  physician  group 
practices  will  continue  to  develop  in  order  to  deal 
with  managed  care  organizations  and  with  medical 
conglomerates  such  as  Mullikin.  One  indication  of 
this  is  the  growth  of  physician  practice  management 


companies  that  provide  capital,  information  technol- 
ogy, and  managerial  skills  to  group  practices. 

Where  does  all  this  leave  physician-sponsored 
plans?  For  now,  the  signals  are  mixed.  Rulings  last 
year  by  the  Federal  Trade  Commission  and  the 
Department  of  Justice  that  relaxed  the  antitrust  bur- 
den on  health  care  provider  networks  should  accel- 
erate the  growth  of  physician-sponsored  plans. 
Thirty  seven  state  medical  societies  either  have  or  are 
planning  to  create  such  plans.  Joseph  Bilotti,  MD, 
who  heads  up  the  Physicians’  Healthcare  Plan  of 
New  Jersey,  believes  that  “as  con- 
sumers become  more  selective 
and  niche  markets  become  more 
important  in  New  Jersey, 
provider-sponsored  plans  will 
grow  to  fill  these  needs.” 

Still,  provider-sponsored  plans 
face  some  formidable  obstacles, 
most  notably  the  need  for  sub- 
stantial capital.  Competing  with 
large,  well-capitalized  commercial  HMOs  will 
require  deep  financial  pockets,  and  will  generate  the 
same  kind  of  pressures  on  services,  costs,  and  fees 
that  have  made  the  for-profits  lucrative.  Many 
provider-sponsored  plans,  such  as  First  Option,  have 
had  significant  problems  showing  a profit,  reflecting 
the  general  uncertainty  about  the  future  of  these 
plans. 

Managed  care  appears  to  be  entering  a new 
phase — a “shaking  out”  period  of  continued  growth 
and  market  consolidation,  an  emphasis  on  greater 
consumer  choice  and  more  savvy  public  relations, 
and  an  inevitable  rise  in  premiums.  Managed  care 
may  be  changing,  but  mostly  in  the  direction  of 
greater  entrenchment  in  the  health  care  mar- 

ketplace.  [Ml 
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Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 


Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


The  author(s)  should  submit  a 30- word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus:  1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration 
symbol.  ■■■ 
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The  Medical  Society  of  New  Jersey  and 
the  Medical  Inter-Insurance  Exchange 

are  pleased  to  offer  the  following 
innovative  services  for  physicians: 


Investment  Services 

• Investment  strategies  through 
MIIX  Capital  Management 

• Fee-based  investment  consulting 
for  retirement  plans  and  individ- 
ual investors 

• Analysis  and  availability  of  all 
no-load  mutual  funds  and  money 
managers 

• Personalized  attention  to  help 
achieve  your  investment  goals 

• Consolidated  account  statements 
and  written  investment  policy 
statements 

For  more  information,  call 
MIIX  Capital  Management  at 
1-800-735-8584. 

Health  Care  Consulting 

• Assistance  with  professional 
relationships,  such  as  formation 
of  group  practices,  specialty 
networks  and  MSOs 

• Help  with  reimbursement/ opera- 
tional effectiveness 

• Practice  guidance  designed  to 
help  physicians  manage/ minimize 
risk  and  reduce  overhead 

• Practice  audits  and  valuations 

• Presentations  on  current  health 
care  issues 

For  more  information,  call 
MIIX  Healthcare  Group  at 
1-800-224-MIIX. 


Buying  Service 

• Medical  supplies  at  guaranteed 
low  prices 

• Office  supplies  at  discounts  as 
high  as  80%  off  list  prices 

• Office  equipment  (copiers,  fax 
machines,  phone  systems,  etc.) 
at  discounts  as  much  as  55%  off 
list  prices 

• Medical  equipment  (including 
ultrasound,  medical  imaging, 
cardiac  monitoring,  blood /gas 
monitoring,  etc.)  at  greatly 
reduced  prices 

• Magazine  subscriptions  (most 
comprehensive  list  of  titles  avail- 
able) at  discounts  as  high  as  83% 
off  newsstand  prices 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 

Equipment  Leasing 

• Leasing  of  office  and  medical 
equipment  available  through 
MUX's  own  leasing  company 

• Favorable  financing  terms 

• Flexible  lease  structures  to  meet 
your  specific  financing  needs 

• Evaluations  of  leasing  quotes 
from  other  companies 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 


Pre-Owned  Medical 
Equipment 

• Assistance  in  the  acquisition 
or  sale  of  pre-owned  medical 
equipment 

• Search  for  the  equipment  closest  to 
your  specifications  at  a fair  price 

• Contacts  with  a number  of  insti- 
tutional and  private  buyers 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 

Receivable 
Management  Services 

• Cost-effective  collection  of  past 
due  accounts 

• Respect  for  the  special  physi- 
cian/patient relationship 

• Third-party  reimbursement  and 
insurance  billing  services 

For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 

Medical  Waste  Disposal 

• Initial  on-site  assessment  at 
no  charge 

• Staff  training  on  disposal  and 
record-keeping 

• Assistance  preparing  records  for 
official  inspections 

• Summaries  of  changes  in 
state  and  local  waste  disposal 
requirements 

• On-call  pick-up  service 
For  more  information,  call 
MIIX  Financial  Services  at 
1-800-227-MIIX. 
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Stuart  M.Hochron,  M.D.,  Esq . 


Physician  Legal  Representation 

• Group  Practice  Formation 

• Physician  Litigation 

• Federal  Regulation 

• Board  of  Medical  Examiners 


Practicing  Physician,  Twenty  Years 
Clinical  Professor,  UMDNJ-RWJMS 
Research  as  Highlighted  on  CNN 
AMA  Physician  Referral  Service 
Partner,  Richmond,  Hochron  & Burns 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


phone:  (908)  82 1 -0200  fax:  (908)  422-9444  e-mail:  MDLAWSMH@aol.com 
209  North  Center  Drive  North  Brunswick,  New  Jersey  08902 
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Simplified  vaginal 

HYSTERECTOMY: 

A PIONEER  APPROACH 


Drs.  Pelosi  are 
affiliated  with  Pelosi 
Women's  Medical  Center, 
Bayonne. 

The  dominant  technique  of 
vaginal  hysterectomy  in  mod- 
ern gynecologic  surgery, 
described  by  Heaney  in 
1 934, 1 has  held  sway  for 
decades  due  to  its  reliance 
upon  a logical  sequential  divi- 
sion of  uterine  attachments, 
reproducible  under  a wide  vari- 
ety of  circumstances.  Equally 
reliable  and  anatomically 
sound  alternatives  to  this 
method  have  been  advocated 
by  others,24  yet  the  basic  tech- 
nical mechanics  bear  consider- 
able resemblance  and  offer  lit- 
tle, if  any,  demonstrable  advan- 
tage over  the  former  when  con- 
ditions make  vaginal  hysterec- 
tomy difficult.  To  make  matters 
worse,  the  relative  ease  of 
abdominal  hysterectomy  and 
the  relative  reluctance  to  per- 
form transvaginal  surgery — 
unless  obvious  prolapse  is  pre- 
sent— have  offered  little  impe- 
tus for  new  vaginal  hysterecto- 
my techniques  designed  to 
facilitate  difficult  vaginal  hys- 
terectomy. 

With  the  advent  of  laparo- 
scopic surgery,  however,  has 
come  the  ability  to  convert  pre- 
viously considered  abdominal 
hysterectomies  into  laparoscop- 
ically  assisted  vaginal  opera- 


tions. Ironically,  in  a number  of 
these  cases,  the  conditions  that 
predicated  the  abdominal 
approach  were  anatomical 
variations  that,  despite  endo- 
scopic assistance,  still  would 
challenge  the  skills  of  an  expe- 
rienced vaginal  surgeon.  The 
unfortunate  situation  now  arises 
where  the  less-than-seasoned 
pelvic  surgeon  endoscopically 
initiates  a hysterectomy  with 
unfavorable  vaginal  anatomy 
and  then  is  unable  to  complete 
the  operation  transvaginally  in 
a safe  manner. 

We  have  systematically  stud- 
ied the  difficulty  encountered  in 
challenging  vaginal  and 
laparoscopically  assisted  vagi- 
nal hysterectomies  and  have 
developed  a strategy  by  which 
the  manipulations  required  to 
mobilize  the  uterine  specimen 
are  greatly  reduced.  Efficient 
maneuvers  culled  from  various 
vaginal  operations  have 
replaced  unnecessarily  tedious 
and  repetitive  motions,  and  the 
necessity  to  continually  reposi- 
tion surgical  assistants  and 
lighting  has  been  diminished. 
The  result  is  a method  of  vagi- 
nal hysterectomy  that  is  much 
more  reliable  and  efficient  than 
conventional  techniques  under 
a broad  range  of  circum- 
stances. 

Phase  1:  The  hemostatic  liq- 
uid tourniquet.  The  operation 


Marco  A.  Pelosi,  III,  MD 
Marco  A.  Pelosi,  MD 

begins  with  a circumferential 
infiltration  of  the  vaginal 
mucosa  (Figure  1A),  the 
uterosacral-cardinal  ligament 
complex,  and  the  posterior  cer- 
vical wall  with  diluted  vaso- 
pressin (20  units  in  1 00  mL  nor- 
mal saline)  to  achieve  a cir- 
cumferential blanching  of  the 
vaginal  epithelium  around  the 
cervix  and  along  the  visible 
length  of  the  uterosacral  liga- 
ments. Standard  precautions  to 
avoid  intravascular  injection 
are  taken. 

Phase  2:  Peritoneal  entry. 
We  have  eliminated  the  need 
to  dissect  the  tissues  of  the  pos- 
terior vaginal  fornix  in  achiev- 
ing peritoneal  entry  into  the 
pouch  of  Douglas  by  employ- 
ing a midline  posterior  cervico- 
colpotomy  similar  to  that 
described  by  Wertheim.5  The 
incision  generates  a peritoneal 
opening  at  the  junction  of  the 
posterior  uterine  serosa  with 
the  peritoneal  lining  of  the  cul- 
de-sac  and  is  typically  blood- 
less. It  requires  only  a single 
instrument  and  exposure  only 
in  the  midline. 

A retractor  is  placed  over  the 
posterior  vaginal  wall  and  the 
cervix  is  pulled  anteriorly  with 
firm  traction.  Employing  heavy 
scissors,  a full-thickness  division 
of  the  posterior  cervical  wall  is 
initiated  in  the  midline  with  one 
blade  inserted  in  the  cervical 
canal  (Figure  IB).  The  incision 
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Figure  1.  A.  Circumferential  vasopressin  injection  into  subepithelium  and  posterior  cervix.  B.  through  D.j 
Cervico-colpotomy  is  performed  incrementally  with  heavy  scissors  until  cul-de-sac  peritoneum  is  entered. 


is  continued  slowly,  simultaneously  dividing  the  over- 
lying  vaginal  epithelium  until  the  cul-de-sac  is  entered 
(Figures  1C  and  ID).  Entry  into  the  pouch  of 
Douglas  in  this  fashion  is  typically  heralded  by  an 
audible  pop  and  an  efflux  of  peritoneal  fluid,  but 
visually,  is  quite  evident.  The  scissor  tips  then  are 
spread  to  enlarge  the  incision  for  digital  exploration 
(Figures  2A  and  2B). 

Large,  rapid  strokes  of  the  scissors  must  be  avoid- 
ed with  this  technique  because  they  compress  the 
vaginal  epithelium  and  peritoneum  together  against 
the  posterior  cervical  wall  as  the  blades  are  closed. 
If  too  generous  a purchase  of  the  cervix  and  vagina 
is  made  in  this  manner,  it  is  possible  that  a large  seg- 
ment of  the  anterior  and  posterior  walls  of  the  cul-de- 
sac  may  be  compressed  and  incised.  This  risks  injury 
to  loops  of  bowel  or  other  structures  that  may  be  rest- 
ing within  this  area. 


Phase  3:  Bladder  mobilization.  The  anterior  vagi- 
nal incision  is  similar  to  that  used  for  conventional 
vaginal  hysterectomy.  However,  it  must  be  kept  rela- 
tively narrow  to  facilitate  subsequent  cervical  mobi-l 
lization.  We  prefer  a scissor  dissection  of  the  vesico-j 
cervical  space  aided  by  the  intravesical  instillation  of 
1 00  to  1 50  mL  of  methylene  blue  solution  to  accen-s 
tuate  the  bladder  wall. 

The  dissection  need  not  achieve  peritoneal  entry' 
at  the  outset.  All  that  is  required  is  sufficient  cephal-| 
ad  development  of  the  vesicocervical  space  to  mobi-'j 
lize  the  bladder  wall  anteriorly,  creating  surgical 
bladder  pillars  and  allowing  access  to  the  anterior- 
most  aspect  of  the  cardinal  ligaments  (Figures  20 
and  2D). 

Phase  4:  Cervical  mobilization.  By  conventional ; 
techniques,  the  process  of  clamping,  cutting,  and! 
suture-ligating  in  sequence  the  uterosacral  and  car-! 
dinal  ligaments  bilaterally  requires  at  minimum  three 
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),  Figures  2.  A.  Peritoneal  opening  is  enlarged  to  permit  palpation.  B.  A narrow  posterior  retractor  is  placed. 
C.  and  D.  A narrow  anterior  colpotomy  is  made. 


nstrument  exchanges  and  one  knot  placement  per 
’Jstructure  divided  with  each  motion  typically  requir- 
ng  adjustment  of  the  anterior  and  lateral  vaginal 
J'etractors  to  the  satisfaction  of  the  operator.  To 
"jaxpose  both  uterine  arteries  under  ideal  conditions 
Jpy  such  an  approach  involves  a minimum  of  1 2 
J nstrument  exchanges  and  four  knot  placements. 

To  increase  the  efficiency  of  the  vaginal  hysterec- 
yl'omy  process,  ligation  of  the  small  caliber  vascula- 
ture that  permeates  the  paracervical  attachments 
i lean  be  temporarily  deferred  until  the  uterus  has  been 
]|iremoved.  This  is  only  possible  through  the  temporary 
rjiemostasis  provided  by  the  liquid  tourniquet.  The 
; advantages  to  the  surgeon  are  considerable:  release 
jjbf  the  uterosacral-cardinal  complex  to  the  level  of  the 
i Uterine  arteries  bilaterally  requires  only  scissor  dis- 
section, only  one  introduction  of  a surgical  instal- 
lment into  the  surgical  field  and  a single  effort  of 
;!  retractor  placement  per  side;  and  suturing  of  the  sev- 


ered paracervical  tissues  can  be  performed  after 
uterine  extirpation  under  substantially  better  expo- 
sure through  an  undistorted  vaginal  cuff.  Sutureless 
division  of  the  paracervical  attachments  has  been 
described  for  abdominal,6  vaginal,7  and  laparo- 
scopically  assisted  hysterectomies.8 

Having  performed  the  posterior  cervico-colpotomy 
and  completed  at  least  partially  the  anterior  colpoto- 
my, narrow  retractors  are  placed  through  these  inci- 
sions and  the  cervix  is  pulled  outward  and  laterally. 
This  maneuver  places  tension  on  the  lateral  pillar  of 
tissue  consisting  of  the  intact  lateral  vaginal  epitheli- 
um and  the  underlying  uterosacral-cardinal  ligament 
complex  (Figure  3 A). 

The  posterior  blade  of  a heavy  scissors  is  placed 
through  the  posterior  colpotomy  and  pressed  into  the 
medial  aspect  of  the  right  uterosacral  ligament  flush 
with  the  cervix.  The  anterior  blade  is  placed  through 
the  anterior  colpotomy  and  over  the  surgical  bladder 
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Figures  3.  A.  The  bladder  and  rectum  are  retracted  through  the  narrow  colpotomies  placing  the  lateral  vagi-  ''I 
nal  epithelium  and  paracervical  ligament  complex  on  tension.  B.  The  lateral  vaginal  pillar  is  transected  in  its  fe( 


entirety  with  scissors.  C.  Residual  paracervical  tissue  is 

pillar,  rotated  inward  toward  the  cervix  and  the 
entire  interposed  uterosacral-cardinal  ligament  com- 
plex is  divided  en  masse  (Figures  3B  through  3D). 
The  procedure  is  repeated  contralaterally  (Figures 
4A  through  4D).  Minimal  dissection  of  residual 
paracervical  tissue  then  exposes  the  uterine  arteries. 

Phase  5:  Arterial  and  upper  parametria I division. 
The  uterine  arteries  are  clamped,  divided,  and  tied 
on  each  side  (Figures  5A  through  5D).  The  remain- 
der of  the  uterine  extirpation  is  performed  in  a man- 
ner essentially  unmodified  from  standard  techniques. 
After  uterine  artery  ligation,  the  remaining  broad  lig- 
ament attachments  alongside  the  uterus  are  serially 
clamped  and  divided  until  the  proximal  adnexal 
pedicle  is  reached  or  until  one  can  proceed  no  fur- 
ther cephalad  as  a result  of  uterine  enlargement 
necessitating  uterine  morcellation.  Adnexectomy, 


cut  until  D.,  the  uterine  artery  has  been  exposed. 

when  considered  indicated,  is  performed  in  a con-  r 
ventional  fashion.1 

Phase  6:  Management  of  the  vaginal  cuff.  In  the  f 
absence  of  prior  uterosacral-cardinal  ligation,  the  r 
vaginal  cuff  is  more  fully  exposed  and  undistorted  0 
than  that  typically  viewed  following  conventional  r 
techniques.  Since  the  vaginal  epithelium  has  not  r 
been  stripped  from  the  uterosacral-cardinal  ligament  r 
complex,  these  structures  will  be  found  at  the  lateral  F 
edges  of  the  vaginal  cuff  (Figures  6A  and  6C).  r 
Hemostatic  internal  figure-of-eight  sutures  are  placed 
through  these  thick  tissues  bilaterally  and  further  ec 
sutures  are  placed  if  required.  en 

Support  to  the  superior  vaginal  segment  is  created  ® 
laterally  by  full-thickness  stitches  incorporating  the  r 
vaginal  epithelium  and  the  uterosacral-cardinal  com-  P 
plex.  Medial  reinforcement  to  minimize  the  potential  P 


36  lew  Jersey  Medium  may  1997 


FEATURE 


igures  4.  A.  The  opposite  vaginal  pillar  is  similarly  divided.  B and  C.  Thick  paracervical  ligament  complex 
its|eq u i red  a second  incision.  D.  Appearance  of  fully  divided  uterosacral-cardinal  complex  demonstrates  the  thick 
t nature  of  these  structures  in  this  patient. 


)[t.  pr  cul-de-sac  herniation  is  provided  by  a conven- 
onal  external  McCall-type  culdoplasty.  When  a 
e Jeep  cul-de-sac  or  an  enterocele  sac  are  noted,  the 
^ Ixcess  peritoneum  is  excised  and  the  standard  cul- 
j iJoplasty  is  preceded  by  a higher  internal  oblitera- 
3|  on  of  the  pouch  of  Douglas  with  nonabsorbable 
fll  uture.  The  anterior  and  posterior  edges  of  the  vagi- 
pal  cuff  then  are  approximated  with  figure-of-eight 
1 1 utures  and  the  vault  is  elevated  by  tying  the  ends  of 
I ne  external  culdoplasty  suture  (Figure  6D). 

J Experience.  Since  developing  and  adopting  this 
ert  echnique  as  our  primary  approach  to  vaginal  hys- 
terectomy, we  have  performed  30  consecutive 
Jpases.  The  patients  in  this  series  had  an  average  age 
Jpf  48  years,  an  average  weight  of  1 55  pounds,  and 
bn  average  parity  of  2.  Indications  for  vaginal  hys- 
0|  erectomy  included  abnormal  uterine  bleeding 


refractory  to  hormonal  therapy,  leiomyomata  uteri, 
endometriosis,  adenomyosis,  and  chronic  pelvic 
pain.  All  patients  received  intravenous  antibiotics 
prophylactically  immediately  prior  to  surgery. 

All  surgeries  initiated  by  the  New  Jersey  method 
were  successfully  completed  by  the  techniques 
described.  The  average  operating  time  for  uterine 
extirpation  (including  adnexectomy  in  1 8 cases)  and 
vaginal  cuff  closure  (including  culdoplasty  in  10 
cases)  was  38  minutes  with  an  average  blood  loss 
of  90  mL.  There  were  no  intraoperative  complica- 
tions nor  technical  difficulties  precluding  the  comple- 
tion of  the  surgeries.  There  were  no  significant  post- 
operative complications,  e.g.  hemorrhage,  vaginal 
cuff  cellulitis,  pelvic  hematoma,  persistent  fever, 
thromboembolism,  noted  in  this  series.  All  patients 
were  discharged  from  the  hospital  within  48  hours. 
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Figures  5.  A.  The  uterine  artery  and  vein  have  been  clamped.  Note  the  hemostatic  effect  of  the  liquid  tourni- 
quet on  the  divided  tissues.  B.  The  opposite  vascular  bundle  is  clamped.  C.  Note  the  well-exposed  and  undis- 
torted anatomy  of  the  uterosacral-cardinal  ligament-vaginal  wall  complex  in  relation  to  the  ligated  uterine  vas- 
cular bundle.  D.  Upper  broad  ligaments  and  remaining  uterine  attachments  are  clamped  and  divided  in  a con- 
ventional fashion. 


All  patients  rendered  menopausal  by  surgery  were 
started  on  oral  estrogen  replacement. 

Conclusion.  Traditional  methods  of  vaginal  hys- 
terectomy represent  operations  best  suited  for  the 
removal  of  the  prolapsed  uterus  and  the  nonpro- 
lapsed  organ  in  the  presence  of  favorable  surgical 
factors.  These  operations  and  their  limitations  have 
reflected  surgical  needs  of  the  majority  of  western 
gynecologists  over  most  of  the  20th  century.  Since 
the  vaginal  route  was  not  routinely  elected  for  diffi- 
cult cases,  there  was  never  a significant  need  to 
design  more  versatile  vaginal  operations  to  compete 
with  abdominal  hysterectomy  under  those  circum- 
stances. 

The  development  of  laparoscopic  techniques  for 
hysterectomy  and  many  other  surgical  procedures, 


however,  has  strongly  impacted  the  current  genera- 
tion of  physicians  and  patients  alike  who  are  begin- 
ning to  view  the  need  for  laparotomy  with  increas- 
ing skepticism.  A demand  for  operative  alternatives 
has  renewed  interest  in  vaginal  surgery  for  patients 
with  increasingly  complicated  pathology  with  or 
without  laparoscopic  assistance.  Out  of  necessity, 
we  have  combined  a sequence  of  reproducible  tech- 
niques that  permits  us  to  safely  and  effectively 
bypass  the  limitations  of  operations  best  suited  for 
conditions  of  pelvic  relaxation  and  an  easily  nego- 
tiable vagina.  Ironically,  we  find  this  method  of  vagi- 
nal hysterectomy  to  be  more  efficient  than  conven- 
tional techniques  even  for  simple  cases  where  the 
pathology  lies  within  the  pelvis  and  not  with  defects 
in  the  support  mechanism  of  the  pelvic  floor. 
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:igures  6.  A.  Vaginal  edges  remain  dry  as  uterine  extirpation  is  completed.  B,  The  left  uterosacral-cardinal 
jJ'gament  complex  now  is  brought  into  full  view  by  traction  of  the  vaginal  cuff  and  hemostasis  is  assessed.  No 
Ijetraction  from  the  cut  vaginal  edge  occurs.  C.  Bilateral  and  posterior  traction  facilitates  the  placement  of  sup- 
Iportive  and  hemostatic  sutures.  D.  Appearance  of  completed  vaginal  cuff. 
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Diane  Haring  Cornell 

Perhaps  more  than 
anyone,  Walter  Hicks, 
PhD,  is  keenly  aware  of 
the  need  to  ease 
restrictions  on  prescribing 
narcotics  to  control 
intractable  pain  among 
the  terminally  and 
chronically  ill.  For  in 
addition  to  his  Cherry  Hill 
practice  counseling 
people  with  chronic  and 
terminal  illnesses  such  as 
cancer  and  AIDS,  Hicks, 
age  40,  has  lived  in 
acute  pain  for  most  of 
last  year. 

This  medical  psychotherapist 
has  avascular  necrosis,  a con- 
dition that  has  caused  both  hip 
bones  to  deteriorate  to  the 
point  where  he  needs  hip 
replacements.  Hicks,  who  has 
been  HIV  positive  for  nine 
years,  says  his  condition  was  a 
side  effect  of  the  medication 
azidothymidine  (AZT),  an  anti- 
viral drug  he  still  takes  as  part 
of  his  daily  regimen  to  fight  the 
AIDS  virus.  He  says  his  use  of 
AZT  depleted  his  bone  marrow, 
causing  the  debilitating  condi- 
tion. 

Hicks  knows  all  too  well  how 
tiring  and  frustrating  it  can  be 


to  keep  going  from  physician  to 
physician  in  search  of  pain 
relief,  how  awkward  it  is  to 
keep  calling  a physician  be- 
cause you  need  another  refill  of 
pain  medication,  and  how 
hard  it  is  to  endure  the  suspi- 
cious looks  from  pharmacists 
who  wonder  why  you  need  so 
much  of  the  medication.  He 
also  knows  how  desperate  a 
person  can  get  in  search  of 
some  way  to  ease  acute,  chron- 
ic pain. 

In  his  search  for  relief,  Hicks 
says  he  was  snubbed  and 
judged  by  physicians,  some  of 
whom  billed  themselves  as  pain 
management  specialists.  In 
addition,  he  comments,  "Peo- 
ple at  the  pharmacy  would  look 
at  you,  wondering  why  you 
were  asking  for  120  tablets 
rather  than  60.  There  is  an 
index  of  suspicion  about  the 
person  getting  the  prescription 
and  about  the  doctor  prescrib- 
ing it.  There  is  a lot  of  preju- 
dice." 

Unfortunately,  Hicks's  story  is 
not  unique  in  New  Jersey, 
where  by  law,  a physician  is 
restricted  to  prescribing  a 30- 
day  supply  or  120  units, 
whichever  is  less,  of  any  sched- 
ule II  drug. 


"Our  state  is  one  of  only  nine 
states  in  the  nation  that  still  has 
a restrictive  practice  on  unit 
dosing,"  says  Jack  Goldberg, 
MD,  head  of  the  division  of 
hematology/medical  oncology 
at  Cooper  Hospital/University 
Medical  Center  in  Camden 
and  a professor  of  medicine  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  Goldberg  also 
is  an  American  Cancer  Society 
professor  of  clinical  oncology 
and  a past-president  of  the 
New  Jersey  Cancer  Pain  Initi- 
ative task  force,  a program  that 
pushed  for  a change  in  pain 
management  restrictions.  He 
says  such  changes  are  long 
overdue  for  cancer  patients, 
many  of  whom  have  not  been 
provided  with  optimum  pain 
relief. 

"We  have  to  counter  the 
belief  that  cancer  pain  is 
inevitable,  untreatable,  and 
unavoidable,"  Goldberg  says. 
"It  is  not." 

The  state  Board  of  Medical 
Examiners  (BME)  is  amending 
its  regulations  to  permit  the  pre- 
scription of  narcotics,  such  as 
morphine,  in  any  quantity  that 
is  deemed  medically  necessary 
to  manage  or  to  relieve  in- 
tractable pain  associated  with 
terminal  illness  or  a chronic  dis- 
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order.  In  addition,  a bill  spon- 
sored by  Assemblywoman 
Charlotte  Vandervalk  calls  for 
the  dosing  limit  restrictions  to 
be  lifted,  and  a resolution  spon- 
sored by  Assemblywomen 
Vandervalk  and  Barbara 
Wright  calls  for  a commission 
to  examine  barriers  to  provid- 
ing pain  relief,  including  the 
possibility  that  physicians  are 
intimidated  by  the  fear  of  being 
investigated.  The  bill  passed 
the  Assembly  76-0  in  Decem- 
ber 1 996  and  awaits  action  by 
the  Senate  in  late  1997.  The 
resolution  passed  the  Assembly 
and  the  Senate  Health 
Committee  and  awaits  ap- 
proval by  the  full  Senate. 

In  a draft  of  the  amended 
regulations,  BME  points  out  that 
although  it  never  intended  to 
dissuade  practitioners  from 
relieving  their  patients'  pain 
and  never  has  sanctioned  a 
practitioner  under  these  circum- 
stances, it  believes  further  clari- 
fication is  warranted.  BME's 
executive  director,  Kevin  Earle, 
says  the  decision  to  amend  the 
regulations  was  based  on  the 
"increasing  numbers  of  prose- 
cutions due  to  indiscriminate 
prescribing"  that  BME  has  seen 
in  recent  years.  He  said  that  of 
the  1 ,000  complaints  BME 
receives  each  year,  1 0 percent 
of  them  relate  to  prescribing 
practices.  The  doctors  who 


were  sanctioned  were  found 
through  pharmacy  sweeps  by 
BME's  enforcement  bureau,  the 
Drug  Enforcement  Agency's 
early  warning  system,  or  by 
local  pharmacists  who  noticed 
an  unusual  pattern  of  prescrip- 
tions and  reported  it. 

Earle  says  most  physicians 
were  cited  because  of  inade- 
quate documentation  in  the 
patient's  chart,  insufficient  refer- 
rals to  specialists  to  corroborate 
the  diagnosis,  and  insufficient 
testing  to  determine  the  nature 
and  cause  of 
the  pain.  The 
amended  regu- 
lations address 
all  of  these  is- 
sues, offering 
careful  guidance 
and  instruction 
on  how  to  treat 
these  types  of 
patients. 

"Where  phy- 
sicians most 
often  get  into 
trouble,  or  need 
to  more  carefully  document, 
are  for  those  patients  with 
chronic  back  pain  or  indetermi- 
nate neurological  pain,"  says 
Earle.  "What  our  regulations 
will  do  is  to  identify  for  our 
practitioners  the  things  that 
need  to  be  done  in  terms  of  car- 
ing for  patients  with  chronic 
pain."  He  said  BME  hopes  to 


publish  the  amendment,  seek- 
ing public  comment  on  the 
changes. 

A draft  of  the  amended  reg- 
ulations states  that  if  a practi- 
tioner exceeds  the  1 20  dosage 
unit  limit  on  narcotics,  the  prac- 
titioner should  carefully  note 
and  monitor  an  individualized 
treatment  plan  that  clearly 
states  objectives  by  which  treat- 
ment success  can  be  evaluat- 
ed— such  as  pain  relief  and/or 
improved  physical  and  psycho- 
logical function — and  indicate 
if  any  further 
diagnostic  eval- 
uations or  other 
treatments  are 
planned. 

When  the 
medication  is 
continuously 
prescribed  for 
pain  for  three 
months  or 
more,  the  new 
regulations  call 
for  the  practi- 
tioner to  review 
the  course  of  treatment  every 
three  months,  including  any 
new  information  about  the  eti- 
ology of  the  pain  and  the 
patient's  progress.  In  addition, 
the  regulations  remind  the 
physician  to  remain  alert  to 
problems  of  dependence  and 
make  periodic  efforts,  unless 
contraindicated,  to  either  stop 
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or  taper  the  use  of  the  medica- 
tion, or  to  try  other  drugs,  such 
as  nonsteroidal  anti-inflamma- 
tories, in  an  effort  to  reduce  the 
potential  for  abuse. 

If  treatment  objectives  are 
not  being  met,  the  amended 
regulations  state  that  the  practi- 
tioner shall  assess  the  appropri- 
ateness of  continuing  the  same 
treatment  and  shall  consider 
referring  the  patient  for  an 
independent  evaluation. 

"The  practitioner  shall  keep 
accurate  and  complete  rec- 
ords, including 
the  medical  his- 
tory and  physi- 
cal examina- 
tion, other  evalu- 
ations and  con- 
sultations, treat- 
ment plan  objec- 
tives, informed 
consent,  treat- 
ments, drugs, 
agreements  with 
the  patient,  and 
periodic  re- 
views," the  draft 
concludes. 

"This  is  a fairly  positive 
step,"  says  Earle  of  the  pro- 
posed changes.  "It  is  not  that 
unusual  that  BME  is  doing  this. 
Many  other  boards  across  the 
country  are  dealing  with  issues 
of  chronic  pain." 

Deputy  Commissioner  of  the 
Department  of  Health  and 
Senior  Services  and  BME  mem- 


ber Leah  Ziskin,  MD,  agrees: 
"The  current  regulations  pose  a 
hardship  to  people  in  severe 
pain.  It  is  inconvenient  and 
awkward  not  to  have  a ready 
supply  of  this  medication  avail- 
able. The  regulations  have  had 
a chilling  effect  on  doctors,  and 
some  clearly  are  not  prescrib- 
ing in  amounts  that  are  neces- 
sary to  control  pain.  This  can 
be  entirely  ameliorated  by  lift- 
ing the  dosing  restrictions." 

Pain  management  specialist 
Ann  Berger,  MD,  the  director  of 
supportive  care 
at  Cooper  Hos- 
pital/University 
Medical  Center 
in  Camden,  says 
the  proposed 
changes  are 
critical.  "I  had  a 
patient  who 
totally  panicked 
every  time  he 
went  to  fill  a 
prescription.  He 
worried  that  he 
wasn't  going  to 
get  his  meds. 
Either  he  was  told  that  it  was 
not  in  stock,  or  he  was  ques- 
tioned as  to  why  he  was  on  this 
much  medication.  This  isn't 
good  and  it  shouldn't  be  this 
way." 

But  in  addition  to  changing 
the  regulations,  the  more  glob- 
al issue  to  address  is  educa- 
tion, says  Berger,  who  also  is 
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an  assistant  professor  of  medi- 
cine at  UMDNJ-Robert  Wood 
Johnson  Medical  School.  Dur- 
ing her  oncology  fellowship  at 
Yale  University  Medical  School, 
Berger  said  not  one  lecture  was 
devoted  to  pain  management. 
"And  this  was  at  one  of  the 
comprehensive  cancer  cen- 
ters," she  says.  "If  it's  not  in  an 
oncology  program,  where  70 
to  90  percent  of  the  patients 
experience  pain,  you  are  not 
going  to  expect  a whole  lot. 
This  is  just  not  being  taught  in 
medical  school  and  it  is  not  a 
part  of  fellowships.  Pain  and 
the  symptoms  of  it  are  just  not 
taken  seriously." 

She  says  two  cases  come  to 
mind  to  illustrate  how  little 
attention  is  paid  to  pain.  Re- 
cently, there  was  a man  with 
HIV  and  active  AIDS  brought  in 
to  Cooper  Hospital  because  he 
started  using  illicit  drugs,  "try- 
ing to  kill  himself  and  the  pain," 
says  Berger.  He  was  admitted 
to  the  psychiatric  unit,  and  it 
wasn't  until  nine  days  later, 
when  he  was  about  to  be  dis- 
charged, that  she  was  called  in 
to  consult.  Another  case  hap- 
pened when  she  was  at  Yale.  A 
young,  deaf  man  who  had 
metastatic  kidney  cancer  with  a 
whole  spine  laminectomy  was 
hospitalized.  "He  was  writhing 
he  was  in  so  much  pain,  and 
he  tried  to  wrap  a cord  from 
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A physician  might  he  reluctant  to  manage  a patient’s  pain 
aggressively.  But  there  are  many  resources  in  New  Jersey  that 
are  available  to  help  the  physician  and  the  patient. 


the  hospital  bed  around  his 
neck  and  kill  himself,"  recalls 
Berger.  In  both  cases  the 
patient's  pain  was  not 
addressed  soon  enough. 

"This  happens  every  day," 
she  says.  "There  is  no  educa- 
tion about  pain.  What's  impor- 
tant is  to  cure  the  disease,  not 
look  at  the  symptoms.  We  need 
to  look  at  the  whole  person, 
besides  treating  the  disease 
itself.  Patients  don't  care  about 
the  management  of  their  dis- 
ease, they  just  want  to  feel  bet- 
ter." 

Hicks  now  is  being  helped 
by  an  infusion  pump  of 
Dilaudid.®  The  level  of  the  drug 
can  be  self-adjusted  from  3 mg 
to  10  mg  depending  on  how 
acute  his  pain  becomes.  But 
even  with  the  narcotic  he  is  not 
completely  pain-free.  "It  kind  of 
takes  it  away  to  the  point 
where  it  is  somewhat  manage- 
able," he  says. 

William  Vilensky,  DO,  RPH, 
clinical  associate  professor  of 
family  medicine,  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  Camden,  also  says  that 
education  is  sorely  lacking. 
Vilensky  runs  a nationally  rec- 
ognized course  on  prescribing 


controlled  dangerous  sub- 
stances and  says  there  should 
be  a similar  course  taught  in  all 
medical  schools.  Enrollment  in 
his  course,  co-sponsored  by 
Kennedy  Memorial  Hospitals- 
University  Medical  Center,  is 
mandatory  for  physicians  who 
have  been  sanctioned  for  their 
prescription  practices. 

The  five-day,  44-hour  course 
is  offered  twice  a year  and 
Vilensky  says,  "This  is  not  a 
course  where  you  walk  in  the 
front  door  and  sign  in  and  walk 
out  the  back  door."  Of  the  435 
doctors  who  have  taken  his 
course  since  it  began  in  1983, 
only  one  physician  has  been 
subsequently  charged  again 
and  had  his  license  revoked, 
he  says.  Fifteen  percent  of  the 
enrollees  are  substance 
abusers,  and  the  course  focus- 
es on  how  to  recognize  this  in 
patients  and  in  themselves.  The 
key  issue  of  the  course  centers 
on  understanding  substance 
abuse,  the  pharmacology  of 
controlled  drugs,  and  maintain- 
ing adequate  medical  records. 

"If  we  managed  people's 
pain  better  there  wouldn't  be 
this  outcry  for  assisted  suicide," 
says  Patricia  Murphy,  PhD,  CS, 
FAAN,  a clinical  ethicist  at 


Newark  Beth  Israel  Medical 
Center.  She  notes  that  Mich- 
igan, the  home  of  the  notorious 
Jack  Kevorkian,  MD,  recently 
mandated  ten  hours  of  continu- 
ing education  in  pain  manage- 
ment in  order  to  renew  a med- 
ical license. 

For  physicians  interested  in 
additional  information  for  man- 
aging pain,  Murphy  and 
Berger  recommend  free  publi- 
cations from  the  Public  Health 
Service's  Agency  for  Health 
Care  Policy  Research  (1- 
800/358-9295).  The  pam- 
phlets give  clinical  guidelines 
for  acute  pain  management, 
pain  control  after  surgery,  man- 
agement of  cancer  pain,  and 
pain  management  for  infants, 
children,  and  adolescents. 

Murphy  also  recommends 
the  National  Pain  Hotline 


(212/639-7918)  for  health 
care  professionals  and  patients 
at  Memorial  Sloan-Kettering 
Cancer  Center,  which  also  runs 
a three-month  fellowship  in 
pain  management. 

"Physicians  are  reluctant  to 
manage  their  patient's  pain 
aggressively,"  Murphy  notes. 
"But  there  are  many  resources 
available  to  helpfflnTl 
them."  ■■*■■■■ 
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Investment  Seminar  Series 

Financial 


Financial  Strategies  for  Physicians  is  an  educational  seminar  to  help  you  understand 
your  financial  options.  These  seminars  are  presented  by  the  investment  consultants 
at  MIIX  Capital  Management,  a member  of  the  MIIX  Group  of  Companies. 


May  13  or  14 

Squires  Pub 

West  Long  Branch,  NJ 

6:00  p.m.  - 9:30  p.m. 

May  21  or  22 

The  Forrestal  at  Princeton 
Princeton,  NJ 

10:00  a.m.  - 2:00  p.m. 

May  28  or  29 

The  Mansion 
Voorhees,  NJ 

10:00  a.m.  - 2:00  p.m. 

All  sessions  include  buffet  meal 


Tuition:  Member  - $65  Non-member  - $75 
• Spouses  attend  at  no  charge  • VISA  or  Mastercard  accepted 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  NEWS 


391  george  street  new  brunswick  nj  08901 
tel  908.246.7677  fax  908.249.8952  website  http://www.bnjol.com 
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A TALE  OF  TWO 

New  Jersey  cities 


The  authors  are 
affiliated  with  the 
National  Public  Health 
and  Hospital  Institute, 
Washington,  DC. 

In  recent  years,  New  Jersey's 
health  care  system  has  under- 
gone extensive  legislative 
reforms  to  address  the  needs  of 
a diverse  population.  The  effi- 
cacy of  these  reforms  hinges  on 
the  interplay  between  the 
health  care  system  and  the 
complex  environment  in  which 
it  operates.  Regions  with  differ- 
ent socioeconomic  and  demo- 
graphic characteristics  could 
very  well  experience  different 
outcomes  from  the  same  policy 
measure. 

The  Charity  Care  Reimburse- 
ment Fund  and  the  Health  Care 
Subsidy  Fund  are  prime  exam- 
ples of  policies  that  are  greatly 
influenced  by  local  conditions. 
The  Charity  Care  Reimburse- 


ment program,  funded  by  gen- 
eral revenue  as  well  as  by  redi- 
recting money  from  Unemploy- 
ment Insurance;  reimburses 
hospitals  for  care  provided  to 
low-income  individuals  who 
are  unable  to  afford  hospital 
care  and  do  not  qualify  for 
Medicaid.  Because  the  cost  of 
the  program  is  capped,  the 
state  limits  reimbursement  given 
to  hospitals  whose  profits  are 
above  the  median  and  whose 
revenue  from  private  pay 
patients  can  cover  the  amount 
of  charity  care  provided. 

Thirty  hospitals  participate  in 
the  Health  Care  Subsidy  Fund, 
which  subsidizes  programs  that 
serve  low-income  populations 
with  notoriously  unprofitable 
programs  such  as  care  for  indi- 
viduals infected  with  HIV  or  TB, 
drug-addicted  mothers,  low 
birthweight  babies,  and  med- 
ical care  for  people  with  mental 
illness  and  developmental  dis- 


abilities. The  costs  of  these  pro- 
grams vary  significantly  across 
localities  depending  on  the 
demographic  make  up,  and  the 
total  cost  of  these  programs  is 
directly  related  to  the  social 
health  of  the  inner  cities. 

This  article  provides  informa- 
tion on  Newark  and  Jersey 
City,  two  major  cities  in  New 
Jersey  with  the  largest  popula- 
tion. Compiled  by  the  National 
Public  Health  and  Hospital 
Institute  (NPHHI),  with  the  sup- 
port of  The  Robert  Wood 
Johnson  Foundation,  the  data 
reported  in  this  article  were 
derived  from  a major  com- 
pendium of  nationally  recog- 
nized sources  on  the  social  and 
health  characteristics  of  the 
100  largest  U.S.  cities.* 

Underlying  this  paper  is  the 
basic  assumption  that  social 
and  health  factors  greatly  influ- 
ence each  other  and  must  be 
considered  together  in  address- 


*Data  Sources:  The  NPHHI  identified  several  types  of  information  on  the  nation's  100  largest  cities  from  the  following  four  nation- 
ally recognized  sources.  The  U.S.  Bureau  of  the  Census  provided  information  on  the  demographic  makeup  of  cities,  including  age, 
sex,  race,  children,  and  adults  in  poverty,  unemployment,  per  capita  income,  foreign-born  population,  and  education.  The  Federal 
Bureau  of  Investigation  (FBI)  supplied  information  on  violent  crime.  The  Centers  for  Disease  Control  and  Prevention  provided  dis- 
ease-specific data  and  information  on  births  to  teenage  women  and  infant  mortality.  Finally,  the  American  Hospital  Association 
(AHA)  supplied  information  on  public  and  private  hospital  care.  In  general,  we  present  information  from  1 980  and  1 990.  Hospital 
data  are  for  1993  (selected  disease  and  crime  data  are  available  for  later  years).  This  report  focuses  on  the  central  cities,  as 
opposed  to  the  greater  metropolitan  areas. 
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Table  1 . Selected  demographic  indicators  of  Newark  and  Jersey  City 
versus  100  largest  U.S.  cities,  1980-1990. 


Newark 

Percent 

Jersey  City 

Percent 

100  Largest  Cities 

Percent 

1980 

1990 

Change 

1980 

1990 

Change 

1980 

1990 

Change 

Population 

329,248 

275,221 

-16.41 

223,532 

228,537 

2.24 

489,787 

517,517 

11.55 

Age  distribution 
under  18 

112,226 

78,493 

-30.06 

65,608 

56,150 

-14.42 

127,976 

128,245 

5.53 

% of  total  population 

34.09 

28.52 

-16.33 

29.35 

24.57 

-16.29 

26.60 

25.06 

-5.62 

Over  65 

28,838 

25,547 

-11.41 

26,283 

25,287 

-3.79 

56,167 

60,866 

21.78 

% of  total  population 

8.76 

9.28 

5.98 

11.76 

11.06 

-5.90 

11.09 

11.74 

8.94 

Race  and  ethnicity 
White 

101,417 

78,771 

-22.33 

127,699 

110,263 

-13.65 

314,520 

311,706 

3.83 

% of  total  population 

30.80 

28.62 

-7.08 

57.13 

48.25 

-15.54 

70.92 

66.09 

-7.02 

Black 

191,745 

160,885 

-16.09 

61,954 

67,864 

9.54 

123,392 

131,787 

32.45 

% of  total  population 

58.24 

58.46 

0.38 

27.72 

29.69 

7.14 

21.08 

23.00 

17.33 

Hispanic 

61,254 

71,761 

17.15 

41,672 

55,395 

32.93 

61,786 

89,418 

47.43 

% of  total  population 

18.60 

26.07 

40.15 

18.64 

24.24 

30.02 

10.16 

12.87 

30.93 

Foreign  born 

47,741 

51,466 

7.80 

36,436 

56,220 

54.30 

565,550 

79,209 

42.86 

% of  total  population 

14.50 

18.70 

28.97 

16.30 

24.60 

50.92 

8.15 

10.71 

24.78 

Source:  National  Public  Health  and  Hospital  Institute 


ing  the  circumstances  and 
dynamics  of  health  care.  In  this 
case,  the  ability  to  compare 
social  and  health  measures  in 
major  New  Jersey  cities  with 
each  other  and  with  other 
major  urban  areas  in  the  U.S. 
since  1 980  provides  the  oppor- 
tunity to  measure  progress  in 
addressing  concerns.  These 
comparisons  also  allow  New 
Jersey  cities  to  determine  if 
changes  lead,  approximate,  or 
fall  behind  rates  relative  to 
United  States  cities  generally. 

Such  information  can  be  used 
to  investigate  the  effectiveness 
of  local  policies  and  to  assist  in 
determining  local  social  and 
health  priorities. 

Information  is  presented  for 
the  latest  year  available  in  the 
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NPHHI  database  (1989- 
1990),  and  in  comparison  with 
the  cities'  status  in  1980.  The 
significance  tests  reported  are 
derived  from  using  /-tests  to 
question  the  hypothesis  that  the 
mean  value  of  the  variable  is 
different  in  Jersey  City  when 
compared  to  the  other  99  cities 
and,  independently,  Newark 
and  the  other  99  cities. 

General  population 
characteristics.  Newark  and 
Jersey  City  tell  very  different  sto- 
ries about  the  condition  of  New 
Jersey's  large  cities.  In  particu- 
lar, these  cities  differ  substan- 
tially with  respect  to  the  dynam- 
ics of  their  population.  As  d 
result,  the  pressures  on  their 
health  care  systems  also  are  dif- 
ferent. 


Population  growth.  Popula- 
tion growth  affects  the  public 
health  care  system  by  influenc- 
ing the  demand  for  services 
and  the  size  of  the  tax  base  that 
provides  those  services.  The  rel- 
ative size  of  these  effects  is 
determined  by  exactly  who  is 
moving  in  or  out  of  the  city. 
While  Jersey  City  grew,  albeit 
more  slowly  than  the  country's 
other  large  cities,  Newark  actu- 
ally lost  1 6.4  percent  of  its  pop- 
ulation between  1 980  and 
1990.  Newark  lost  a larger 
share  of  its  residents  than  any 
other  large  city  in  the  United 
States. 

Race/ethnicity  and  foreign- 
born  status.  Changing  racial 
and  ethnic  compositions  of 
cities  may  influence  the  de- 


Figure  1 . Poverty  rates,  1 980  and  1 990,  for  Jersey  City, 


Newark,  and  100  largest  U.S.  cities. 


mand  for  services  to  the  extent 
that  differences  in  health  status 
and  utilization  vary  across 
these  groups.  Clearly  though, 
recent  limitations  on  the  eligibil- 
ity of  non-citizens  for  public 
assistance  will  put  added  pres- 
sure, on  existing  systems  in 
areas  like  Newark  and  Jersey 
City. 

In  keeping  with  the  trend  in 
the  ’TOO  largest  cities,  there 
was  a general  outflow  of  white 
residents  and  inflow  of 
Hispanic  and  foreign-born  resi- 
dents in  Newark%and  Jersey 
City.  This  Trend  is  particularly 
apparent  in  Newark,  which 
was  home  to  a significantly 
greater  proportion  of  black  res- 
idents and  smaller  proportion 
of  white  residents  in  1 990  than 
other  major  cities  (P<. 05).  The 
percent  of  Newark  residents 


who  are  Hispanic  grew  from 
nearly  19  percent  in  1980  to 
about  26  percent  in  1990, 
while  the  share  who  were  for- 
eign born  doubled  from  14.5 
percent  in  1 980  to  29  percent 
in  1990. 

In  the  same  ten-year  period, 
Jersey  City's  black  population 
increased  9.5  percent  while  its 
white  population  decreased 
13.7  percent.  As  a percentage 
of  the  population,  the  number 
of  black  residents  remained  rel- 
atively constant,  while  the  per- 
cent of  white  residents  de- 
creased from  57.1  in  1980  to 
48.2  by  1990.  The  percent  of 
Hispanic  residents  increased 
from  18.6  in  1980  to  24.2  in 
1990.  Most  notably,  the  per- 
°€»ntage  of  foreign-born  resi- 
dents increased  50.9  percent, 
from  16.3  to  24.6  percent  of 
the  population. 


Changes  in  the  urban 
landscape.  A profile  of  select- 
ed social  and  health  measures 
for  1989-1990  indicates  that 
while  Jersey  City  is  on  par  with 
the  other  large  cities,  Newark 
is  in  a comparably  unfavorable 
position.  This  is  true  in  socio- 
economic, as  well  as  in  quality- 
of-life  indicators,  including  per 
capita  income,  poverty  rates, 
and  crime  rates.  It  also  is  true  in 
terms  of  maternal  and  child 
health  indicators,  such  as  infant 
mortality  rates,  teen  birth  rates, 
and  childhood  poverty  rates. 

Socioeconomic  and  quality- 
of-life  indicators.  In  1980, 
Newark,  with  one-third  of  its 
residents  living  in  poverty,  was 
significantly  worse  off  (Pc.001) 
than  the  other  99  large  cities. 
By  1 990,  the  poverty  rate 
dropped  nearly  one-fifth,  but 
still  far  exceeded  the  1 00 
largest  city  average.  As  can  be 
seen  in  Figure  1 , Jersey  City's 
1 990  poverty  rate  closely 
resembled  that  of  the  other  U.S. 
cities. 

Higher  poverty  rates  are 
associated  with  lower  levels  of 
income,  so  it  comes  as  no  sur- 
prise that  Newark's  per  capita 
income  was  significantly  lower 
than  the  per  capita  income  of 
other  major  cities  and  Jersey 
City  fared  better  than  Newark. 
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One  of  Newark's  least 
promising  indicators  is  its  high 
school  graduation  rate. 
Although  it  improved  slightly 
more  than  the  average  of  the 
100  largest  cities,  Newark's 
rate  of  44,600  graduates  per 
1 00,000  people  over  age  25 
in  1980  and  51,200  in  1990 
compared  poorly  with  the  aver- 
age rate  in  the  100  largest 
cities  (P<.01  in  1980,  Pc. 05  in 
1990).  In  1980,  Jersey  City 
also  lagged  behind  the  aver- 
age, with  only  51,200/ 
1 00,000  people  over  25  hav- 
ing graduated  from  high 
school,  but  it  showed  signifi- 
cant improvement  by  1 990. 


In  terms  of  unemployment, 
Newark's  rate  of  13.4  percent 
was  much  higher  (Pc.01)  than 
the  average  of  the  other  cities 
in  1980.  The  unemployment 
rate  showed  no  improvement: 
by  1990,  it  had  reached  14.7 
percent,  still  much  higher  than 
the  7.6  percent  average  in  the 
other  cities.  Jersey  City's  unem- 
ployment rate  of  10.8  percent 
in  1990  was  somewhat  higher 
than  average. 

Other  measures  of  social 
health  also  point  to  Newark's 
adverse  position.  In  1990, 
Newark's  violent  crime  rate 
was  more  than  twice  the  100 


largest  city  average  (Pc. 005). 
Recent  data  rank  Newark  first 
among  the  most  dangerous 
cities  ( Associated  Press,  No- 
vember 25,  1996).  In  1990, 
Jersey  City  ranked  21st  in  vio- 
lent crime. 

These  indicators  reveal  that 
Newark  and  Jersey  City  are 
susceptible  to  larger  demands 
on  their  public  health  systems 
than  many  other  large  cities. 
People  with  low  incomes  and 
levels  of  education  typically 
have  poorer  health.  Combined 
with  their  difficulty  in  securing 
employer-provided  health  care 
and  in  paying  out-of-pocket 


Table  2.  Socioeconomic  and  auality-of-life  indicators  of  Newark  and 
Jersey  City  versus  ldO  largest  U.S.  cities,  1980-1990. 


Newark 

Percent 

Jersey  City 

Percent 

1 00  Largest  Cities 

Percent 

1980 

1990 

Change 

1980 

1990 

Change 

1980 

1990 

Change 

Poverty,  all  ages  (rate  per 
100,000  population  for  whom 
poverty  is  determined) 

32,800 

26,300 

-19.82 

21,200 

18,900 

-10.85 

14,990 

17,330 

16.81 

Per  capita  income 

4,525 

7,582 

5,812 

9,739 

7,344 

12,306 

Unemployment  (rate  per 
100,000  in  civilian  labor  force) 

13,400 

14,700 

9.70 

9,759 

10,800 

10.20 

6,825 

7,566 

18.02 

Education  (rate  of  high  school 
graduates  per  100,000 
population  age  25  and  older) 

44,600 

51,200 

14.80 

51,200 

65,700 

28.32 

68,121 

74,948 

10.52 

Total  violent  crime 
(rate  per  1 00,000) 

3,414.08 

3,881.97 

13.70 

1,185.11 

1,877.16 

58.40 

1,042.45 

1,392.82 

33.61 

Female-headed  families 
(as  a percent  of  total  families) 

40.12 

41.83 

4.26 

30.53 

31.34 

2.65 

20.32 

24.14 

18.91 

Children  in  poverty  (rate  per 
100,000  children  under  18  for 
whom  poverty  is  determined) 

46.30 

37.20 

-19.65 

33.30 

29.70 

-10.81 

20.72 

24.69 

22.33 

Teenage  childbearing  (rate  per 
10,000  females  ages  15-19) 

1,698 

1,468 

-13.55 

757 

730 

-3.57 

689 

862 

25.11 

Infant  mortality  rate 

19.03 

19.12 

0.47 

18.65 

11.92 

-36.09 

14.03 

11.7 

-15.67 

Source:  National  Public  Health  and  Hospital  Institute 


50  HewJepseyMEDiriNE  may  1997 


Figure  2.  Children  in  poverty  and  infant  mortality  rates,  1980 

and  1990,  in  Jersey  City, Newark,  and  the  100  largest 
50  i U.S.  cities. 


Child  Poverty  1980  Child  Poverty  1990 


expenses,  these  populations 
place  a substantial  burden  on 
the  public  health  system.  Fur- 
thermore, low  income  and 
employment  rates  are  associat- 
ed with  smaller  tax  bases,  and 
thus  the  city  is  less  able  to  pro- 
vide for  its  needy  residents. 

Child  welfare.  A related 
pressure  on  the  health  care  sys- 
tem comes  from  single  parent- 
hood and  the  associated  rate 
of  child  poverty.  In  1980, 
Newark  ranked  number  one 
for  child  poverty,  with  nearly 
one-half  (Pc. 005)  of  its  children 
living  below  the  poverty  line. 
As  Figure  2 indicates,  Newark 
made  considerable  progress 
by  1990,  dropping  its  rank 
from  one  to  ten.  Although  the 
childhood  poverty  rate  was 
higher  than  average  in  Jersey 
City  in  1980,  it  was  in  a much 
better  position  than  Newark. 
By  decreasing  the  rate ' by 
almost  1 1 percent  over  the 
decade,  Newark  closed  the 
gap  with  the  other  U.S.  cities. 

A significant  portion  of  child 
poverty  can  be  attributed  to  sin- 
gle parenthood.  This  problem  is 
especially  acute  among  teen- 
age mothers.  In  1 990,  Newark 
claimed  the  fifth  highest  rate  of 
births  to  teenage  mothers,  with 
1,321  births  per  100,000 
females  between  the  ages  of 


15  and  19 — a 32  percent  in- 
crease over  1 980.  Jersey  City, 
in  keeping  with  the  other  large 
cities,  saw  a 23  percent  rise  in 
its  teen  birth  rate  over  the 
decade. 

Another  measure  of  the  well 
being  of  children  is  the  infant 
mortality  rate.  Jersey  City 
showed  great  improvement  in 
its  infant  mortality  rate,  while 
Newark  retained  the  fifth  high- 
est infant  mortality  rate  among 
all  1 00  cities. 

Hospital  care.  In  keeping 
with  its  greater  health  care 
needs,  Newark  had  more  beds 
per  1 ,000  residents  than  aver- 


Infant Mortality  1980  Infant  Mortality  1990 

age  in  1993.  Nationwide, 
there  has  been  a sharp  de- 
crease in  the  number  of  beds 
available  to  residents  in  large 
metropolitan  areas  as  hospitals 
attempted  to  reduce  excess 
capacity  between  1 980  and 
1993.  In  Newark,  this  trend  is 
coupled  with  a loss  of  popula- 
tion. As  a result,  the  number  of 
beds  available  per  1 ,000  resi- 
dents actually  has  increased  in 
Newark,  while  it  decreased  in 
Jersey  City  and,  on  average,  in 
the  other  large  cities. 

By  many  measures,  hospitals 
in  New  Jersey's  largest  cities 
are  comparable  to  their  peer 


MAY  1997 


51 


group  of  hospitals  in  the  100 
largest  U.S.  cities  (Table  3).  In 
hospitals  in  Newark  and  Jersey 
City,  similar  to  hospitals  in  other 
cities,  the  occupancy  rates 
have  declined  and  the  average 


decrease  while  outpatient  oper- 
ations and  other  outpatient  vis- 
its showed  a sharp  increase. 
Newark,  in  keeping  with  the 
other  cities,  experienced  sharp 
increases  in  the  number  of 


is  evidenced  by  the  significant- 
ly higher  proportion  of  days 
(Pc. 01)  and  discharges 

(Pc. 005)  provided  to  Medicaid 
patients  in  Newark  as  com- 
pared to  the  other  99  cities. 


Table  3.  Selected  utilization  variables  in  community  hospitals. 

Newark  and  Jersey  City  versus  100  largest  U.S.  cities, 
1980-1993. 


Newark 

Jersey  City 

100  Largest  Cities 

Percent 

Percent 

Percent 

1980 

1993 

Change 

1980 

1993 

Change 

1980 

1993 

Change 

Staffed  beds 

402 

367 

-8.7 

339 

300 

-11.5 

334 

354 

6.0 

Inpatient  days 

123,162 

102,655 

-16.7 

100,554 

86,978 

-13.5 

95,120 

89,109 

-6.3 

Beds  per  1,000  population 

73 

80 

61 

53 

68 

56 

Inpatient  surgical  operations 

5,673 

4,100 

-27.7 

4,197 

2,467 

-41.2 

5,494 

4,445 

-19.1 

Outpatient  surgical  operations 

801 

2,236 

179.2 

778 

2,028 

160.7 

1,080 

4,583 

324.4 

Occupancy  rate 

84.1 

74.21 

-11.8 

83.5 

79.62 

-4.6 

74.6 

63.92 

-14.3 

Average  length  of  stay 

8.6 

8.4 

-2.3 

9.9 

8.1 

-18.2 

8.0 

7.1 

-11.9 

Emergency  visits 

35,077 

30,090 

-14.2 

27,680 

29,963 

8.2 

24,070 

31,509 

30.9 

Other  outpatient  visits 

43,830 

92,744 

111.6 

19,850 

56,271 

183.5 

47,597 

106,683 

124.1 

Pediatric  intensive  care  days 

423 

801 

89.4 

0 

771 

135 

326 

141.5 

Neonatal  intensive  care  days 

0 

4,913 

2,224 

1,766 

-20.6 

701 

2,378 

239.2 

Medicare  inpatient  days 

38,292 

35,259 

-7.9 

41,517 

34,524 

-16.8 

36,412 

37,019 

1.7 

As  percent  of  total  inpatient  days 

32.9 

37.2 

13.1 

44.2 

45.4 

2.7 

40.8 

44.6 

9.3 

Medicare  discharges 

3,574 

2,807 

-21.5 

2,403 

2,492 

3.7 

3,173 

4,148 

30.7 

As  percent  of  total  discharges 

22.0 

24.7 

12.3 

24.6 

28.1 

14.2 

25.3 

35.5 

40.3 

Medicare  average  length  of  stay 

10.9 

12.9 

18.3 

16.7 

14.4 

-13.8 

11.4 

8.8 

-22.8 

Medicaid  inpatient  days 

19,839 

30,293 

52.7 

17,528 

20,923 

19.4 

11,802 

18,535 

57.0 

As  percent  of  total  inpatient  days 

15.6 

28.0 

79.5 

14.2 

19.9 

40.1 

12.2 

17.9 

46.7 

Medicaid  discharges 

2,036 

4,433 

117.7 

2,537 

3,147 

24.0 

1,525 

2,534 

66.2 

As  percent  of  total  discharges 

13.3 

36.1 

171.4 

19.3 

21.1 

9.3 

11.6 

18.8 

62.1 

Medicaid  average  length  of  stay 

9.7 

6.4 

-34.0 

6.4 

7.6 

18.8 

8.1 

7.9 

-2.5 

Number  of  hospitals 

6 

6 

0.0 

4 

4 

0.0 

983 

812 

-17.4 

Source:  National  Public  Health  and  Hospital  Institute  and  American  Hospital  Association  Annual  Survey 


length  of  stay  has  been  short- 
ened. In  addition,  both  Newark 
and  Jersey  City  followed  the 
nationwide  trend  of  moving 
care  from  an  inpatient  to  an  out- 
patient setting.  Inpatient  surgi- 
cal operations  showed  a sharp 


pediatric  and  neonatal  inten- 
sive care  days. 

Medicare  and  Medicaid 
characteristics.  Newark's  hospi- 
tals are  populated  more  heavily 
by  Medicaid  patients  than  hos- 
pitals in  other  large  cities.  This 


This  finding  is  not  surprising 
given  the  high  incidence  of 
poverty  in  Newark.  This  re- 
liance on  Medicaid  financing  is 
high  and  has  been  increasing 
much  more  rapidly  in  Newark 
than  in  the  other  large  cities. 
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While  Newark's  hospitals 
are  serving  an  ever-increasing 
number  of  Medicaid  patients, 
they  treat  a somewhat  smaller 
percentage  of  Medicare  pa- 
tients. Newark's  hospitals  have 
gone  against  the  trend  in  terms 
of  the  average  length  of  stay 
for  Medicare  patients.  As  the 
prospective  payment  system 
has  taken  hold,  hospitals  in  the 
1 00  largest  cities  decreased 
the  Medicare  average  length  of 
stay  by  22  percent.  By  1993, 
Medicare  patients  were  in  the 
hospital  for  an  average  of  8.8 
days.  In  Newark,  the  length  of 
stay  increased  1 8.3  percent  so 
that  by  1 993  the  Medicare 
length  of  stay  was  significantly 
longer  (P<.001)  at  12.9  days. 

Public  and  private  hospitals 
within  the  state.  Of  the  six  hos- 
pitals in  Newark,  one  is  public. 
The  public  hospital  provides  a 
level  of  care  to  Medicaid  recip- 
ients proportionately  greater 
than  their  private-sector  coun- 
terparts. While  the  public  hos- 
pital accounted  for  23.5  per- 
cent of  the  total  number  of 
staffed  beds  in  the  city,  it 
accounted  for  30.6  percent  of 
the  Medicaid  inpatient  days 
and  only  12.4  percent  of  the 
Medicare  inpatient  days.  Also, 
43.2  percent  of  all  discharges 


in  the  public  hospital  were 
reimbursed  by  Medicaid  and 
only  11.8  percent  were  reim- 
bursed by  Medicare. 

As  Medicaid  eligibility  is 
called  into  question  by  changes 
in  welfare  programs,  the  public 
hospital  will  be  particularly 
affected.  Under  current  law,  a 
person  who  receives  AFDC  or 
SSI  automatically  qualifies  for 
and  is  enrolled  in  Medicaid. 
This  linkage  was  severed  by  the 
Welfare  Reform  Act  of  1996. 
While  Medicaid  eligibility  will 
remain  at  1996  standards,  an 
individual  must  go  through  the 
Medicaid  eligibility  process  in 
addition  to  the  eligibility 
process  for  AFDC  or  other  cash 
assistance.  There  is  great  con- 
cern that  many  Medicaid  eligi- 
bles  may  not  take  the  extra  step 
needed  to  enroll  in  the  program 
until  they  face  a health  crisis. 

Summary.  Judging  from 
the  social  and  health  measures 
considered  in  this  article, 
Newark  and  Jersey  City  face 
similar  challenges  as  other 
large  cities.  For  Newark,  the 
challenges  are  more  extreme. 
The  high  rates  of  poverty  and 
violence,  coupled  with  a low 
rate  of  high  school  graduation 
and  a large  number  of  single 
parent  households  bode  ill  for 
the  city. 


The  hospitals  in  Newark  and 
Jersey  City  have  undergone 
major  changes  in  meeting  the 
needs  of  their  communities. 
They  have  adjusted  their  size, 
shortened  their  lengths  of  stay, 
and  provided  more  intensive 
care  services  and  outpatient 
services. 

Of  special  concern  for  New 
Jersey's  hospitals  is  the  reliance 
on  Medicaid  financing.  If  dra- 
matic changes  are  made  to  the 
Medicaid  program,  Newark 
hospitals  should  be  on  high 
alert. 

Legislatures  need  to  tread 
carefully  in  designing  policies 
that  address  the  needs  of  New 
Jersey's  large  cities.  The  state  is 
undergoing  major  changes  in 
its  health  care  system.  The 
demise  of  the  all-payer  rate  set- 
ting system,  the  establishment 
of  the  Health  Care  Subsidy 
Fund  to  finance  uncompensat- 
ed care  and  subsidize  insur- 
ance for  low  and  middle- 
income  families,  modifications 
to  the  community  rating  system 
for  private  insurance,  and 
changes  to  the  welfare  system 
that  affect  eligibility  for 
Medicaid  all  require  legislators 
to  consider  the  context  in  which 
these  programs  oper-  mp*m 
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call  tke  people  tike  experts  are  calling,, 


For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 
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Commissioner  Len  Fishman 


Care  and  caring  at 

THE  END  OF  LIFE 


The  following  remarks 
were  presented  at  the 
New  Jersey  SUPPORT 
Summit.  Len  Fishman  is 
the  New  Jersey 
Commissioner  of  Health 
and  Senior  Services. 

Dr.  Kubler-Ross  said  the 
peaceful  death  of  a human 
being  reminds  us  of  a falling 
star.  "One  of  a million  lights  in 
a vast  sky  that  flares  up  for  a 
brief  moment  only  to  disappear 
into  the  endless  night  forever." 

As  the  SUPPORT  Study 
shows,  our  deaths  most  likely 
will  not  be  peaceful.  There's  a 
good  chance  our  deaths  will  be 
attended  by  discomfort,  anxi- 
ety, and  fear. 

The  SUPPORT  study  showed 
us  that  even  with  comprehen- 
sive intervention,  even  with  a 
program  that  encourages  col- 
laborative decision  making 
among  patients,  family,  and 
health  care  providers,  many 
patients  die  in  acute  care  hos- 
pitals with  severe  pain,  fed  by 
tubes,  ventilated,  or  given 
resuscitation. 

Early  reports  of  the  SUPPORT 
study  painted  a picture  of  med- 
icine doggedly  treating  termi- 
nally ill  patients  who  were  beg- 
ging to  die  in  peace.  But  on  fur- 


ther analysis,  it's  much,  much 
more  complicated. 

The  truth  is,  while  we  say  we 
want  a peaceful  death  devoid 
of  heroic  medical  care,  when 
the  time  comes,  many  of  us  act 
differently.  Many  of  us  want  the 
tubes,  the  ventilator,  or  whatev- 
er else  will  give  us  more  time. 

The  SUPPORT  study  cast 
light  on  two  issues  rarely  raised 
in  discussions  about  death  and 
dying.  One  is  the  difficulty  of 
knowing  at  what  point  care 
becomes  futile.  The  other  is  the 
power  of  hope — even  if  it's  the 
hope  of  a few  more  months, 
weeks,  or  days. 

The  SUPPORT  study  is  a 
wake-up  call.  It  shows  us  that 
despite  the  hospice  movement, 
despite  the  death  with  dignity 
slogans,  and  advance  direc- 
tives, aggressive  care  at  the 
end  of  life  often  is  the  norm. 
And  that's  what  many  of  us 
want. 

SUPPORT  is  a mirror.  And  its 
reflection  shows  us  our  cultural 
bias  about  death  and  dying. 
Death  and  dying  are  frighten- 
ing. So  frightening,  that  when 
the  end  comes,  we  fight.  We 
plead.  We  beg  for  whatever 
will  give  us  more  time. 


The  people  who  treat  us 
share  that  same  bias.  Their 
training  has  taught  them  to  see 
death  as  failure.  They  oblige  us 
by  doing  all  in  their  arsenal  to 
buy  us  more  time  because  they 
are  trained  to  beat  death. 

We  are  afraid  of  death  and 
dying,  in  part,  because  it  has 
been  so  removed  from  our 
daily  experience.  It  has  be- 
come so  remote.  So  when  it 
does  touch  our  lives,  we  are 
unprepared. 

A recent  series  in  The  New 
York  Times  on  death  and  dying 
showed  that  end-of-life  deci- 
sions often  are  made  by  family 
members  without  the  benefit  of 
knowing  the  wishes  of  the 
dying,  forcing  these  family 
members  to  make  gut-wrench- 
ing decisions  only  to  later  ago- 
nize over  them. 

"Death  is  messy,"  said  one 
social  worker  quoted  in  the 
series.  "It's  as  messy  as  life — 
now,  more  than  ever.  Which  is 
why  breaking  this  silence  is  so 
important." 

That's  our  charge.  To  break 
the  silence.  Because  if  we  can 
get  people  talking,  we  can 
address  some  of  the  fears. 

Death  wasn't  always  such  a 
taboo  subject.  It  wasn't  so 
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remote  from  people's  daily 
lives.  At  the  turn  of  the  century, 
people  died  at  home,  around 
friends  and  loved  ones.  Little 
children  saw  the  death  of 
grandparents,  parents,  and  sib- 
lings. 

Now,  most  of  the  2.3  million 
people  who  die  each  year  in 
this  country,  die  in  hospitals. 

Birth  and  death  occur  in  hospi- 
tals. Events  that  had  been  so 
woven  in  people's  daily  experi- 
ences have  become  medical- 
ized. 

Some  of  you  who  know  me 
know  that  my  wife,  Susy,  is  a 
rabbi.  Not  long  after  she  start- 
ed her  first  congregation,  she 
suggested  they  form  a "hevra 
kadeesha,"  a burial  society. 
Hevra  in  Hebrew  means 
"group,"  as  in  a group  of 
friends,  and  kadeesha  is 
derived  from  the  Hebrew  word 
for  "holy."  So  the  term  refers  to 
a group  of  friends  engaged  in 
holy  work. 

The  responsibilities  of  the 
hevra  kadeesha  include  wash- 
ing and  dressing  the  body  and 
keeping  watch  over  it — a night- 
time vigil.  And  doing  other 
things  to  attend  the  corpse  and 
the  needs  of  the  family. 

Susy's  idea  was  to  create  a 
group  of  friends  to  attend  to  the 
dead  so  that  the  people  in  the 
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congregation  would  recognize 
death's  importance  in  the  circle 
of  life  and  be  more  comfortable 
with  it.  The  response  was  one 
of  incredulity,  followed  by  a 
polite,  but  nervous  "no  thanks." 

We  have  a small  flock  of 
chickens  at  home  and  a few 
goats.  I remember  when  my  1 4 
year  old,  who  was  then  7,  saw 
his  first  chickens  killed  by 
predators.  He  was  heart  bro- 
ken. Over  the  years,  he's 
buried  many  fowl  and  attended 
the  birth  of  many  kids  (baby 
goats).  These  experiences  used 
to  teach  us  about  death 
throughout  our  lives.  It's  much 
harder  now. 

Death  is  sad.  It  makes  us  ner- 
vous. Being  around  death 
makes  some  of  us  very  uncom- 
fortable. We  don't  want  to  see 
it.  We  don't  want  to  face  it 
unless  we  must. 

Doctors  are  no  different. 
Only  the  doctors  who  treat  us 
have  another  bias.  They  see 
death  as  failure,  and  they  have 
been  taught  to  defeat  disease. 
We  need  doctors  schooled  in 
managing  dying — knowing, 

trusted  guides  who,  as  Dr. 
Sherwin  Nuland  writes,  can, 
through  empathy,  unhurried  dis- 
cussion and  consultation,  ques- 
tioning and  the  challenge  of 
assumptions,  help  patients  to 
find  their  own  way. 


Science  and  medicine  have 
done  a remarkable  job  at  re- 
moving the  threat  of  illnesses 
that  only  a few  decades  ago 
would  have  routinely  killed  mil- 
lions of  people. 

A century  ago,  New  Jersey 
residents  died  of  three  killers: 
tuberculosis,  diarrheal  dis- 
eases, and  acute  lung  disease. 
Diphtheria  and  croup  were  the 
sixth  leading  killers.  These 
killers  don't  even  hold  rank 
today.  At  the  turn  of  the  centu- 
ry, life  expectancy  in  the  United 
States  was  47.3  years.  In 
1994,  it  was  75.7  years. 

In  1 900,  fewer  than  60  per- 
cent of  women  lived  to  the  age 
of  50.  Today,  95  percent  of 
women  expect  to  live  to  that 
age  and  beyond. 

Science  and  medicine  have 
done  a terrific  job  of  keeping 
people  healthy.  They've  done 
this  through  vaccines,  through 
education,  and  through 
improved  public  hygiene. 
We've  come  to  expect  medi- 
cine to  heal  us,  or  at  least,  buy 
us  more  time. 

Every  day  we  read  of  medi- 
cine's miracles.  One  of  the  lat- 
est is  protease  inhibitors,  a new 
class  of  drugs  that  when  taken 
with  other  AIDS  drugs,  are  pro- 
longing the  lives  of  people  with 
AIDS.  Enthusiasm  for  these 
drugs  was  so  great  that  we 
started  seeing  headlines  sug- 


gesting  we  may  be  close  to  a 
cure.  A cover  story  in  News- 
week was  entitled:  "The  End  of 
AIDS?" 

We've  come  to  expect  that 
medicine  always  will  have  the 
solution.  So  why  think  about 
death? 

Dr.  Ira  Byok,  president  of  the 
American  Academy 
of  Hospice  and 
Palliative  Medicine, 
has  said  his  patients 
have  taught  him  that 
when  they  are  com- 
fortable and  confi- 
dent they  will  not  be 
abandoned,  dying  is 
a rich  and  meaning- 
ful time  of  life. 

He  writes,  "It's  a 
time  when  families 
have  a chance  to  say  things  to 
each  other,  like,  forgive  me.  I 
forgive  you.  Thank  you.  I love 
you  and  goodbye. 

"People  can  retell  and 
record  their  stories,  preserving 
the  life  they  knew  for  those  they 
leave  behind.  And  they  can 
reflect  upon  the  meaning  of 
their  lives,  with  its  satisfactions 
and  frustrations,  and,  if 
inclined,  explore  the  meaning 
of  transcendence." 

That's  the  goal — that  dying 
becomes  a rich  and  meaningful 
time.  That  it's  not  attended  by 
tubes,  terror,  and  pain,  but  by 


peace.  And  that  a peaceful 
death  reminds  the  living  that  a 
star  has  fallen. 

In  the  past  decade,  we  have 
been  re-examining  some  of  our 
medical  models  of  care.  This 
has  become  a national  move- 
ment in  the  field  of  long-term 
care,  where  we  now  have 


assisted  living  and  alternate 
family  care  as  an  alternative  to 
nursing  homes. 

Midwifery  has  emerged  as 
an  option  to  hospital  births. 
Another  option,  and  one  that  is 
most  important  to  our  discus- 
sion today,  is  the  hospice  move- 
ment. The  hospice  movement 
began  in  1974.  Last  year, 
American  hospices  served 
more  than  390,000  patients. 

The  guiding  principle  of  hos- 
pice is  that  dying  is  part  of  the 
normal  process  of  living;  hos- 
pice focuses  on  maintaining  the 
quality  of  remaining  life.  The 


hospice  movement  has  provid- 
ed us  with  an  important,  non- 
medical alternative.  All  of  these 
movements  are  attempts  to 
demedicalize  a natural  part  of 
the  life  cycle. 

Not  that  we  want  to  exclude 
medical  interventions.  Of 
course  not.  Rather, 
we  have  to  figure  out 
how  to  integrate 
them;  how  to  think 
about  and  make 
choices  that  humans 
never  have  had  to 
make  before. 

If  one  takes  the 
long  view,  as  I try  to 
do,  and  considers  the 
fantastic  changes, 
like  the  various  inter- 
ventions at  the  end  of  life,  that 
have  occurred  in  less  than  a 
century,  it's  no  wonder  we're 
still  catching  up.  Catching  up  in 
our  effort  to  integrate  technolo- 
gy with  an  older  and  more 
organic  approach  to  life  and 
death. 

And  we  must  do  this 
because  if  we  don't,  we  will 
become  alienated,  cut  off  from 
essential  and  nourishing  fea- 
tures of  our  humanity.  I think — I 
hope — this  will  happen,  but  it 
will  take  time. 

We  have  turned  to  this  non- 
medical model  not  because  the 
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medical  model  is  bad.  It's  more 
a matter  of  deciding  when  it's 
appropriate  and  when  it's  not. 
It's  our  job  to  change  the  para- 
digm. 

Talk  in  the  past  few  years  has 
focused  on  doctor-assisted  sui- 
cide. Thoughtful  people  may 
disagree  on  this  important  issue 
but  there's  far  more  to  discuss 
and  much  about  which  there  is 
little  disagreement:  easing  the 
suffering  of  the  terminally  ill, 
offering  more  non-medical 
options,  providing  pain  control, 
and  compassionate  care. 

The  fear  of  unrelieved  suffer- 
ing, poverty,  and  dependence 
fuels  the  push  for  doctor-assist- 
ed suicide.  That's  why  we  need 
to  incorporate  palliative,  com- 
passionate care  into  our  vocab- 
ulary. The  terminally  ill  need  to 
know  that  we  honor  them  and 
that  we  acknowledge  their 
value.  They  have  to  know  that 
palliative  care  is  an  option, 
and  policy  has  to  be  supportive 
of  alternatives  that  stress  pallia- 
tive care. 

Palliative  care  is  defined  as 
the  physical,  emotional,  and 
spiritual  care  given  to  patients 
whose  diseases  eventually  will 
kill  them.  Doctor,  nurses,  social 
workers,  pastoral  counselors, 
and  others  in  palliative  care 
control  pain  and  other  symp- 
toms, counsel  patients  and  fam- 
ily members,  provide  social 
and  physical  support  in  the 


home,  hospital,  or  residential 
hospice,  and  sustain  grieving 
family  members  even  after  a 
loved  one  has  died. 

I want  to  talk  to  you  about  a 
California-based  program 
called  Options.  It  was  created 
in  1991  by  Healthcare 
Partners  Medical  Group,  a 
physician-operated  managed 
care  organization.  The  pro- 
gram was  started  by  doctors 
who  were  tired  of  seeing  termi- 
nally ill  patients  shuffled  in  and 
out  of  the  hospital,  from  one 
health  care  provider  to  another. 
These  patients  didn't  want  to  be 
in  the  hospital.  They  wanted  to 
remain  at  home,  but  they  also 
wanted  the  option  to  continue 
medical  care. 

This  program,  and  others 
like  it,  are  called  pre-hospice 
programs.  Some  of  the  traits  of 
traditional  hospice  are  woven 
into  it,  but  there  are  some  dif- 
ferences, notably  that  a patient 
still  desiring  treatment  can  be 
accepted  into  the  program. 

One  feature  the  program 
offers  is  an  immediate  care  cen- 
ter, which  provides  symptom 
management  for  patients  with 
acute  symptoms  who  can't  wait 
for  their  next  appointment. 

The  founders  of  this  program 
say  the  number  of  ER  visits  and 
crisis  hospitalizations  de- 
creased for  patients  enrolled  in 
the  program.  Only  25  percent 


of  Options  patients  die  in  the 
hospital,  a big  change  from 
pre-Options  days  when  termi- 
nally ill  patients  were  cycled 
through  acute  care  settings. 

Before  the  Options  program, 
terminally  ill  patients  were  ad- 
mitted to  intensive  care,  where 
they  were  resuscitated,  only  to 
be  discharged  to  a confused 
and  frightened  family,  to  begin 
the  cycle  again.  That  scenario 
occurs  less  often  today  be- 
cause, given  the  option,  the 
majority  of  the  patients  choose 
less-intensive  settings. 

I mention  this  program 
because  it  recognizes  the 
ambivalence  that  on  which 
SUPPORT  shined  its  light.  You 
may  want  compassionate  end- 
of-life  care,  but  at  the  same 
time,  you  may  also  want  an 
option  for  more  aggressive 
care.  This  program  is  not  the 
only  answer,  but  it's  an  exam- 
ple of  an  alternative  developed 
to  help  people  faced  with  seri- 
ous illness  and  death. 

I can't  think  of  a better  state 
than  ours  in  which  to  conduct 
these  discussions.  That's 
because  many  of  the  important 
discussions  about  the  complexi- 
ty of  death  and  dying  began 
here. 

The  case  of  Karen  Ann 
Quinlan,  the  first  of  many 
nationally  significant  New 
Jersey  cases  in  the  field  of 
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bioethics  was  decided  here. 
We  had  the  Bioethics  Commis- 
sion, the  Advanced  Directives 
for  Health  Care  Act,  which  was 
supported  by  the  Medical 
Society  of  New  Jersey,  state 
nurses  organizations,  the  New 
Jersey  Hospital  Association, 
AARP,  and  many  other  groups. 

We  have  terrific  resources. 
We  have  Paul  Armstrong.  We 
have  Rick  Sinding  with 
HEALTHDECISIONS.  We  have 
The  Robert  Wood  Johnson 
Foundation,  which  funded  the 
SUPPORT  study.  We  have  a 
strong  biomedical  ethics  base 
here  in  the  state. 

We've  come  a long  way 
since  the  Quinlan  case.  A 
growing  number  of  people  are 
choosing  proxies  should  they 
become  unable  to  make  deci- 
sions and  have  written  living 
wills.  Hospitals  and  nursing 
homes  have  ethics  committees 
to  help  families  sort  out  the  is- 
sues surrounding  death  and  dy- 
ing. The  hospice  movement  has 
grown  to  the  point  where  one 
in  seven  American  deaths  are 
tended  in  a hospice  program. 

There's  been  some  progress 
in  medical  education,  as  well. 
Medical  schools  are  revamping 
their  curriculums  to  teach  young 
doctors  how  to  advise  dying 
patients  and  their  families.  Still, 


it's  disappointing  to  note  that 
only  a handful  of  1 26  medical 
schools  in  the  U.S.  have  a sep- 
arate, required  course  about 
dealing  with  death.  It's  hard  to 
believe  that. 

SUPPORT  showed  us  we 
need  a more  radical  change — 
a change  at  our  cultural  core. 
SUPPORT  reflected  our  fear, 
our  denial,  and  our  ambiva- 
lence. 

It  showed  us  that  issues  sur- 
rounding death  and  dying  are 
not  exclusively,  or  even  espe- 
cially, hospital  issues.  They  are 
not  exclusively  or  especially 
doctor  issues.  They  are  human 
issues. 

We  have  to  change  our  cul- 
tural response  to  death  and 
dying.  I believe  that  if  we  can 
change  the  way  we  think  about 
them,  if  we  can  start  to  see 
dying  as  natural  and  accept 
responsibility,  many  of  these 
issues  will  begin  to  resolve 
themselves. 

But  how  does  this  happen? 
How  do  we  change  a societal 
bias?  Well,  it  doesn't  happen 
overnight.  But  it  has  to  happen. 

Talking  about  it  helps.  Stories 
about  Dr.  Kevorkian,  or  discus- 
sion about  the  Supreme  Court's 
hearing  of  laws  banning  doc- 
tor-assisted  suicide,  help.  What 
helps  are  series,  like  the  one  in 


The  New  York  Times,  showing 
what  happens  when  the  end  of 
life  is  not  discussed. 

Studies  like  SUPPORT,  and 
all  the  attention  that  comes  after 
them,  help.  We  need  programs 
aimed  at  kids.  We  need  to  be 
talking  about  death  and  dying. 
We  need  to  be  arguing  about 
it.  Death  and  dying  have  to 
enter  the  more  conscious  realm 
of  public  discourse. 

The  more  the  discussion  and 
debate,  the  more  we'll  find  our 
own  way.  Once  we've 
changed  the  cultural  response, 
doctors  and  other  health  care 
professionals  will  feel  more 
comfortable  and  will  be  more 
supportive.  But  this  is  going  to 
take  time. 

Many  of  you  practically 
began  these  discussions  years 
ago.  You  are  the  ones  who 
have  laid  the  foundation  for 
today's  program. 

Now,  more  than  ever,  peo- 
ple are  listening  and  looking 
for  guidance.  I urge  you  to  con- 
tinue your  humanitarian  work 
and  to  keep  your  voices  loud. 

I welcome  the  fact  that  we 
are  returning  to  this  issue.  And 
I look  forward  to  the  guidance 
of  empathetic  physicians  like 
Dr.  Nuland  other  physicians  on 
this  panel  and  in  the 
audience,  as  the  debate  HW1T1 
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A New  Pace  is  Set 
For  Medical  Offices 

Your  medical  practice  is  a 
business,  and  if  that  business 
does  not  run  efficiently,  it  will 
affect  your  patient  and  public 
relations.  I'm  Mary  Ann 
Hamburger,  and  I've  set  a new 
pace  for  your  administrative 
office  personnel,  that's  steady 
and  streamline.  Simply  call  one  number  for  a complete  turn- 
key approach,  assuring  peak  performance  in  your  office.  I'll  hire 
and  train  your  staff  and  help  with  patient  flow.  I'll  reorganize 
your  billing  systems  and  update  all  of  your  CPT  and  ICD 
codes.  I can  even  help  you  sell  your  practice.  You  know  what 
you  need,  but  handling  it  is  tedious.  Rely  on  an  expert.  Let  me 
evaluate,  recommend  and  reorganize  your  total  office. 

Office  Reorganizations 
Start  to  Finish 

Mary  Ann  Hamburger 

associates 
The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 


Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• a PPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside.  NJ  07092 
908-654-6464  • Fax  908-654-1 422  • 1-800-462-3401 


£)fv-  iihcf 

Visit  the 

Medical  Society  of  New  Jersey 
Web  Site 


or  Current  legislation  or  Endorsed  programs 

dt  Meetings  and  events  dt  New  Jersey  BREATHES 
or  CME  activities  or  Member  and  county  home  pages 

or  New  Jersey  MEDICINE  or  Physician  Finder 

or  And  much  more! 


http://www.msnj.org 
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Susan  Brocco,  MBA 
Joel  Kallich,  PhD 
John  Adams,  PhD 
Judy  Silbemer,  M CP 

Ms.  Brocco  is  a 
research  scientist  with  the 
New  Jersey  state 
Department  of  Health 
and  Senior  Services 
(DHSS)  and  was  project 
director  for  the  consultant 
study  to  assess  organ 
transplantation  in  New 
Jersey.  Mr.  Kallich,  Mr. 
Adams,  and  Ms. 

Silberner  were  study 
consultants,  known  as 
Health  Policy  Analysis. 

In  March  1995,  DHSS  com- 

I missioned  a study  by  Health 
Policy  Analysis  to  assess  solid 
organ  transplantation  services 
in  New  Jersey.  The  study 
focused  attention  on  New 
Jersey's  transplant  system  and 
proved  useful  in  framing  the 
debate  over  the  expansion  of 
these  services  in  the  state.  This 
study  successfully  demonstrated 
how  DHSS  utilizes  research  ini- 
tiatives to  guide  the  develop- 
ment of  public  policy.* 

Organ  transplantation  is 
overseen  nationally  by  the  Or- 
gan Procurement  and  Trans- 
plantation Network  (OPTN). 
The  OPTN,  which  was  award- 
ed to  United  Network  for 


Organ  transplantation 

RESEARCH  INITIATIVES 

in  New  Jersey 


Organ  Sharing  (UNOS)  as  a 
contract,  is  responsible  for 
improving  the  effectiveness  of 
the  nation's  organ  procure- 
ment, distribution,  and  trans- 
plantation systems.  In  New 
Jersey,  DHSS  regulates  the 
expansion  of  the  state's  health 
care  services  through  a certifi- 
cate-of-need  process.  Due  to 
the  national  oversight  of  organ 
transplantation,  DHSS  was 
unable  to  satisfactorily  answer 
many  questions  related  to 


access  and  quality,  which  is  the 
foundation  for  the  certificate-of- 
need  determination. 

New  Jersey  has  one  of  the 
highest  incidences  of  end-stage 
renal  disease  (ESRD)  in  the 
nation,  yet  it  maintains  the  low- 
est rate  of  referral  to  renal  trans- 
plantation programs  and  actual 


transplantation,  which  is  the 
most  cost-effective  treatment 
modality.  While  there  have 
been  steady  improvements  in 
the  number  of  donor  organs 
procured  and  in  the  number  of 
transplants  performed  over  the 
past  several  years,  New  Jer- 
sey's national  ranking  remains 
relatively  low  compared  to 
other  areas.  New  Jersey's  cur- 
rent transplant  system  is  com- 
prised of  the  following  pro- 
grams: three  kidney,  two  pan- 
creas, one  liver,  one  heart,  and 
one  lung. 

The  Health  Policy  Analysis 
study,  completed  in  December 
1996,  sought  the  following:  to 
determine  New  Jersey  resi- 
dents' experience  in  accessing 
organ  transplantation,  with  spe- 
cial emphasis  on  minority  resi- 
dents; to  identify  the  factors  that 
impact  referrals  to  transplant 
waiting  lists;  to  determine 
whether  additional  transplant 
centers  are  needed  in  New 
Jersey;  and  to  provide  recom- 
mendations to  improve  access 
to  transplantation  for  New 
Jersey  residents. 

The  study  involved  linking 
and  analyzing  Medicare  ESRD 
and  UNOS  transplant  data  to 
determine  transplantation  refer- 
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ral  patterns.  This  was  accom- 
panied by  structured  interviews 
with  key  individuals  at  dialysis 
centers,  transplant  programs, 
and  organ  procurement  organi- 
zations. An  advisory  committee 
comprised  of  transplant  and 
dialysis  professionals  guided 
the  study. 

The  analysis  revealed  that 
the  proportion  of  New  Jersey 


residents  obtaining  renal  trans- 
plantation is  similar  to  the  num- 
ber in  New  York  but  signifi- 
cantly lower  than  in  Pennsyl- 
vania, the  two  comparison 
states. 

State  residents  waiting  for 
renal  transplant  instate  are 
more  likely  to  be  transplanted 
within  one  year  than  New 
Jersey  residents  waiting  in 
neighboring  states.  New  Jer- 
sey's performance,  measured 
by  the  percent  of  heart  and 
liver  candidates  transplanted 
within  90  days  of  wait  listing,  is 
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high  by  national  standards. 
Racial  disparity  is  evident  in 
New  Jersey,  which  is  consistent 
with  many  national  studies  on 
waiting  time. 

The  Service/Demand  Index, 
which  measures  the  size  of  a 
state's  transplant  system  relative 
to  its  needs,  indicates  that  the 
New  Jersey  renal,  heart,  and 
liver  systems  are  small  com- 
pared to  New  Jersey  resi- 
dents' demand.  Graft  sur- 
vival is  within  the  expect- 
ed range  for  renal  trans- 
plant, but  is  lower  than 
expected  for  heart  and 
liver  transplant,  although 
differences  are  not  statisti- 
cally significant. 

Graft  survival  and  wait- 
ing times  suggest  that 
New  Jersey  is  not  at  a 
quality  disadvantage  when 
competing  with  neighboring 
states,  yet  the  system  serves 
fewer  candidates  than  expect- 
ed given  the  state's  demand  for 
the  services.  Given  these  fac- 
tors, Health  Policy  Analysis  rec- 
ommended that  the  system  be 
expanded  through  new  pro- 
grams that  have  the  potential  to 
improve  access  and  increase 
organ  donation.  Health  Policy 
Analysis  cautioned  that  care 
should  be  taken  to  prevent  new 
programs  from  decreasing  the 
volume  of  existing  programs. 


The  interview  process  sought 
to  explain  the  factors  that  affect 
a patient's  access  to  transplan- 
tation. Policy  recommendations 
were  developed  based  on  the 
results  of  the  interview  process, 
with  an  emphasis  on  patient 
and  clinician  education  regard- 
ing transplant  issues.  Transplant 
programs  also  should  partici- 
pate in  public  information  cam- 
paigns and  outreach  activities, 
and  should  provide  patient 
transportation  services.  It  also 
was  recommended  that  dialysis 
centers  and  nephrologists' 
referral  rates  to  transplantation 
be  published. 

Since  the  study  was  commis- 
sioned, DHSS  has  issued  a cer- 
tificate-of-need  call  for  the  fol- 
lowing: two  new  kidney  pro- 
grams, one  new  liver  program, 
and  one  new  heart  program. 
Permanent  designation  also 
was  sought  for  the  existing 
demonstration  programs  for 
heart  and  liver  transplantation. 
At  this  writing,  the  certificate  of 
need  applications  have  been 
acted  upon  by  the  State  Health 
Planning  Board  and  await  final 
consideration  by  the  commis- 
sioner of  DHSS. 

*The  final  report  of  the  consultant 
study,  "Assessment  of  Solid 
Organ  Transplantation  Services 
in  New  Jersey"  is  avail- 
able upon  request  by  call- 
ing, 609/292-9354. 
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ECONOMIC  CREDENTIALING 
AND  EXCLUSIVE  CONTRACTS 

A.  Ralph  Kristeller,  MD 


At  the  December  1 995 
interim  Meeting  of  the 
AMA,  the  Indiana 
Delegation  expressed 
concern  that  hospitals 
may  attempt  to 
circumvent  professional 
review  and 
recommendations 
through  the  use  of 
economic  criteria  and 
contractual 

arrangements,  which  do 
not  take  into  account 
individual  professional 
quality.  The  delegation 
felt  that  such  attempts  are 
contrary  to  the  intent  and 
spirit  of  professional  staff 
bylaws,  and  that  no 
person's  privileges  should 
be  restricted  prior  to 
appropriate  professional 
review  and 
recommendations. 

This  concern  was  expressed 
in  Resolution  803  and  testimo- 
ny was  heard  at  Reference 
Committee  H.1  Based  on  the 
Reference  Committee  report, 
the  House  of  Delegates  adopt- 
ed Policy  230.968,  which 
states:  "Practice  limitations:  The 
AMA  supports  model  hospital 


medical  staff  bylaws  requiring 
the  same  due  process  in  limit- 
ing professional  practice  for 
economic  or  contractual  rea- 
sons as  is  followed  for  quality 
reasons;  and  will  clarify  that 
practice  limitations  based  on 
economic  or  contractual  rea- 
sons are  not  reportable  to  the 
National  Practitioner  Data 
Bank  (Res.  803,  1-95). "2 

In  June  1996,  the  Or- 
ganized Medical  Staff  Section 
of  the  Medical  Society  of  New 
Jersey  (MSNJ)  was  assigned 
the  task  of  informing  physicians 
about  this  policy. 

Economic  credentialing.  The 
Physician's  Survival  Guide, 
published  in  1991,  states: 
"Another  emerging  barrier  to 
the  award  of  clinical  privileges 
is  the  apparent  advent  of  eco- 
nomic credentialing.  Economic 
credentialing  is  a broad  term 
used  to  describe  a hospital's 
consideration  of  economic  cri- 
teria during  the  appointment  or 
reappointment  process.  Typi- 
cally, the  term  refers  to  the  eval- 
uation of  practitioners'  resource 
consumption;  namely,  the  abili- 
ty to  practice  medicine  effi- 
ciently. 

"Economic  credentialing  is 
principally  the  byproduct  of 
two  phenomena:  the  increasing 


ability  of  health  services  orga- 
nizations to  monitor  physicians' 
practice  patterns;  and  the 
increasing  emphasis  on  cost 
management  and  institutional 
economic  viability. 

"While  many  hospitals  are 
beginning  to  collect  and  inter- 
pret physician  specific  practice 
profiles  that  evaluate  practition- 
ers' resource  consumption,  few 
are  actually  sharing  the  data 
with  their  physicians.  This  may 
be  a result  of  the  difficult  legal, 
political,  and  practical  issues 
that  currently  are  associated 
with  economic  credentialing. 
However,  some  hospitals  al- 
ready have  begun  to  work  with 
their  medical  staff  to  analyze 
physician  practice  patterns  in 
an  attempt  to  control  costs.  It  is 
likely  that  hospitals  soon  will 
integrate  economic  criteria  into 
the  credentialing  process.  Un- 
like strategic  planning,  eco- 
nomic credentialing  likely  will 
have  a greater  impact  on  prac- 
titioners seeking  reappointment 
rather  than  initial  appointment 
to  the  medical  staff."3 

Exclusive  contracts.  The  typi- 
cal exclusive  contract  establish- 
es a business  arrangement 
between  a hospital  and  a 
physician  in  which  the  physi- 
cian provides  services  within 
the  hospital.  The  most  common- 
ly contracted  services  are  emer- 
gency medicine,  anesthesia, 
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radiology,  and  pathology.  To 
assure  immediate  availability, 
hospitals  enter  into  exclusive 
contracts  with  an  individual  or 
groups  of  practitioners,  who 
assume  the  responsibility  of 
providing  comprehensive  care, 
and  whose  ability  to  do  so  is 
enhanced  by  a guarantee  of  an 
exclusive  right  to  provide  that 
service.4  Implementation  of 
exclusive  contracts  restricts 
access  of  otherwise  qualified 
practitioners  to  the  hospital  and 
probably  is  one  of  the  most 
powerful  and  serious  action(s) 
a governing  board  can  take  in 
this  regard. 

The  decision  to  close  a par- 
ticular service  to  other  qualified 
noncontract  physicians  is 
necessitated  by  the  need  for  a 
particular  type  of  highly  spe- 
cialized medical  service.3 

The  exclusive  contract,  how- 
ever, has  the  potential  for 
abuse.  The  negotiating  position 
of  a single  doctor  or  small 
group  of  doctors  versus  a hos- 
pital corporate  entity  is  rarely 
one  of  equal  bargaining 
power,  particularly  where  there 
is  a surplus  of  a specialty.  The 
exclusive  contract  may  put  a 
physician  or  physician  group  in 
a position  of  being  controlled 
by  the  hospital's  business  plan. 
In  addition  to  the  pressures 
brought  to  bear  on  those  grant- 
ed an  exclusive  contract, 
patient  care  problems  may 
arise  because  qualified  practi- 
tioners, both  private  and  hospi- 
tal based,  may  be  excluded. 
Exclusive  contracts  may  be 
inappropriately  implemented  to 
circumvent  peer  review  and 
quality  improvement  activities, 


as  well  as  disciplinary  report- 
ing requirements  established  by 
law.  If  data  show  that  clinicians 
fail  to  meet  the  standards  estab- 
lished by  the  medical  staff  or 
otherwise  pose  a threat  to  the 
quality  of  care,  extensive 
means  for  corrective  action  are 
available  to  the  medical  staff, 
ranging  from  education  to 
mandatory  consultation  to 
restricted  privileges  to  suspen- 
sion of  clinical  privileges  and 
medical  staff  membership. 
Hospitals  may  choose  to  close 
a clinical  department  by  an 
exclusive  contract,  rather  than 
go  through  any  formal  proce- 
dures, leaving  those  physicians 
not  only  without  a contract  but 
also  without  privileges.  Be- 
cause disciplinary  action 
based  on  incompetence  is  cir- 
cumvented, such  a closure 
requires  no  "messy"  reporting 
to  state  or  federal  agencies  and 
the  hospital  has  no  legal  oblig- 
ation to  grant  due  process.4 

In  January  1990,  the  Cali- 
fornia Medical  Association 
(CMA)  created  a task  force  on 
Exclusive  Contracting  and 
Economic  Credentialing  to 
investigate  the  issues  and  to 
determine  the  need  for  modifi- 
cation of  policy  or  possible  leg- 
islation. In  January  1991, 
CMA  adopted  a comprehen- 
sive policy  governing  both 
exclusive  contracting  and  eco- 
nomic credentialing.4 

The  AMA  has  taken  some 
initiatives  in  these  areas  as 
well.  At  the  1991  Interim 
Meeting,  the  AMA  adopted  a 
definition  of  economic  creden- 
tialing: "Economic  credential- 
ing is  defined  as  the  use  of 


economic  criteria  unrelated  to 
quality  of  care  or  professional 
competency  in  determining  an 
individual's  qualifications  for 
initial  or  continuing  hospital 
medical  staff  membership  or 
privileges." 

This  definition,  along  with 
recommendations  for  dealing 
with  this  new  development  in 
health  policy  is  contained  in  the 
Council  on  Medical  Services 
report  B 1-91 ,5 

At  the  1992  Interim 
Meeting,  the  AMA  adopted 
Policy  1 80.967  protesting  eco- 
nomic credentialing  by  third- 
party  payors  in  which  econom- 
ic factors  are  placed  above 
quality  of  care  factors.6  At  the 
Annual  Meeting  in  1993,  the 
AMA  adopted  Policy  220.945 
stating  that  the  AMA  would 
work  to  amend  Joint  Commis- 
sion on  Accreditation  Hospital 
Organization  standards  such 
that  "economic  credentialing 
shall  not  be  a part  of  the 
appointment/ reappointment 
process  of  the  medical  staff."7 

AMA  policy  (230.  976) 
from  1 993  stated  opposition  to 
using  economic  criteria  not 
related  to  quality  to  determine 
an  individual  physician's  quali- 
fications for  granting  or  renew- 
ing of  medical  staff  member- 
ship or  privileges.8  It  also  was 
affirmed  that  if  under  the  prin- 
ciple of  self-governance  a med- 
ical staff  determines  that  pro- 
ductivity, as  it  bears  upon  qual- 
ity of  care,  is  a reasonable  cri- 
terion to  use  in  its  consideration 
of  reappointment,  it  should  be 
permitted  to  do  so.  However, 
the  AMA  does  not  believe  that 
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economic  productivity  should 
be  a factor  in  medical  staff 
reappointment. 

Because  of  these  policies 
and  initiatives,  the  AAAA  was 
successful  in  influencing  the 
Joint  Commission  on  Accredi- 
tation of  Healthcare  Organiz- 
ations (JCAHO)  to  incorporate 
into  its  1996  Comprehensive 
Accreditation  Manual  for  Hos- 
pitals, the  following  three  stan- 
dards: 

1)  MS. 5. 4. 4,  decisions  on 
reappointments  or  on  revoca- 
tion, revision,  or  renewal  of 
clinical  privileges  must  consider 
criteria  that  are  directly  related 
to  the  quality  of  care; 

2)  MS.5.4.4.1,  such  deci- 
sions are  subject  to  a fair  hear- 
ing and  appeals  process; 

3)  MS .5.5.5,  decisions  on 
appointments  or  on  granting  of 
clinical  privileges  must  consider 
criteria  that  are  directly  related 
to  the  quality  of  care.9 


These  standards  provide  a 
firm  basis  for  medical  staffs  to 
ensure  that  professional  stan- 
dards and  quality  patient  care 
take  precedent  over  business 
decisions  in  the  credentialing 
and  privileging  of  physicians  in 
hospitals. 

Conclusion.  It  is  imperative 
that  physicians  become  knowl- 
edgeable and  active  when  new 
developments  impact  privi- 
leges. Economic  credentialing 
and  exclusive  contracts  have 
the  potential  for  abuse.  The 
AMA  initiatives  have  resulted  in 
new  JCAHO  standards  that 
protect  medical  staffs  when 
economic  credentialing  and 
exclusive  contracts  are  contem- 
plated. 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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Restrictive  covenants 

IN  A PHYSICIAN’S 

EMPLOYMENT  AGREEMENT  Thomas  B.  Lewis,  Esq 


Mr.  Lewis  is  a 
shareholder  with  Stark  & 
Stark,  practicing  in  the 
corporate  litigation  group 
with  an  emphasis  on 
employment  and  health 
care  issues. 

Many  physicians  are  en- 
countering an  all  too  common 
problem  when  they  graduate 
from  medical  school  and  resi- 
dency: a job  offer  premised  on 
the  physician  signing  a restric- 
tive covenant  (also  referred  to 
as  a non-competition  agree- 
ment). The  supposed  purpose 
of  a restrictive  covenant  among 
physicians  is  to  protect  the  eco- 
nomic interest  of  the  employer 
by  temporarily  restricting  a 
departing  physician's  right  to 
establish  a competitive  medical 
practice  in  a nearby  location. 
The  restrictive  provision  typical- 
ly compels  the  departing  physi- 
cian to  relocate  out  of  the  ser- 
vice area  so  that  the  physician 
can  neither  compete  directly  for 
new  patients  nor  retain  current 
patients. 

The  greatest  misconception 
by  a physician  signing  a restric- 


tive covenant  is  that  the  agree- 
ment "is  not  worth  the  paper 
upon  which  it  is  written."  Un- 
fortunately, for  many  unassum- 
ing physicians,  the  restrictive 
covenant  is  worth  the  paper  it's 
written  on  and  may  severely 
limit  the  physician's  ability  to 
practice  medicine  in  the  same 
vicinity  if  he  or  she  willingly 
departs  or  is  fired  from  the 
medical  practice. 

Courts  generally  do  not  ana- 
lyze restrictive  covenant  agree- 
ments between  physicians  any 
differently  from  comparable 
provisions  between  commercial 
parties.  The  New  Jersey  Su- 
preme Court  in  Solari  Indus- 
tries, Inc.  v.  Malady,  issued  a 
three-pronged  test  to  determine 
the  reasonableness  of  a restric- 
tive covenant  in  an  employment 
agreement.  First,  the  covenant 
must  be  no  more  restrictive  than 
is  necessary  to  protect  the  legit- 
imate interests  of  the  employer; 
second,  the  covenant  must 
impose  no  undue  hardship  on 
the  employee;  third,  the 
covenant  must  not  be  injurious 
to  the  public  interest.  The 
Solari  court  held  that  non-com- 


petition restrictive  agreements 
should  be  enforceable  to  the 
extent  reasonable.  Implicit,  of 
course,  is  that  the  court  may 
modify  an  unreasonably  broad 
restrictive  covenant  to  make 
that  covenant  reasonable  and 
enforceable. 

The  New  Jersey  Supreme 
Court  in  Karlin  v.  Weinberg 
held  that  a restrictive  covenant 
as  a component  of  a physi- 
cian's employment  agreement 
is  enforceable  because  it  pro- 
tects the  legitimate  interest  of 
the  employer,  imposes  no  un- 
due hardship  on  the  employee, 
and  is  not  injurious  to  the  pub- 
lic. The  Karlin  court  found  that 
a restrictive  covenant  employ- 
ment agreement,  which  for- 
bade the  defendant  physician 
from  practicing  medicine  for 
five  years  within  a ten-mile 
radius  of  his  employer's  prac- 
tice, was  not  per  se  unreason- 
able or  unenforceable.  The 
Karlin  court,  however,  did  note 
that  a restrictive  covenant 
would  be  unenforceable  be- 
yond the  period  of  time  that  the 
employer  legitimately  needs  to 
protect  the  physician's  practice. 
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The  court  further  cautioned  that 
a showing  of  personal  hard- 
ship alone  ordinarily  would  not 
amount  to  undue  hardship  to 
prevent  the  enforcement  of  the 
covenant.  Finally,  in  weighing 
the  effect  on  public  interest,  the 
court  noted  that  if  enforcement 
of  the  covenant  would  result  in 
a shortage  of  physicians  in  the 
area  in  question,  then  the  court 
must  determine  whether  such 
shortage  would  be  alleviated 
by  a new  physician  establish- 
ing a practice  in  the  area. 
Three  Supreme  Court  justices 
dissented  from  the  Karlin  deci- 
sion, arguing  that  employment 
agreements  between  medical 
doctors  are  invalid  as  a viola- 
tion of  public  policy. 

The  Karlin  case  was  a 1 978 
New  Jersey  Supreme  Court 
decision.  At  the  time  of  the 
decision,  the  Karlin  court  relied 
on  the  1 960  ethical  principles 
established  by  the  American 
Medical  Association  (AAAA).  In 
1933,  the  AMA  House  of 
Delegates  approved  a judicial 
council  resolution  declaring 
that  contractual  provisions  that 
interfered  with  reasonable  com- 
petition among  physicians  or 
prevented  the  free  choice  of 
physicians  were  unethical.  The 
1933  AMA  resolution  re- 
mained unchanged  for  nearly 
30  years.  However,  in  1960, 


the  AMA  published  the  Prin- 
ciples of  Medical  Ethics,  Sec- 
tion 4.63  on  restrictive  cov- 
enants, which  read  in  pertinent 
part:  "|T|here  is  no  ethical  pro- 
scription against  suggesting  or 
entering  into  a reasonable 
agreement  not  to  practice  with- 
in a certain  area  for  a certain 
time,  if  it  is  knowingly  made, 
understood,  and  consistent  with 
local  law  . . . Ethically,  such 
agreements  are  not  forbidden." 
Rather  than  focusing  on  the 
impact  of  covenants  against 
patients,  the  revision  primarily 
was  concerned  with  the  limita- 
tions such  agreements  impose 
on  a physician's  employment 
mobility. 

In  spite  of  the  Karlin  deci- 
sion, there  appears  to  be  a 
growing  trend  that  restrictive 
covenants  between  physicians 
are  unsound  and  potentially 
detrimental  both  to  the  medical 
community  and  to  the  public 
interest.  In  1 980,  two  years  af- 
ter the  Karlin  decision,  the 
AAAA  adopted  an  opinion  that 
declared  that  noncompetition 
agreements  among  physicians 
were  not  in  the  public  interest. 
In  1994,  the  AMA  Code  of 
Ethics  stated:  "Agreements  Re- 
stricting the  Practice  of  Med- 
icine: The  Council  on  Ethical 
and  Judicial  Affairs  discour- 
ages any  agreement  between 


physicians  that  restricts  the  right 
of  a physician  to  practice  med- 
icine for  a specified  period  of 
time  or  in  a specified  area 
upon  termination  of  employ- 
ment or  a partnership  or  a cor- 
porate agreement." 

Thus,  the  very  ethical  code 
on  which  the  Karlin  court  relied 
has  been  replaced  by  an  opin- 
ion discouraging  restrictive 
covenants.  Of  further  interest, 
the  New  Jersey  Supreme  Court 
has  ruled  that  restrictive  cov- 
enant agreements  among 
lawyers  are  invalid. 


A restrictive  covenant  in  a 
physician's  employment  agree- 
ment currently  is  worth  the 
paper  upon  which  it  is  written. 
Until  the  New  Jersey  Supreme 
Court  receives  a challenge,  the 
Karlin  decision  is  the  law  of  this 
state.  Nevertheless,  as  a result 
of  a change  in  the  position  by 
the  AAAA  as  well  as  the  poten- 
tial harm  to  the  public,  there  are 
challenges  that  can  be  made  to 
a restrictive  covenant  in  a physi- 
cian's employment  agreement. 
The  New  Jersey  Supreme 
Court,  with  the  appropriate 
challenge,  may  very  well  over- 
turn Karlin  and  adopt  the  cur- 
rent AAAA  position  discourag- 
ing agreements  between  physi- 
cians that  restrict  the  right  of 
one  physician  to  practice  mpm 
medicine.  LmiUJ 
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iLnnovations 
it  Deborah 
Teart  and 
ung  Center 


Vladir  Maranhao,  MD 


Deborah  Heart  and  Lung  Center,  in  Browns  Mills, 
is  a 161-bed  teaching  hospital  specializing  in  the 
diagnosis  and  treatment  of  patients  with  heart,  lung, 
and  vascular  disease,  and  newborns,  infants,  and 
children  with  congenital  heart  disease. 

Some  years  ago,  an  administrative  colleague  said  that  in  his  life- 
time, he  expected  to  see  drive-thru  open  heart  surgeries.  He  was 
only  half  joking.  He  also  is  relatively  young. 

In  1995,  surgeons  at  Deborah  Heart  and  Lung  Center  performed 
their  first,  and  New  Jersey’s  first,  minimally  invasive  direct  coronary 
artery  bypass  (MIDCAB)  on  a healthy  54-year-old  man.  This 
surgery  was  performed  on  a beating  heart  through  a 4-inch  incision 
in  the  left  rib  cage,  eliminating  both  the  heart/lung  machine  and  the 
need  to  cut  the  sternum.  He  was  discharged  1.5  days  following 
surgery  without  any  complications  resulting  from  the  procedure. 
This  is  about  as  close  as  1 expect  we  will  get  to  drive-thru  open 
heart  surgeries  in  my  lifetime! 

Of  course,  not  all  patients  undergoing  MID  CAB  are  being  dis- 
charged the  next  day;  in  fact,  few  patients  are.  And  it  is  not  just 
coronary  artery  bypass  that  is  being  made  minimally  invasive.  In 
1996,  surgeons  at  Deborah  started  performing  minimally  invasive 
mitral  and  aortic  valve  replacements  and  repairs,  and  minimally 
invasive  pulmonary  procedures  for  bullae  and  localized  tumors, 
resulting  in  shorter  hospital  stays. 

Indeed,  techniques  and  protocols  for  procedures  like  open  heart 
surgery  are  being  modified  and  refined  to  minimize  the  physical 
trauma  experienced  by  the  patient  and  to  reduce  or  eliminate 
impediments  to  recovery.  New  vein  harvesting  techniques  that  use 
videoscopes,  like  those  initiated  by  Deborah,  allow  the  removal  of 
vein  grafts  through  two  or  three  small  incisions.  This  compares 
favorably  to  the  sometimes  leg-long  incisions  formerly  deemed  nec- 
essary. The  result  has  been  reduced  pain  and  infection,  which  pro- 
mote earlier  ambulation  and  quicker  recovery.  So  can  the  use  of  the 
radial  artery  as  a bypass  conduit,  which  Deborah  surgeons  have 
been  employing  more  frequently  since  November  1996.  So  far,  the 
rate  of  infection  or  other  harvesting  site  complications  has  been 
zero,  and  the  radial  artery  resists  the  atherosclerotic  process  more 
than  traditional  conduits. 
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Inasmuch  as  the  motivation  behind 
these  new  methods  and  technologies  is 
to  reduce  hospital  stays,  the  results 
have  been  impressive.  At  Deborah,  the 
average  length  of  stay  for  open  heart 
surgery  fell  from  11.6  days  in  June 
1993  to  8 days  in  January  1997,  and  the 
trend  continues.  The  shortening  of 
patient  stays  for  open  heart  surgery  has 
not  happened  only  on  the  recuperative 
side.  At  Deborah,  an  increasing  num- 
ber of  patients  are  undergoing  same- 
day  surgery,  meaning  they  are  being 
admitted  the  morning  of  their  surgery, 
with  pre-admission  test- 
ing, registration,  and  pro- 
cedures scheduled  for  an 
ambulatory  care  visit  the 
day  before. 

These  achievements 
also  have  been  aided  by 
the  use  of  better  anesthet- 
ic agents  and  early  extu- 
bation  techniques,  result- 
ing in  early  ambulatory  of 
patients  and  less  respira- 
tory complications. 

The  innovations  have  not  only  come 
through  surgery.  As  a cardiologist,  I 
witnessed  with  special  interest  the 
introduction  of  a flurry  of  new  inter- 
ventional catheterization  procedures 
just  a few  years  ago.  Employing  various 
balloon  catheters,  stents,  and  rotational 
devices,  each  procedure  or  combina- 
tion of  procedures  offered  an  alterna- 
tive to  bypass  or  valve  surgery  to  a new 
population  not  previously  able  to  bene- 
fit from  angioplasty. 

Along  with  these  new  devices  came 
successful  initiatives  to  reduce  the 
length  of  stay  for  balloon  angioplasty: 
from  4.8  days  in  1993  to  3.5  days  in 
1996.  We  now  routinely  perform  diag- 
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nostic  catheterizations  and  angioplasty 
on  select  patients  on  an  outpatient 
basis.  In  1996,  40  percent  of  our  diag- 
nostic cases  were  performed 
on  an  outpatient 
basis  without 

any  complica-  COMMENTARY 

tions. 

Cardiology  and  car- 

diothoracic  surgery  are  not  alone  in  the 
push  to  minimize  treatment  and  reduce 
hospital  stays.  Indeed,  the  drive-thru 
concept  has  taken  hold  in  many  areas  of 
medicine,  in  many  cases  due  to  the 
introduction  of  laparo- 
scopic technology. 

Technology  and  knowl- 
edge continue  to  entice  us 
to  push  the  envelope  fur- 
ther and  further.  At  the 
same  time,  current  eco- 
nomic and  political  reali- 
ties have  made  it  neces- 
sary for  physicians  and 
hospitals  to  reduce  the 
cost  of  care,  exacerbated 
by  the  introduction  of  a 
new  decision-making  “partner” — pay- 
ers, especially  managed  care  compa- 
nies. Certainly,  advances  and  initiatives 
that  reduce  hospital  stays  result  in  sig- 
nificant cost  savings,  to  hospitals,  pay- 
ers, and  the  health  care  system  as  a 
whole.  But  what  should  be  paramount 
is  their  impact  on  the  most  important 
people — our  patients  and  their  fami- 
lies. Early  ambulation  and  less  discom- 
fort and  infection  lead  to  any  early  dis- 
charge, sending  the  patients  to  a better 
and  more  familiar  atmosphere — their 
homes. 

Vladir  Maranhao,  MD,  is  vice-presi- 
dent of  Medical  Affairs,  Deborah 
Heart  and  Lung  Center. 


Vladir  Maranhao,  MD 


Radiology  Meeting 

May  15, 1997 
New  Jersey  Medical  School 
AMNJ,  609/275-1 91 1 

Polymyalgia  Rheumatica 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

NJ  Acad,  of  Family  Physicians 

May  29,1997 
Bally's  Park  Place,  Atlantic  City 
AMNJ,  609/275-1911 

Infection  Control 
in  the  HIV  Era 

May  16, 1997 
Runnells  Specialized  Hospital 
AMNJ,  609/275-1911 

Academy  of  Medicine 
Awards  Dinner 

May  21, 1997 
The  Chantider,  Short  Hills 
201/376-2222 

Issues  in 
Cardiology  1997 
May  31, 1997 

Jefferson  Medical  College,  Philadelphia 
215/955-6992 

New  Treatments  of 
HIV  Infection 

May  17, 1997 
UMDNJ,  New  Brunswick 
908/235-7430 

High  Risk  & Critical  Care 
Surgery 

May  21, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

ZDV  Therapy 
for  Patients 

June  3,1997 
South  Jersey  Hospital  System 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

May  19, 1997 

New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 

Pediatric  HIV  Infection 

May  21, 1997 
Union  Hospital 
AMNJ,  609/275-1911 

Hot  Topics  in  Endocrinology 

June  3, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

TB  Management  and  Care  of 
the  HIV-Infected  Patient 

May  19, 1997 

Mediplex  Rehab  Hospital,  Marlton 
AMNJ,  609/275-1911 

Issues  in 

Domestic  Violence 

May  21, 1997 

Clara  Maass  Medical  Center,  Belleville 
AMNJ,  609/275-1911 

Colon/Rectal 

Cancer 

June  3,1997 
East  Orange  General  Hospital 
AMNJ,  609/275-1911 

Gout  & Other 
Crystal-induced  Arthritis 

May  20, 1997 
Jersey  Shore  Medical  Center 
908/776-4420 

Visiting  Professor 
Lecture 
May  22,1997 

St.  Barnabas  Medical  Center,  Livingston 
201/533-5803 

Dermatology  Care  of 
Female  Patients 

June  4, 1997 
UMDNJ,  Piscataway 
908/235-5500 

Anesthesiology  Meeting 

May  20,1997 
Forsgate  Country  Club 
AMNJ,  609/275-1911 

Infection  Control  in  the  HIV  Era 

May  28, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Dermatologic  Therapy 
June  4, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Management  of  Pediatric  HIV 

May  21, 1997 
Union  Hospital 
908/687-1900 

Family  Physician  Assembly 

May  28-30,1997 
Bally's  Park  Place,  Atlantic  City 
609/340-2000 

HIV  Infection 

June  4,1997 

Clara  Maass  Medical  Center,  Belleville 
AMNJ,  609/275-1911 
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Gastroenterological/ 
Gastrointestinal  Society 

June  4, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Peripheral  Vascular  Disease 

June  5,1997 

Woodbridge  Developmental  Center 
AMNJ,  609/275-1911 

Ob/Gyn 
Annual  Meeting 

June  6-7,1997 
Trump  Plaza,  Atlantic  City 
AMNJ,  609/275-1911 

Assisted  Reproductive 

Technologies 

June  10, 1997 
East  Orange  General  Hospital 
AMNJ,  609/275-1911 


wMBSliMra 

Intro  to  HIV 

Asymptomatic 

Prevention  Counseling 

HIV  Infection 

June  17-20, 1997 

June  20, 1997 

East  Orange 

Bayonne  Hospital 

AMNJ,  609/275-1911 

AMNJ,  609/275-1911 

Parasitology 

ZDV  Therapy 

June  17, 1997 

June  25,1997 

Jersey  Shore  Medical  Center 

St.  James  Hospital,  Newark 

908/776-4420 

AMNJ,  609/275-1911 

ZDV 

Aspects  of 

Therapy 

HIV/AIDS 

June  18, 1997 

June  26,1997 

Union  Hospital 

Helene  Fuld  Medical  Center,  Trenton 

AMNJ,  609/275-1911 

AMNJ,  609/275-1911 

Review  of 

Ob/Gyn 

Hepatitis  C 

Annual  Meeting 

June  18, 1997 

September  19, 1997 

Ancora  Psychiatric  Hospital 

PNC  Arts  Center,  Holmdel 

AMNJ,  609/275-1911 

AMNJ,  609/275-1911 

Oncology 
Annual  Meeting 

June  11, 1997 
Hyatt  Regency,  New  Brunswick 
908/873-1234 

Asymptomatic 
HIV  Infection 

June  11, 1997 
St.  Mary  Hospital,  Passaic 
AMNJ,  609/275-1911 

Proper  Use  of  Endoscopy 

June  12, 1997 

Shore  Memorial  Hospital,  Somers  Point 
AMNJ,  609/275-1911 

Advance 
Directives 
June  16, 1997 

New  Lisbon  Developmental  Center 
AMNJ,  609/275-1911 
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Does  your 
health 

organization 
have  these 
symptoms? 

Physician  credential  verification, 
office  site  and  medical  record 
review,  and  other  procedures 
that  are  rising  in  cost  and  not 
efficient  in  meeting  today’s 
competitive  market  demands. 

Our 

Prescription : 

New  Jersey  Medical 
Accreditation  Program  (NJ-MAP) 

NJ-MAP  provides  a 
comprehensive  credentialing, 
office  site  and  medical  records 
review  service. 

The  customized  program 
is  designed  to  reduce  your  cost, 
lower  organizational  resources, 
provide  speed  of  service  and 
trusted  information. 

For  more  information  and  to  arrange 
a consultation  please  call. 

MRAC 


MEDICAL  REVIEW  & ACCREDITING  COUNCIL,  INC. 


609-896-1766  ext.  264 


ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
June  20-22,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

212-581-8100  Hotel  during  meetings 
Oct.  23-26,  1997  13th  Annual  International  Symposium, 

the  School  of  Int’l  Affairs,  Columbia  University 
In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Interna- 
tional College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
International  Symposium  every  October  at  the  School  of  International 
Affairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
Therapeutics  Research,  The  International  Journal  quarterly,  through 
Cognizant  Communications  and  is  listed  by  15  major  international  indexing 
periodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
recognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
and  internationally  recognized,  “Fellow  of  the  International  College” 
(F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
minimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
theories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
central  nervous  systems  & Bi-Digital  O-Ring  Test). 

For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Category  I credit.  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Category  I credits  toward  Physician  Recognition  Award. 


Awaken 
™ Thinker 
Within 


Are  you  someone  who  loves  learning 
for  its  own  sake,  looking  to 
broaden  your  cultural  horizons? 

Caldwell  College,  renowned  for  excellence 
in  Liberal  Arts  programs,  is  now  offering  a 

Master  of  Arts  in  Liberal  Studies. 


• Quality  Faculty  • Flexible  Scheduling 
• Interdisciplinary  Curriculum 
For  more  information,  call  201-22S4424,  Ext  408 


CALDWELL  COLLEGE 

9 Ryerson  Avenue,  Caldwell,  New  Jersey 


MAY  1997 
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Here's  what  we  are  covering  in 
June  1997 

o What  does  the  new  MSNJ  president  have  to  say? 

Carl  Restivo,  Jr,  MD,  the  newly  elected  MSNJ  president, 
reveals  his  goals  and  plans  for  leading  the  Medical  Society  for 
his  1997-1998  term. 

o Is  voice  recognition  in  computers  a new  trend? 

Eric  Lerner  gives  an  overview  of  the  hottest  computer 
application  for  physicians— voice  recognition. 

o How  far  have  we  come  in  controlling  AIDS? 

The  New  Jersey  Division  of  AIDS  Prevention  reports  on  new 
and  resistant  strains  of  HIV. 

o Who  lives  in  New  Jersey? 

Mel  Gelade,  commissioner  of  the  New  Jersey  Department  of 
Labor,  gives  an  overview  of  the  population  and  labor  force 
growth  in  the  Garden  State  into  the  21st  century. 

P Is  imported  malaria  on  the  increase  in  New  Jersey? 

Physicians  from  Jersey  City  Medical  Center  and  Newark  Beth 
Israel  Medical  Center  examine  the  issue  of  malaria  and  its 
impact  on  residents  in  New  Jersey. 

o Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
and  Calendar. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1 " per  column 
$30.00  each  additional  Vi'  per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX-609-393-3759 

DEADLINE  — 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 

WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

(35  characters  per  line' 


Classified  Section 

Display  Ad  in  Classified  Section 

Number  of  Words 

1st  Inch  = $60.00 

$ 

Minimum  $45 

$ 

Add’l  Vi'  x $30.00 

$ 

Member  Physician 

Discount— 33V3% 

($  ) 

Total 

$ 

Per  Issue 

$ 

Member  Physician 

Discount— 33V3% 

($  ) 

x Number  of  Issues 

PER  ISSUE 

$ 

AMOUNT  DUE 

$ 

x NUMBER  OF  ISSUES 

AMOUNT  DUE 

$ 

ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 


Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 


MAY  1 997 


\mim  75 


CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e's.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


110  OPENINGS 
PHYSICIANS 


FAMILY  PRACTICE-CENTRAL 
JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900. 


BC/BE  INTERNIST- MID-SOUTHERN 
NEW  JERSEY 

Clinical  Care  Associates  of  the  University  of 
Pennsylvania  Health  System.  Recruiting  a 
BC/BE  Internist  for  mid  to  southern  New 
Jersey  office  and  hospital  practices.  Com- 
petitive compensation  and  benefits.  Fax  CV 
to  610-239-2888;  or  mail  to  Kathy  Cellini, 
Triad  Building,  Fourth  Floor,  2208  Re- 
naissance Boulevard,  King  of  Prussia,  PA 
19406. 


MEDICAL  DIRECTOR- 
NORTHERN  NEW  JERSEY 

Northern  NJ  equity  model  MSO  is  seek- 
ing part  time  dynamic  Medical  Director. 
The  successful  individual  will  have  3-5 
yrs.  exp.  w/large  group  practice  or  IDS. 
The  physician  entrepreneur  will  have 
been  successful  in  strategic  business  de- 
velopment in  HMOs,  IPAs,  PHOs,  etc. 
Knowledge  of  UM,  QA  and  board 
certification.  Fax  resume  to:  RD  at 
201-541-1319  (principals  only). 


PRIMARY  CARE  PHYSICIAN 
OPPORTUNITY 

Position  available  for  BC  IM,  FP,  EM,  10 
enjoy  practicing  with  us  in  our  Primary 
Care/Urgent  Care  setting.  Northern 
Ocean  County  on  the  shore,  excellent 
area,  great  patients,  well  established 
practice.  Competitive  pkg.  with  bonuses 
and  potential  part  ownership.  Send  C.V. 
in  confidence  to:  Exec.  Director,  P.O.  Box 
607,  Red  Bank,  NJ  07701. 


PRIMARY  CARE-SOUTH  JERSEY 

Cherry  Hill  practice  looking  for  additional  BC/ 
BE  Internal  Medicine  Physician.  Competitive 
salary  plus  benefits.  Very  established  prac- 
tice located  in  excellent  community.  Send  CV 
FAX  1-609-429-1926  Attention:  S.  Pulley. 


130  OPPORTUNITY  WANTED 


RADIOLOGIST 

Lots  of  experience  in  general  radiology,  ultra- 
sound & mammography.  Looking  for  a part 
time  job.  Reply  to:  Suite  105,  Postal  Center, 
633  Franklin  Ave.,  Nutley,  NJ  07110. 


200  PRACTICE  FOR  SALE 


BERGEN  COUNTY 

FOR  SALE:  Well  established  Family  Practice. 
Home/Office.  Practice  available  separately. 
Close  to  Hackensack  University  Medical 
Center.  Present  Family  Physician  in  practice 
continuously  in  same  office  since  1953. 
Reply  to  FAX  201-462-0163. 


BRICK,  NJ 

25  YEAR  GERIATRIC  PRACTICE  and/or 
HOME  FOR  SALE,  BRICK,  NJ.  Live  upstairs. 
Practice  downstairs.  Building  evaluation 
$177,000.  Best  Offer.  Lots  of  Rooms  and 
Extras.  Call  908-477-2488. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/mo 
incl.  util.— busy  medical  bldg,  w/active  den- 
tal/psych/chiro  practices,  ideal  busy  location, 
perfect  for  new  or  2nd  practice. 
212-476-7789  days.  215-860-8491  eves. 

MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent,  day,  1/2  day,  night. 
Call  201-376-8670. 
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OFFICE  SPACE-FLEXIBLE 
SUBLEASE  AVAILABLE 

Levinson  Plaza— next  to  JFK  Medical 
Center— Between  the  Garden  State  Parkway 
and  Interstate  287— Atrium  Lobby— Two 
Elevators— Wheelchair  Accessible— Plenty  of 
Parking— Fully  Furnished  and  Equipped— 
Rent  Day,  Half  Day  or  Evening.  Please  Call: 
908-906-0016. 


310  OFFICES  TO  SHARE 


CEDAR  GROVE 

Professional  Office  Suite  to  share.  Fully  | 
Furnished.  Ample  Parking.  Cleaning  Service  I 
and  Utilities  Included.  At  Major  Intersection.  | 
Available  Full  or  Part  Time.  Contact:  Dr. 
Richard  Winters,  (201)  992-1124. 


CRANBURY,  NJ 

Office  to  Share  with  Rehab  Group.  Perfect 
for  Orthopedic,  Sports  or  Physical  Medicine. 
Bright  and  Uplifting.  Near  Princeton.  Call 
(609)  581-2400. 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  Coun- 
ty. Professional  office  space  available  with 
chiropractor.  Fully  furnished.  Ample  Parking. 
(201)  886-6755. 

NEW  PROVIDENCE 

Seeking  well-trained  HOLISTICALLY-OR- 
IENTED physician  to  Share  established  |L 
medical  office.  We  work  to  combine  the  best 
of  scientific  medicine  with  holistic  attention 
to  the  body’s  healing  systems.  I practice 
family  medicine,  I.M.  and  nutrition,  together 
with  two  behaviorists  and  registered  dieti- 
cian. Women's  Health  or  Rehab  interest 
would  be  a plus.  Call  Richard  Podell,  M.D., 
M.P.H.  201-376-4130  (evenings). 


315  OFFICE-RENTAL,  LEASE 
OR  SALE 


AVAILABLE  PRINCETON  AREA 

Free  Standing  Professional  Building— w/ 
parking  Front  & Rear.  Approx.  2700  sq.  ft. 
New  A/C/Heating,  Vinyl  Siding  & Roof.  Ideal 
for  Pediatric  or  Medical  Group.  Please  send 
reply  to:  Michael  Grasso,  12  Dawson  Rd., 
Kendall  Park,  N.J.  08824. 


500  MEDICAL  EQUIPMENT 
FOR  SALE 


X-RAY  MACHINE 

Picker  Clinical  Xray  600  ma  Orthopedic 
System.  Processor  Included.  Low  usage. 
Contact  Ronald  Gerson,  MD,  609-561-8787 
extension  42. 


Physician  Opportunities 


PHYSICIAN,  FAMILY  PRACTICE 


Busy  suburban  Philadelphia  family  practice  has  an 
immediate  opportunity  for  a primary  care  physician 
with  a strong  pediatric  background.  We  are  currently 
expanding  into  a two  physician  practice.  Interested 
candidates  should  forward  curriculum  vitae  to: 

EAST  NORRITON 
PHYSICIAN  SERVICES 
do  Suburban  General  Hospital 
2701  DeKalb  Pike,  Norristown,  PA  19401 
Phone:  (610)  278-2121 
EOE,  M/F 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


1 

* SPECIAL  SUBSCRIPTION  OFFER  * 

1 

MSNJ  physician  members 

Receive  a second  subscription  to  New  Jersey  MEDICINE 
for  your  office  staff  or  waiting  room  for  1/2  of  the  regular  $50  price! 
Only  $25  for  a one-year  subscription. 

Yes,  1 want  to  receive  a second  subscription  to  New  Jersey  MEDICINE. 

1 Name 

■ Address 

i City 

State  Zip 

| □ Please  bill  me. 

| □ Enclosed  is  a check  for  $25. 

I New  Jersey  MEDICINE 

2 Princess  Road,  Lawrenceville  NJ  08648 
FAX  609/896-1 368 

1 

Make  check  payable  to  New  Jersey  Medicine. 

j 

Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 

We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 
per  week.  Flexible  schedules  available  in  a 
choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V.  to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nu  tri/system 


. 
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Be  Part 


Of  An  Operation 
That'li  Hake 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 


Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 


In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 


With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


CALL  TODAY!  (800)282-1390 
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Teens  tune  in 

Back  by  popular  demand,  this 
year’s  teen  health  seminar,  “Tune 
in  to  Street  Smarts,”  offered 
Garden  State  teens  the  opportu- 
nity to  learn  about  today’s  health 
care  issues  and  empower  them 
to  make  healthy  lifestyle  choices. 
The  program  attracted  300  high 
school  students  from  across  the 
Garden  State.  Sponsored  by  the 
MSNJ  Alliance,  this  year’s  annual 
teen  health  seminar  featured 
Michael  E Green,  MEd,  presi- 
dent of  Collegiate  Consultants 
on  Drugs  and  Alcohol.  He  spoke 
to  the  teens  about  alcohol  use 
and  abuse  and  peer  pressure. 
“Joe  Camel  Wants  You”  was  the 
title  of  a presentation  about 
smoking,  advertising,  and  youth 
given  by  Larry  Downs,  project 
director  of  New  Jersey  Breathes, 
an  anti-smoking  coalition  con- 
vened by  MSNJ.  Sergent  James 
Cassidy  spoke  to  the  high  school 
students  about  street  smarts  for 
today’s  teens. 


A call  for  nominations 

The  Institute  of  Medicine  is  accepting  nominations  for 
the  12th  annual  Gustav  O.  Lienhard  Award.  The  award 
recognizes  individuals  for  outstanding  achievements  in 
improving  health  care  services  in  the  United  States. 
Tienhard’s  impact  on  New  Jersey  health  care  is  profound, 
having  served  as  chair  of  The  Robert  Wood  Johnson 
Foundation  and  president  and  chair  of  the  Executive 
Committee  of  the  New  Jersey-based  Johnson  & Johnson. 
For  more  information,  contact  Jane  Durch  at  202/334- 
2383. 


Youth  in  session 


Sponsored  by  the  New  Jersey  Breathes  Coalition,  a col- 
lective voice  for  tobacco  control  convened  by  MSNJ, 
“Youth  in  Session”  will  be  held  on  May  14,  in  Trenton. 
This  event  features  10th  grade  students  from  each  legisla- 
tive district  in  New  Jersey.  They  will  discuss  and  vote  on 
three  bills  that  raise  the  excise  tax  on  tobacco  products, 
require  tobacco  companies  to  disclose  the  ingredients  of 
all  tobacco  products,  and  penalize  children  for  pos- 
session of  tobacco  products. 
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MSNJ  MEMBERS 
GARNER  RECOGNITION 


A group  of  MSNJ  physi- 
cians were  honored  by  the 
Center  for  Home  Health 
Development.  The  1997  New 
Jersey  Physicians  in  Home 
Care  Awards  were  presented 
to  an  outstanding  physician 
from  each  county  who  facili- 
tates independent  living  for 
the  elderly  and  disabled,  cares 
for  AIDS  patients,  supports 
chronically  ill  children  and 
their  families,  and/or  provides 
comfort  for  the  terminally  ill 
through  the  use  of  home 
health  care  services.  MSNJ 
physicians  receiving  the 
awards  are:  Rashmikant  S. 
DeSai,  MD,  Atlantic  County; 
David  Nathan  Feldman,  MD, 
Bergen  County;  Frank  De 
Maio,  MD,  Cumberland 
County;  James 
Orsini,  MD,  Es- 
sex County;  Rich- 
ard A.  Wil- 
liams, MD,  Hud- 
son County;  Bri- 
an M.  Quinn, 
MD,  Hunterdon 
County;  Peter 
Yi,  MD,  Mercer 
County;  Robert 
Like,  MD,  Mid- 
dlesex County; 
James  H.  Wolf, 
MD,  Morris  County;  Law- 
rence J.  Grill,  MD,  Ocean 
County;  Craig  B.  Quigley, 
MD,  Salem  County;  James  C. 
Salwitz,  MD,  Somerset 
County;  and  Michael  Za- 
boski,  MD,  Union  County. 
Francis  Smith,  MD,  received 
the  1997  New  Jersey  Research 
Physician  of  the  Year. 

The  Center  for  Home 
Health  Development  is  dedi- 
cated to  providing  education, 
research,  and  training  to 
home  health  care  providers. 


Commemorating  our  physicians 

At  the  MSNJ  Annual  Meeting,  nearly  100  physi- 
cians were  honored  with  the  MSNJ  Golden  Merit 
Award  at  ceremonies  in  Atlantic  City.  Established  in 
1957,  this  honor  is  bestowed  upon  every  member  of 
MSNJ  who  has  held  the  degree  of  doctor  of  medicine 
for  50  years. 

This  year’s  recipients  include  Howard  D. 
Slobodien,  MD  (past-president,  New  Jersey  MEDI- 
CINE editor-in-chief);  Thomas  A.  Noone,  MD  (dele- 
gate to  the  House  of  Delegates,  Council  on  Public 
Health);  Charles  G.  Samacha,  MD  (delegate  to  the 
House  of  Delegates);  and  Joseph  A.  Cox,  MD 
(Council  on  Biomedical  Ethics).  In  addition,  two 
married  couples — Seymour  Fried,  MD,  and  Kos- 
ovsky  Fried,  MD,  and  Romula  G.  Pittella,  MD,  and 
Anna  N.  Pittella,  MD — received  the  honor. 


Members  join  state  task  force 

A.  Ralph  Kristeller,  MD,  and  Joseph  N.  Micale,  MD,  have 
been  appointed  to  the  Pharmaceutical  Assistance  to  the  Aged 
and  Disabled  (PAAD)  Task  Force  of  the  New  Jersey  Department 
of  Health  and  Senior  Services.  The  PAAD  Task  Force  is  in 
charge  of  reviewing  all  aspects  of  senior  care  in  the  Garden 
State. 

Kristeller’s  affiliations  at  MSNJ  include  delegate  and  alternate 
delegate  to  the  AMA,  the  Council  on  Medical  Services,  and  del- 
egate to  the  House  of  Delegates.  Micale’s  accomplishments  at 
MSNJ  culminated  with  a term  as  president  in  1993-1994;  cur- 
rently he  is  a member  of  MSNJ’s  newly  formed  Medical  Review 
& Accrediting  Council,  Inc. 

continued  on  page  79 
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It  pays 
to  beat 
Liberty 


The  health  plan  with 
a big  commitment 
to  great  health  care. 

-More  and  more  New  Jersey  businesses 
[iare  discovering  the  advantages  of 
j Liberty  Health  Plan  - one  of  the  fastest 
(growing  health  plans  in  the  state.  And 
I many  of  the  things  they  like,  you'll  like 
| too.  Our  responsive  service,  for  exam- 
ple, is  the  kind  you  just  can't  get  from 
the  health  care  giants.  We've  elimi- 
nated a lot  of  the  bureaucracy  to  help 
I us  respond  quickly  to  you  and  your 
I)  patients'  needs.  And  we  never  forget 
it  that  our  main  focus  is  helping  you 
i keep  your  patients  as  healthy  as  possible. 

You'll  be  at 
Liberty  to 
orchestrate 
patient  care. 

We  want  to  do  every- 
thing possible  to  facili- 
tate care  and  support  your 
decisions  on  behalf  of  your 


patients.  Our  highly  trained  medical 
personnel  work  closely  with  you  to 
ensure  optimum  treatment  - cutting 
through  layers  of  red  tape  to  give  you 
fast  preauthorization  when  time  is  crucial. 
You  and  your  staff  won't  be  put  on 
hold  forever,  waiting  for  answers.  You'll 
deal  with  knowledgeable  people  who 
understand  the  significance  of  your 
requests  and  won't  give  you  stock 
j answers.  It's  a lot  less  frustrating  dealing 
with  us  than  with  the  giants. 

You'll  be  at  Liberty  to 
get  prompt  payment. 

When  you're  seeing  dozens  of 
patients  every  day,  concentrating  on 
' delivering  the  best  health  care, 
the  last  thing  you  and  your  staff 
need  to  worry  about  is  lagging 
receivables.  So  at  Liberty,  we  make 
an  extra  effort  to  pay  you  for  services 
within  30-45  days.  When  our  huge 
competitors  are  taking  as  much  as  90, 
even  120  days,  to  pay,  our  payment 


If  you're  a doctor, 
it  pays  to  be  at  Liberty. 


1 
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an  exception  for 
that  patient/' 


J policy  can  make  a major  difference 
2 in  your  financial  health  - and  your 
% peace  of  mind. 

You'll  be  at  Liberty  to 
go  straight  to  the  top. 

« Ever  try  to  bypass  the  system  and 
2 reach  a key  decision  maker  at  a 
< giant  health  insurer?  Forget  it.  But 
at  Liberty  Health 
Plan,  our 
management 
prides  itself 
on  being 
accessible 
to  doctors  as 
well  as  to 
members.  So 
if  you  need  to  talk  to  someone  on  our 
management  team  about  any  pressing 
matter,  you'll  be  able  to  get  through 
without  a problem.  Nothing's  more 
important  than  meeting  the  needs  of 
our  doctors  and  our  members. 

It  all  adds  up  to  a health  plan  that 
pays  in  so  many  ways  for  doctors. 

For  details,  please  call 

1-800-601-8717 


LIBERTY  HEALTH  PLAN,  INC 

1 15  Christopher  Columbus  Drive,  Jersey  City,  NJ  07302 
http:/ /www.LibertyHP.com 
Liberty  Health  Plan  is  a member  of 
Liberty  Healthcare  Systems,  Inc. 


“While  you  deliver 
patient  care,  we  help 
manage  the  business 
of  medicine.” 


...managed  care  contracts ...  reduced  overhead ...  equipment 
financing. . . personal  asset  management. . . reputation  protection 


Today's  complex  healthcare  market  poses  more  challenges  than  ever  to  physicians. 
MUX’s  Powerful  Partnerships  offer  relief  to  those  challenges  through  our  services 
developed  by  and  for  physicians. 


♦ Insurance  - to  protect  your  reputation 
and  assets 

♦ Investment  Advisory  Services  - to  help  you 
maximize  your  wealth  and  meet  personal 
financial  goals 


♦ Equipment  Leasing  - financial  alternatives 
for  all  your  equipment  needs 

♦ MIIX  Buying  Service  - a group  buying  ser- 
vice that  passes  discounts  back  to  you 


1-800-234-MIIX 

MEDICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTN  ERSH 


P S 


HEALTH  sciences  library 

UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 


; HENS  TO  I 
(DCs 

HIKING  TO 
LOUR  PC  j 

IEW  STRAI 


esident  Dr.  Carl  Restivo,  Jr 
Ivocates  quality  health  care 
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PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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New  Jersey  small  employers 
can  pay  three  and  one-half  times 
more  than  they  have  to  for  equiv- 
alent, high-end  health  insurance. 
The  New  Jersey  Small  Employer 
Health  Benefits  Program  released 
a "Rates  Comparison/'  listing  pre- 
miums quoted  by  different  carri- 
ers and  HMOs  The  brochure 
shows  that  a Bergen  County  em- 
ployer with  six  covered  employ- 
ees, choosing  Plan  E of  the  five 
standard  plans  that  insurers  must 
offer  small  employers,  could  pay 
from  $2,783  to  $9,861  per  month 
in  1997 

Disparities  were  equally  striking  for 
Plans  A through  D.  Among  HMOs, 
though,  premium  differentials  were  much 
smaller. 

Are  hospital  fortunes  tumbling  precipi- 
tously, as  hospital  advocates  fear?  The 

Prospective  Payment  Assessment 
Commission  (ProPAC)  projects  a 12.7 
percent  rise  in  hospital  profits  under 
Medicare  in  1997.  Even  if  rates  are 
frozen  under  the  federal  budget  deal, 
ProPAC  estimates  an  1 1 .4  percent  rise  in 
1998,  reports  the  Bureau  of  National 
Affairs. 

Physicians  have  experienced  a 
rebound  in  patient  care  revenue. 
According  to  the  American  Medical 
Association's  "Socioeconomic  Character- 
istics of  Medical  Practice,  1997,"  physi- 
cians in  the  Middle  Atlantic  states  enjoyed 
a median  net  income  rise  of  24  percent  in 
1995,  following  an  unprecedented  7 per- 
cent drop  in  1 994. 

A broadside  against  mandated  bene- 
fits has  been  circulated  by  the  Heritage 
Foundation.  The  conservative,  Wash- 
ington-based "think  tank"  points  out  that 
well-intended  legislation  to  require  insur- 
ers and  HMOs  to  cover  certain  proce- 
dures, establish  minimum  care  require- 
ments, and  reimburse  treatment  for  cer- 


tain conditions  all  fuel  higher  insurance 
costs.  Additionally,  says  tanker  and  ana- 
lyst Carrie  J.  Gavora,  mandated  bene- 
fits lock  in  standards  of  care  that  may 
become  outmoded,  inhibit  provider  sys- 
tems from  developing  innovations,  and 
discriminate  among  groups  of  patients. 

Here,  a prominent  recent  example  of 
mandated  benefit  legislation  established 
minimum  lengths  of  stay  for  mastectomy 
patients.  Governor  Whitman  has  signed 
one  of  the  mastectomy  bills  but  condition- 
ally vetoed  the  other  measure.  The 
governor  objected  to  a provision  requir- 
ing physicians  to  learn  details  in  the 
patient's  coverage  and  so  advise  the 
patient. 

A "Hospital-centered  Managed 
Care  Network"  has  been  pro- 
posed to  the  Health  Care  Financ- 
ing Administration  by  the  New 
Jersey  Department  of  Human 
Services  Federal  approval  is 
needed  to  secure  Medicaid  pay- 
ments for  the  "charity  care  man- 
aged care"  system  devised  by 
Health  and  Senior  Services  Com- 
missioner Len  Fishman 

Among  other  features,  the  system  offers 
an  opportunity  for  organized  physician 
entities  to  obtain  payment  for  serving 
uninsured  patients.  Timely  approval  of 
this  section  1115  waiver  application 
would  help  allow  the  system  to  become 
operative  next  January. 

Addressing  the  Medical  Society  of 
New  Jersey's  231st  Annual  Meeting, 
Commissioner  Fishman  emphasized 
HMOs'  speedy  penetration  into  the 
Medicare  market  in  New  Jersey.  And, 
researchers  at  Mathematica  Policy 
Research,  conducting  a study  for  the 
Physician  Payment  Review  Commission, 
have  found  "generally  encouraging" 
results  in  patient  satisfaction  for  Medicare 
beneficiaries  enrolled  in  HMOs. 
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Mathematica's  Lyle  Nelson  and  col- 
leagues report  in  Health  Affairs  that  91 
percent  of  survey  respondents  said  they 
would  recommend  their  HMO  to  family  or 
friends,  while  71  percent  said  they  would 
recommend  their  plan  even  to  people  with 
serious  or  chronic  health  problems.  Only 
3 percent  disenrolled  and  returned  to  fee- 
for-service  medicine.  Some  difficulties  in 
accessing  home  care  were  observed. 

Also  in  Health  Affairs  was  a report  that 
HMOs  have  as  much  difficulty  as  other 
third-party  payers  in  limiting  the  use  of 
new  medical  technologies.  Michael 
Chernew,  A.  Mark  Fendrick,  and 
Richard  A.  Hirth  found  that  more  HMO 
enrollees  are  obtaining  laparoscopic 
cholecystectomies  (small-incision  gall 
bladder  removals),  presumably  because 
the  minimally  invasive  procedure  is  less 
ominous  to  patients  than  a traditional 
cholecystectomy.  In  this  way,  increased 
demand  offsets  the  lower  price  of  the 
new,  higher-technology  approach  and 
raises  an  HMO's  overall  expenditures  for 
cholecystectomies. 

The  implication  of  this  finding  is  that 
HMOs  face  the  same  level  of  cost 
increase  as  fee-for-service  plans.  Some 
economists  speculate  that  HMOs  are  able 
to  lower  costs  initially,  but  that  eventually 
HMO  costs  and  prices  may  converge  with 
the  costs  and  prices  of  traditional  health 
insurance. 

A leadership  position  in  disease 
state  management  has  been  cap- 
tured by  the  University  of 
Pennsylvania  Health  System 
(Penn)  Boasting  an  Asthma  Care 
Program  that  reduced  hospital 
admissions  by  75  percent  and  unit 
hospital  costs  by  50  percent,  Penn 
touts  the  model  as  an  answer  to 
the  cost-vs. -quality  dilemma  that 
sparks  fiery  debate  between  clini- 
cians and  HMOs 

Relatedly,  at  a conference  sponsored 
by  the  MMX  Healthcare  Group,  Harvard 


Business  School  Professor  Regina 
Herzlinger — author  of  the  new  Market 
Driven  Health  Care — predicted  that 
"focused  factories"  offering  disease-spe- 
cific treatment  will  succeed  in  the  market 
by  increasing  quality,  reducing  costs,  and 
satisfying  consumers'  interest  in  conve- 
nience, information,  and  support. 

Consider  that  disease  management 
constitutes  focused  factories  without  walls. 
Look  for  programs  set  up  for  high-volume, 
high-cost,  chronic  diseases.  Better  yet,  set 
up  your  own. 

Emphasizing  the  new  consumerism, 
Professor  Herzlinger  further  advised  that 
J.D.  Powers  & Associates  is  making  plans 
to  evaluate  and  rate  health  care 
providers.  Fans  of  Newark  International 
Airport  know  Powers  as  the  outfit  that  last 
year  rated  Continental  Airlines  as  the 
nation's  best.  The  MIIX  conference  was 
attended  by  diverse  eminences  in  New 
Jersey's  health  policy  and  health  care 
communities. 


A technology  assessment  conference 
sponsored  by  the  National  Institutes  of 
Health  is  sparking  a belief  in  merging 
conventional  medical  care  with  behav- 
ioral interventions.  "Mind-body  thera- 
pies"— using  modalities  like  biofeedback, 
behavior  modification,  yoga,  and  patient 
and  family  education — are  advanced  for 
their  impact  on  the  bottom  line. 

"For  every  dollar  you  spend  directly 
addressing  psychological  and  emotional 
needs,"  Richard  Friedman,  MD,  of 
the  State  University  of  New  York  at 
Stonybrook  relates,  "you  can  expect  a 
reduction  of  $3  to  $30  in  health  costs, 
depending  on  the  population  served." 
Like  the  Penn  program,  the  melding  of 
mind  and  body  was  featured  in  the 
Healthcare  Leadership  Review.  Perhaps, 
though,  you  read  it  here  first.  (See 
Newswatch  on  the  Internet  at 
www  msnj.org  ) __ 

Neil  E Weisfeld  1MJ 
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Fas  t Facts 

Princeton  Insurance  Company 


Policyholders  Win  Most  Court  Cases 


In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent 
of  the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  by 
New  Jersey's  courts. 

In  all,  we  managed 
1,212  cases  last  year, 
1,140  of  which  were 
favorably  disposed 
through  dismissal, 
summary  judgment,  or 
a trial  that  resulted  in 
a defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 


have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 
settlement.  Our 


approach  serves 
policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


Princeton  Insurance  Companies 
N .J.  Court  Cases  Won  By  Insureds 


These  professional  liability  cases  involved  insureds  of 
Princeton  Insurance  Company  and  its  parent.  Health  Care 
Insurance  Company,  and  were  favorably  resolved  by 
dismissal,  defense  verdict,  or  summary  judgment. 


More  Benefits 
of  Princeton 
Protection 

In  addition  to  a strong 
defense  against  merit- 
less claims,  we  offer: 

♦ Preferred  prices 
for  physicians  with 
favorable  claims 
experience 

♦ Premium  discounts 
for  doctors  in  their  first 
and  second  years  of 
practice,  and  those 
who  work  part-time 

♦ A discount  on 
the  Princeton  Office 
Package  policy. 


Tune  In  to  Our  Satellite 
Risk  Management  Seminar 

"Anatomy  of  a Claim:  Investigation 
to  Litigation"  airs  June  19 


How  to  Reach  Us 

746  Alexander  Road,  Princeton,  NJ  08540 

(800)555-5162  • (609)452-9404 

Visit  us  on  the  Internet  at:  http://wwjv.pinsco.com 


Increase  your  under- 
standing of  medical 
malpractice  lawsuits 
through  our  satellite 
risk  management 
seminar  on  June  19. 
"Anatomy  of  a Claim: 
Investigation  to 
Litigation"  will  be 
broadcast  live  from 
11:00  a.m.  until  3:00 
p.m.,  with  a half-hour 
break  for  lunch. 

Participants  will 
learn  about  the 
elements  of  liability 
why  patients  sue,  how 
to  secure  relevant 
records,  what 


questions  should  be 
asked  during  the 
investigation  process, 
and  more.  The  seminar 
will  be  hosted  by  Loss 
Prevention  Consultant 
James  Echard  and  Risk 
Management  Consult- 
ant Denise  Gelda,  R.N. 
They  will  be  joined  by 
Roy  Mason,  Esq.,  of 
Mason,  Ketterman  & 
Morgan,  a Baltimore 
law  firm  that  special- 
izes in  medical 
malpractice  defense. 

For  more  informa- 
tion, please  call 
(800)  433-0157,  ext.  227. 


tYES!  I'd  like  more  information  on  the  | 

following: 

□ Professional  liability  insurance 
□ Workers'  compensation  insurance 
□ Princeton  Office  Package  policy 

I Name: I 

I Specialty: I 

I Address: ! 

! City: I 

I State,  Zip: ] 

| Phone  Number:  ( ) | 

I Fax  Number:  ( ) | 

I Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 

P.0.  Box  5322,  Princeton,  NJ  08543-5322  I 
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HEALTH  CARE  CAN 
BE  A MOVING 
TARGET! 


o 


WHEN  YOU  CAN  T AFFORD  TO  MISS  . . . 

HANNOCH  WEISMAN  HAS  A RECORD  OF  HITTING 
THE  MARK  WHEN  ADVISING  PHYSICIANS  ON: 

S Practice  formation,  management  and  operations 
S Review  and  negotiation  of  managed  care  contracts 

S Corporate  transactions  including  mergers  and  acquisitions  and  joint  ventures 
S Licensing,  peer  review  and  disciplinary  matters 
S Professional  liability  and  risk  management 
S Governmental  and  payor  inquiries  and  investigations 
S Medical  staff  relations  and  credentialing 
S Employee  relations  and  benefits 


For  assistance  or  information  contact: 

Lisa  D.  Taylor,  Esq, 

James  J.  Shrager,  Esq, 

Hannoch  Weisman,  A Professional  Corporation 
4 Becker  Farm  Road,  Roseland,  NJ  07068 
201-535-5300 


©1997  by  Hannoch  Weisman,  A Professional  Corporation 
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Introducing 

theHMO 


■ 


your 


freedom 


American  Preferred  is  a managed  care  company  created  to 


offer  both  Physicians  and  Members  more  of  what  they  want,  freedom! 


Freedom  for  doctors  At  American 

Preferred,  our  doctors  are  free  to  prescribe  treatments 
without  undue  policy  restrictions  or  untimely  delays. 
Our  Open  Recruitment  Policy  protects  your  natural 
referral  relationships  by  giving  you  the  freedom  to 
nominate  your  colleagues  to  our  network.  Our 
fee-for-service  reimbursement  philosophy 
offers  further  freedom  to  practice  medicine. 

Freedom  for  members 

Continuity  of  care  is  important  to 
us,  so  we  encourage  Members  to 


bring  their  family  physicians  into  the  network.  This 
freedom  also  protects  the  physician-patient  relationship. 

Freedom  for  employers  our  hmo 

and  POS  products  offer  simple  claims  processing  with 
virtually  no  paperwork.  This  allows  employers  to  offer 
their  employees  a low-maintenance  plan  with  a 
high  degree  of  acceptance.  And  a toll-free  help 
line  further  frees-up  employers'  administrative  time. 

Discover  the  results  of 

freedom  for  yourself.  Simply  call 
the  toll-free  number  below. 


American  Preferred 

Provider  Plan,  Inc. 


Call  1-800-616-1170 for  information  or  a free  brochure 
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Golden  Merit  Award 
winner 

I received  your  kind  invita- 
tion to  attend  the  Golden  Merit 
award  ceremony.  It  is  with 
great  regret  that  I am  unable 
to  attend.  I realize  that  the 
enclosed  form  indicating  my 
plans  for  the  meeting 
answered  the  question;  howev- 
er, I felt  that  this  invitation  and 
the  nature  of  the  award 
required  a bit  more  of  a per- 
sonal reply.  I am  truly  honored 
to  be  so  recognized.  It  is  hard 
to  comprehend  that  it  was 
exactly  50  years  ago  this 
month  that  my  graduation  from 
Cornell  Medical  College  took 
place.  I am  not  sure  that  my 
years  as  a physician  have 
been  that  distinguished;  how- 
ever, I can  say  that  these  years 
have  been  spent  trying  to  rep- 
resent the  medical  profession 
in  an  honest  and  ethical  man- 
ner. And  though  retired,  I con- 
tinue to  maintain  studies  to 
keep  up  with  my  required 
CME  credits. 

Again,  I thank  you  for  this 
honor  and  regret  that  I will  not 
be  able  to  attend.  I look  for- 
ward to  seeing  the  plaque. 

Walter  A.  Reiter  Jr,  MD 

Managed  care 

I couldn't  let  Dr.  Eric 
Munoz's  criticisms  of  managed 
care  (March  1 997)  pass  with- 
out comment.  Contrary  to  his 


various  negative  assertions, 
managed  care,  in  fact,  is  the 
only  health  care  system  that 
fosters  accountability  for  both 
the  cost  and  quality  of  medical 
care.  Furthermore,  it  is  a sys- 
tem that  benefits  both  patient 
and  physician. 

Clinical  studies,  clinical  out- 
comes, preventive  studies,  and 
a substantial  number  of 
Medicare  studies  demonstrate 
that  managed  care  often  is 
superior  to  indemnity  or  fee- 
for-service  health  care. 
Managed  care  networks  have 
high  standards  for  physician 
participation — higher  than 
some  states  have  for  medical 
licensure.  Managed  care's 
improved  data  systems  enable 
doctors  to  practice  more  effec- 
tive medicine,  from  better 
tracking  patient  care  and  out- 
comes, to  evaluating  clinical 
capabilities  of  hospitals  and 
specialists.  Dr.  Munoz  is  cor- 
rect about  cumbersome  refer- 
ral systems,  and  many  man- 
aged care  organizations  have 
streamlined  and,  in  some 
cases,  dropped  their  require- 
ment that  all  referrals  need 
authorizations.  Many  HMOs 
have  voluntarily  dropped  "gag 
rules,"  even  though  these  were 
intended  to  prevent  disparage- 
ment of  the  HMO,  not  inhibit 
patient/doctor  clinical  discus- 
sions. 

Managed  care,  indeed,  has 
incentives  to  provide  the  right 


care,  at  the  level  the  patient 
needs,  right  from  the  start.  No 
ethical  doctor  would  stop  a 
patient  from  seeing  a specialist 
when  it  is  appropriate.  No 
managed  care  company 
would  stop  a patient  from  see- 
ing a specialist  when  it  is  med- 
ically indicated. 

Managed  care  has  uniquely 
advanced  the  quality  agenda 
within  health  care.  It  has  given 
us  a much  better  understand- 
ing of  individual  practices  as 
well  as  clinical  outcomes,  and 
teaches  us  that  quality  care  is 
less  costly.  Many  managed 
care  organizations  are  helping 
to  develop  the  next  generation 
of  doctors,  working  closely 
with  academic  medical  centers 
to  design  programs  to 
enhance  the  provision  of  care 
in  managed  care  settings. 
Managed  care  still  is  evolving. 
With  greater  communication 
and  collaboration,  we  can 
continue  to  enhance  medical 
practice  and  clinical  outcomes 
and  further  advance  the  quali- 
ty of  care. 

It's  time  we  stopped  listen- 
ing to  anecdotes  about  man- 
aged care  and  started  dealing 
with  the  facts.  It's  time  we 
began  more  constructive  col- 
laboration to  improve  quality, 
satisfy  patients  and  providers, 
and  keep  care  affordable. 

Christy  W.  Bell,  Senior  Vice- 
President,  BlueCross 
BlueShield  of  New  Jersey 
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A DIVERSIFIED 
APPROACB 
TO  DIBBED  INCOME 

T.  Rowe  Price  Spectrum  Income  Fund  offers  a complete 
portfolio  in  a single  investment — a diversified  portfolio  of  mutual 
funds  well  structured  to  provide  an  attractive  level  of  income  for 
long-term  investors. 

Seeks  high,  steady  income  with  long-term  growth.  The 

Spectrum  Income  Fund  invests  in  up  to  seven  T.  Rowe  Price  mutual 
funds  chosen  for  their  return  potential  and  for  the  way  they  perform 
relative  to  one  another.  The  fund's  "mix,"  as  shown  in  the  chart, 
represents  a range  of  investments  that  react  individually  to  market 
movements — which  should  help  you  benefit  from  a variety  of 
market  conditions,  both  domestic  and  foreign.  In  one  step,  you 
achieve  a diversified  portfolio  that  pursues  high,  steady  income 
with  reduced  risk.  Of  course,  yield  and  share  price  will  fluctuate 
with  interest  rate  changes. 

A proven  performer.  The  Spectrum  Income  Fund's  investment 
strategy  has  proven  effective  and  has  earned  a five-star  (★★★★★) 
rating  for  its  overall  risk-adjusted  performance  from  Morningstar.* 

The  fund  was  rated  among  1,193  and  641  taxable  bond  funds  for  

the  three-  and  five-year  periods  ending  4- / 30/97,  respectively. 

Invest  with  the  mutual  fund  experts.  T.  Rowe  Price  and  its  affiliates  manage  over  $100 
billion  in  assets  for  more  than  five  million  individual  and  institutional  accounts,  and  provide  a full 
range  of  investment  services.  There's  a $2,500  minimum  investment  ($1,000  for  IRAs).  And,  as 
with  all  our  mutual  funds,  there  are  no  sales  charges. 


Spectrum  Income  Fund 


7.82%  1 year 
8.79%  5 years 
9.77%  Since  inception 

(6/30/90) 

6.36%  Current  30-day 

yield  as  of  4/30/97 

Average  Annual  Returns 
as  of  3/31/97** 


Call  24  houis  (oi  a hee  repoil  and  a prospectus 

1-800-541-1848 

www.  troweprice.  com 


Invest  With  Confidence 

T.RoweRice 


m 

‘Wk 


II  *Morningstar  proprietary  ratings  reflect  historical  risk-adjusted  performance  through  4/30/97.  These  ratings  are  subject  to  change  monthly  and  are  calculated  from  the  fund’s  3-  and 
I 5-year  average  annual  returns  in  excess  of  90-day  Treasury  bill  returns  with  appropriate  fee  adjustments  and  a risk  factor  that  reflects  fund  performance  below  90-day  Treasury  bill 
; returns.  The  1-year  rating  is  calculated  using  the  same  methodology  but  is  not  a component  of  the  overall  rating.  The  fund  received  5 stars  for  both  the  3-  and  5-year  periods.  For  the  1-year 
I period,  the  fund  was  rated  among  1,709  taxable  bond  funds  and  received  4 stars.  Ten  percent  of  the  funds  in  an  investment  category  receive  5 stars,  and  the  next  22.5%  receive 
jj  4 stars. 

**Figures  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  return  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at 
[<  redemption  than  at  original  purchase. 

Past  performance  cannot  guarantee  future  results.  Read  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  SP1036515 
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Bantz  lectures  at  national 
meeting 

MSNJ  member  Eric  W Bantz, 
MD,  presented  a paper  and  lec- 
ture on  anaphylaxis  at  the  Korean- 

Eric  W.  American  Medical  Society's  1 4th 
Bantz,  MD  . . i • i-r- 

annual  convention  and  scientitic 

meeting  in  Florida.  A staff  physician  at  Memorial 
Hospital  of  Burlington  County,  he  is  board  certified 
in  allergy  and  immunology  and  in  pediatrics.  Bantz 
is  a member  of  the  Burlington  County  Medical 
Society  and  serves  as  an  alternate  delegate  to  the 
MSNJ  House  of  Delegates. 


Deitch  heads  American  Burn 
Association 

Edwin  A.  Deitch,  MD,  has 

been  elected  president  of  the 
American  Burn  Association.  He  is 
a professor  of  surgery  and  chair  of 
the  Department  of  Surgery  at 
UMDNJ-New  Jersey  Medical  School  and  chief  of 
surgery  at  UMDNJ-University  Hospital.  A graduate 
of  the  University  of  Maryland  Medical  School, 
Deitch  is  a member  of  the  Essex  County  Medical 
Society,  MSNJ,  and  the  AMA;  he  is  board  certified 
in  surgery. 


Learning  to  save  lives 

MSNJ  staff  recently 
spent  part  of  their  work- 
day learning  CPR,  first 
aid,  and  cardiac  defibril- 
lation. Instructors  from 
Overlook  Hospital  s 
MICU  Training  Center 
spent  the  day  teaching 
these  life-saving  tech- 


niques. This  training  is 
offered  on-site  to  corpora- 
tions and  businesses,  com- 
munity groups,  and 
schools.  With  over  80 
instructors  and  a corpo- 
rate training  van,  Over- 
look's Training  Center  can 
cover  the  state  from 
Sussex  County  to  Cape 
May  County. 


The  Training  Center's 
newest  program  involves 
training  in  the  use  of  the 
semiautomatic  external  de- 
fibrillating  device,  an  inno- 
vative tool  to  help  fight  sud- 
den cardiac  death.  While 
common  in  the  emergency 
medical  arena,  it  is  just 
being  introduced  into  the 
corporate  environment. 


HCFA 
spotlights 
The  PRO 

The  Health 
Care  Financing 
Administration 
(HCFA)  honored 

The  Peer  Re- 
view Organi- 
zation of  New 


Acting  Surgeon  General  Audrey 
Manley,  MD,  MPH  (left)  and  HCFA's 
Joseph  L.  Tilgham  (right),  present  the 
award  to  Mary  Jane  Brubaker,  The 
PRO  director  of  communications  and 
program  development. 


Teens 

helping 

teens 

Teens  at  South 
River  High  School 
are  the  first  group 
of  students  to 
become  Raritan 
Bay  Medical  Cen- 
ter Ambassadors. 


Ambassador  Program  trainers  (front 
row,  left  to  right):  Gladys  Jimenez, 
Chris  Mercurio,  Noel  Rosner,  and 
Sandra  Nilsson;  (back  row,  left  to 
right)  Gilbert  Baez,  Mari  Rodriguez, 
and  Tim  Mannion. 


Jersey,  Inc. 

(The  PRO)  for  its  innovative  Influenza  Prevention 
Project.  The  influenza  prevention  campaign 
involved  a statewide  education  and  communica- 


These students  have  been  trained  to  be  AIDS  aware- 
ness peer  educators.  Training  by  Raritan  Bay 
Medical  Center  consists  of  a full-day  workshop  of 
role  playing  and  games,  interactive  exercises,  and 


tions  effort  to  increase  awareness  of  the  impor- 
tance of  annual  influenza  vaccinations,  especially 
for  the  elderly. 


the  dissemination  of  factual  information  aimed  at 
addressing  disease  transmission,  peer  pressure,  and 
feelings  and  attitudes. 

continued  on  page  12 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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NEWSMAKERS 


continued  from  page  10 

People  in  the  news 


Nationwide  melanoma  initiative 


Dr.  Herman  Ellis  is  the 

new  assistant  commissioner  for 
Family  Health  Services  at  the 
Department  of  Health  and 
Senior  Services. 

Darlene  Leysath  has 

been  named  vice-president, 
CoreStates  responsible  for  com- 
munity development,  business 
lending  for  small 
business  and  not- 
for-profits. 

Albert  Her- 
bert, Jr,  MD,  is 
the  new  director  of 
radiology  for  the 
Atlantic  City  Med- 
ical Center. 

Mercer  Medical  Center 
brings  Shastra  Solomon, 

MD,  to  its  family 
practice  department. 

Mary  R.  Scan- 
lon received  the 
New  Jersey  Health 
Sciences  Librarian  of 

Solomon, °MD  the  Year  award  from 

the  Health  Sciences 
Library  Association  of  New 
Jersey. 

Judith  Pop- 
per William- 
son, MD,  joins 
Mercer  Medical 
Center's  internal 
medicine  depart- 
ment. 

MSNJ  member 
Dante  A Implicito,  MD, 

has  joined  the  medical  staff  of 
Hackensack  University  Medical 
Center's  Department  of 
Orthopedic  Surgery. 


Judith  Popper 
Williamson,  MD 


Albert  Herbert, 
Jr,  MD 


Melanoma,  the  most  serious  form  of  skin  cancer,  is  on 
the  rise.  The  Melanoma  Initiative,  designed  by  the 
Cancer  Research  Institute  and  Cancer  Care,  Inc.,  aims  to 
enhance  public  awareness,  develop  a comprehensive 
research  program,  and  create  health  care  supportive  ser- 
vices. The  program  includes  testing  novel  immunothera- 
pies for  melanoma  treatment  and  the  first  nationwide  sys- 
tem of  support  services.  For  more  information  about  The 
Melanoma  Initiative,  call  800/8 13-HOPE  or  visit 
http://www.cancercareinc.org. 


Tap  into  new  resources 

Physicians  and  health  care  professionals  may 
wish  to  access  the  following  resources. 

Published  by  the  American  Civil  Liberties  Union, 

The  Rights  of  People  who  are  HIV 
Positive  reviews  discrimination  against  people 
with  HIV  disease  and  living  with  HIV  (fax,  212/869- 
9065). 


The  American  Medical  Association  (AAAA)  offers  Directory  of 
Clinical  Practice  Guidelines:  Titles , Sources , and  Updates , 
7997  Edition  (OP#  270397CH),  which  indexes  1,700  clinical 
practice  guidelines  developed  by  the  AAAA  and  various  physician 
organizations  and  groups,  and  its  7996/7997  Outcomes 
Research  Resource  Guide  (OP#  047496CH),  which  reports  on 
the  outcomes  activities  of  over  100  physician  groups  (telephone, 
800/621-8335). 


HIV/AIDS  Information  for  Children:  A Guide  to  Issues 
and  Resources  by  H.W.  Wilson  Company  aims  to  prepare  adults 
about  how  and  what  to  tell  children  about  HIV/AIDS  (telephone, 
800/367-6770). 


MSNJ  officer  speaks  at 
symposium 

"Medicine's  Turbulent  Wa- 
ters," was  the  topic  immediate 
past-president,  Anthony  P. 
Caggiano,  Jr,  MD,  presented 
at  the  seminar,  "Medicine  at  the 
Crossroads — Politics,  Coercion, 


or  Freedom."  MSNJ 
members  Alieta  Eck, 

MD,  and  John  Eck, 

MD,  were  co-modera- 
tors and  presented 
"We  the  People — Anthony  P. 

MSAs  Plus  Charity."  ^ajp9MD°' 

continued  on  page  14 
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call  ttkc  people  tike 

For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


experts  are  calling. 

agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 


1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-1 htegrated  Healthcare  Delivery  Systems 
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continued  from  page  12 

New  faces  to  lead 
county  medical 
societies 

The  county  medical  societies 
and  MSNJ  continue  to  work 
together  to  build  a strong  med- 
ical community  in  the  Garden 
State.  Many  of  the  counties 


Fife,  MD,  Burlington  (June); 

Anton  P.  Kemps,  MD, 

Camden  (May);  N.  Benugo- 
pal,  MD,  Cumberland  (June); 

Anthony  Del  Gaizo,  MD, 

Essex  (May);  Jorge  Prieto, 
MD,  Gloucester  (May); 

Sandra  S.  Valdez,  MD, 


Morris  (June);  Michael  A. 
Patmas,  MD,  Ocean  (July); 

Frederic  Wien,  MD,  Passaic, 
continues  his  term;  Howard 
Schwartz,  MD,  Salem  (May); 
Kishor  Jobanputra,  MD, 

Somerset  (June);  Leonard 
Grodsky,  MD,  Sussex  (June); 


have  inaugurated  new  presi- 
dents. MSNJ  presents  a listing 
of  the  new  county  medical  soci- 
ety presidents  and  the  month 
their  terms  commence:  Peter 
Costantini,  DO,  Atlantic 
(April);  Nancy  L.  Mueller, 
MD,  Bergen  (June);  Kelly  D. 


Hudson  (June);  Frank  S. 
Sforza,  MD,  Hunterdon 
(September);  Javier  G.  Ta- 
boada,  MD,  Mercer  (April); 

Niranjan  V.  Rao,  MD, 

Middlesex  Pune);  Albert  A. 

Tedeschi,  MD,  Monmouth 
Pune),  Leigh  S.  Ende,  MD, 


Albert  A.  Tedeschi,  MD 


John  A Kline,  MD, 

Union  (September);  and 

Robert  C Emery,  MD, 

Warren,  continues  his  term.  In 
Cape  May  County,  elections 
are  forthcoming;  the  current 
president  is  William  R 
Leisner,  MD 


National  designation  for  a NJ  center 

The  Cancer  Institute  of  New  Jersey  takes 
its  place  among  the  nation's  finest  clinical  centers 
for  treating  and  investigating  cancer — a disease 
that  strikes  1 in  every  100  Americans  each  year. 
The  National  Cancer  Institute  has  awarded  its  fed- 
eral clinical  center  designation  to  The  Cancer 
Institute  of  New  Jersey,  in  New  Brunswick — a first 
for  a cancer  center  in  New  Jersey.  "This  interna- 
tionally recognized  honor  places  The  Cancer 
Institute  of  New  Jersey  among  the  highest  regard- 
ed cancer  centers  in  the  world,"  added  William 
N.  Hait,  MD,  PhD,  director  of  the  Garden  State 
cancer  institute. 


Administrator  of  the  year 

John  W Sensakovic,  MD,  PhD,  was  pre- 
sented the  New  Jersey  Healthcare  Administrator  of 
the  Year  award  by  the  Health  Sciences  Library 
Association  of  New  Jersey.  Sensakovic  has  served 
as  an  advocate  for  Saint  Michael's  Medical  Center's 
library  and  information  center.  He  is  responsible  for 
the  extensive  upgrading  of  the  library's  computer 
systems  and  opening  a video  viewing  area  and  a 
community  resource  room.  Sensakovic  serves  as 
director  of  medical  education  at  Saint  Michael's.  At 
Seton  Hall  University,  Sensakovic  is  associate  dean 
of  Clinical  Affairs  and  professor  of  medicine  mvh 
and  infectious  disease.  LiTJUl 
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There’s  one  thing  better  than 
being  your  own  boss. 

Being  your  own  landlord. 


Finance  Your  Commercial  Property 
With  An  SBA  Loan  from  Valley  National. 


When  you  run  your  own  business,  you 
practically  live  there.  So  you  may  as  well  own 
the  space.  But  there’s  one  little  problem.  The 
size  of  the  down-payment.  Which  is  why  you 
need  a Small  Business  Administration  (SBA) 
Loan  from  Valley  National.  It’s  a great  way  to 
build  a nest  egg  for  the  future.  We  can  provide 
up  to  100%  financing.  And  you  can  take  up  to 
25  years  to  pay  it  back  in  affordable  monthly 
payments.  What  it  all  boils  down  to  is  that  for 
about  what  you  spend  on  rent,  you  can  own 
your  business  space. 

And  because  Valley  National  is  a Preferred 
SBA  lender,  the  approval  process  is  amazingly 
quick.  In  most  cases,  we  can  give  initial  credit 
approval  in  three  business  days  or  less.  And 
you’ll  be  working  with  a team  of  experts  who 
specialize  in  satisfying  the  needs  of  small 
businesses.  In  addition  to  real  estate,  you  can 
use  an  SBA  Loan  to  finance  working  capital 
and  pay  it  back  in  up  to  7 years.  Or  to  buy 
equipment,  which  you  can  pay  back  in  up  to 
10  years.  So  call  us  about  an  SBA  Loan.  It’s 
quick.  It’s  affordable.  It’s  smart.  And  you’ll 
actually  like  your  landlord. 


1-800-SBA-6772 


Valley  National  Bank 


An  Equal  Opportunity  Lender.  Preferred  SBA  Lender. 


THE  BANK  THAT  WORKS ; 


North  Caldwell  North  Arlington  Newark 
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Physicians,  residents,  and 
medical  students 

Joining  MSNJ  is  easier 
than  ever.  Our  printable 
application  form  can  be 
found  on  MSNJ’s  web  site 
(http://www.msnj  .org) 
under  the  Membership 
Info  section.  Complete 
the  form  and  you’re  on 
your  way  to  becoming  a 
member  of  the  oldest 
state  medical  society  in 
the  United  States — 
founded  in  1766.  While 
you’re  in  the  Member- 
ship Info  section,  check  out  the  list  highlight- 
ing the  top  accomplishments  of  MSNJ  and 
their  impact  on  physicians. 

AMA  site  recognized 

The  Journal  of  the  American  Medical 
Association  HIV/AIDS  Information  Center  on 
the  world  wide  web  was  awarded  “Best 
Internet-Based  Electronic  Product  for  1996” 
by  the  Association  of  American  Publishers. 
The  site  offers  a wide  array  of  information  per- 
taining to  AIDS/HIV  including  clinical 
updates,  daily  news  reports,  information  on  a 
broad  range  of  AIDS/HIV  questions,  and  sup- 
port resources  for  people  with  HIV/AIDS. 
Check  out  the  site  at  http://www.ama- 
assn.org/aids. 

More  domain  names 

Keep  your  eyes  open  for  seven  new  generic 
top  level  domains,  which  have  been  proposed 
by  the  International  Ad  Hoc  Committee 
(IAHC).  They  are:  .firm  for  businesses  or 
firms,  .store  for  merchants  offering  goods  to 
purchase,  .web  for  parties  emphasizing  world 
wide  web  activities,  .arts  for  arts,  culture,  and 
entertainment  activities,  .rec  for  recreation 
and  entertainment  sources,  .info  for  informa- 
tion services,  and  .nom  for  individuals.  For 
more  details,  access  IAHC’s  web  site  at 
www.iahc.org. 
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Etiquette  on  the  Net 

E-mail  ranks  as  one  of  the  quickest  and  eas- 
iest ways  to  communicate  across  the  coun- 
try— even  across  the  world.  What’s  typical 
protocol  when  using  e-mail?  How  can  you 
create  effective,  professional  e-mail?  E-mail 
Netiquette  Guide,  written  by  Fabrik 
Communications,  will  answer  all  your  ques- 
tions on  proper  e-mail  techniques.  Twelve  tips 
will  tell  you  about  confidentiality  and  e-mail, 
flame  mail,  spamming,  common  e-mail  abbre- 
viations, plus  more.  For  a free  copy,  access 
Fabrik  Communication’s  web  site  (http:// 
www.fabrik.com). 

Bookmarks 

www.medscape . com 

What’s  happening  across  the  nation  in 
health  care  and  medicine?  Access 
Hippocrates  online. 

www.njosteo.com 
Osteopathic  physi- 
cians will  want  to 
browse  this  site  for 
information  from  the 
New  Jersey  Associa- 
tion of  Osteopathic  Phy- 
sicians & Surgeons — 

CME,  legislative  issues,  NJAOPS  regional 
convention,  links,  joining  NJAOPS,  and  a 
members-only  section. 

www.phynet.net 

An  online  resource  to  inform,  educate, 
and  support  medical  professionals  oper- 
ating within  the  physician  practice.  The 
site  offers  medical  and  industry  news 
and  medical  products  and  supplies. 

www.ncsl.org/ihpp 

The  Intergovernmental  Health  Policy 
Project’s  web  site,  which  conducts  re- 
search and  reports  on  health  care  policy 
in  the  state,  offers  “State  Health  Notes” 
and  “ForumNet,”  in  addition  to  publica- 
tions and  the  latest  policy  research. 
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you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 


BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  Blue™  (Plan  A) 

• And  our  new  M$AB/wcSM  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMO^^ 

• Prime 

• Blue  Select™ 

• Blue  Choice™ 

• Blue  Choice  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  lueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


Ask  us  for  a free 


INDIVIDUAL  & 
SMALL  EMPLOYER 
DIVISION 


copy  of  the  SEH 
Buyer’s  Guide. 


® and  SM  Registered  Marks  and  Service  Marks  of  the  Blue  < 
HMO  Blue  arc  Independent  Licensees  of  the  Blue  Cross  and 


Call  Blue  Cross  and  Blue  Shield  of  New  Jersey 
for  complete  details  on  these  endorsed  plans  for 

MSNJ  menW 

1-800-682-7694  (8:30  am-5:00  pm,  Monday-Friday) 


Cross  and  Blue  Shield  Association,  an  Association  of  Independent  Blue  Cross  and  Blue  Shield  Plans.  Blue  Cross  and  Blue  Shield  of  New  Jersey  and 
Blue  Shield  Association.  HMO  Blue  is  a subsidiary  of  Blue  Cross  and  Blue  Shield  of  New  Jersey. 


Take  A Fresh  Approach 
To  Corporate  Decisions 


Take  a "fresh"  approach  to 
corporate  decisions  with  a "fresh" 
bouquet.  Your  employees,  clients 
and  colleagues  will  appreciate 
the  lively,  vibrant  atmosphere 
they  create  within  your  working 
environment.  Metropolitan  Plant 
and  Flower  Exchange  offers 
many  valuable  services, 
such  as  the  ability  to 
send  flowers,  plants, 
gift  baskets  and 
more,  world  wide 
for  any  occasion  at 
a lower  cost.  For  a 
limited  time,  your 


company  can  join  our  family  of 
corporate  members  and  benefit 
through  our  "Preferred  Member" 
program. 

To  activate  your  corporate 
membership,  call  Haney  or  Damaris 
at  201-944-1051.  Be  assured,  with 
over  17  years  of  experience  in  the 
business.  Metropolitan  Plant 
and  Flower  Exchange 
guarantees  quality  and 
delivery.  To  place 
orders,  simply  call 
1 -800-METRO  1 3 or 
check  our  web  site  at 
www. ftd.com/metro. 


, METROPOLITAN  1 

[excha?ic^1 


459  Main  Street  840  Route  17  North  471  Mount  Pleasant  Ave. 
Fort  Lee.  NJ  Paramus,  NJ  West  Orange.  NJ 


Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 

• Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-3110 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


l B?99eSt 
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Delivery  to  your  home 
or  office  - call  for  info. 
Trade-ins  bought  by  phone. 


Shop  by  phone. 
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Let  us  err  on 
the  side  of  safety 


The  mammography  debate 
continues.  Some  discordant 
perspectives  are  presented  by  two 
recent  articles  in  The  New  England 
Journal  of  Medicine.  These 
commentaries  focus  less  on 
scientific  merits  and  more  on 
societal  aspects. 

The  first  article,  “Whither  Scientific 
Deliberation  in  Health  Policy 
Recommendations? — Alice  in 
the  Wonderland  of  Breast- 
Cancer  Screening,”  is  written 
by  Suzanne  W Fletcher,  MD, 
former  co-editor  of  the  Annals 
of  Internal  Medicine.  Fletcher 
chaired  the  conference  spon- 
sored by  the  National  Cancer 
Institute  (NCI)  of  the  National 
Institutes  of  Health  (NIH).  In  a 
news  conference  on  January 
23,  1997,  that  body  recon- 
firmed previous  NCI  opinion 
that  routine  mammograms  not 
be  done  in  women  below  the 
age  of  50,  by  a vote  of  10  to  2. 

The  director  of  the  NCI,  Dr. 

Richard  Klausner,  criticized 
the  report  and  convened  his  National  Cancer 
Advisory  Board  (NCAB).  In  March,  the 
NCAB,  by  a vote  of  17  to  1,  reversed  the  deci- 
sion, several  days  after  the  American  Cancer 
Society  had  recommended  yearly  mammo- 
grams starting  at  age  40.  News  coverage  was 
extensive  and  a concerned  United  States 
Senate  voted  90  to  0 to  support  breast  x-rays 
in  this  group. 


Fletcher  is  alarmed  and  sad- 
dened by  the  intrusion  of  media 
and  politics  into  scientific  affairs. 
We  should  be,  too.  But  these  are 
her  remedies: 

• We  should  recognize  the 
strong  potential  for  failure  of 
“consensus-development  confer- 
ences.” 


Howard  D.  Slobodien,  MD 


Many  factors 
influence 
patient  choice. 
Physicians  can 
help  guide  the 
process.  New 
evidence  could 
change  a 
toss-up  into 
a clear 

recommendation. 


NIH  directors  should  be  more  temperate  ^ 
and  careful  when  they  disagree 
with  the  reports  derived  from 
these  conferences. 


• The  consensus  process  has 
assets  and  demerits  that  invite 
reassessment  of  its  continuing 
worth. 


L 


She  further  recommends  that 
scientists  should  consider  “ben- 
efits, risks,  and  costs  of  medical 
interventions”  and,  where  there 
is  much  disagreement,  consen- 
sus probably  should  not  be 
made,  because  “it  almost  always 
means  that  whatever  effect  may  , 
be  present  is  small.” 

This  theme  is  modified  by  the 
second  piece,  an  editorial  by 
Drs.  Pauker  and  Kasirer,  captioned 
“Contentious  Screening  Decisions”  or  “Does 
the  Choice  Matter.” 

This  editorial  suggests  that  flipping  a coin, 
as  portrayed  by  an  editorial  cartoonist,  would 
“not  be  an  irrational  approach”  in  the  ‘flip- 
flopping’  mammography  screening  debate, 
and  patients  should  accept  the  recommenda-  ■ 


june  1997  New  Jersey  mebium:  19 


EDITOR’S 


DESK 

Far  too  often  the  choices  reality  proposes  are  such  as  to  take  away  one’s  taste  for 
choosing.  Jean  Rostand,  Pensees  d’un  Biologiste,  1939. 

“Free  choice”  appears  to  refer  to  what  the  person  being  judged  (often  called  the 
“patient”)  does , whereas  it  is  actually  what  the  person  making  the  judgment . . . thinks. 

Thomas  Szasz,  The  Second  Sin,  “Freedom,”  1973. 


tions  as  a toss-up.  The  authors  refer  to  their 
1981  editorial,  (“The  Toss-up”),  which 
defines  toss-up  as  a situation  “in  which  the 
consequences  of  different  choices  are,  on  aver- 
age, virtually  identical.”  Unfortunately,  they 
also  concede  that  they  have  not  examined  the 
data  but  accept  the  opinon  of  those  experts 
who  feel  that  early  breast  screening,  at  most, 
has  a tiny  benefit. 

Pauker  and  Kasirer  concede  that  other  fac- 
tors could  influence  patient  choice,  and  that 
physicians  could  help  guide  the  process.  They 
also  agree  that  new  evidence  could  change  a 
toss-up  into  a clear-cut  recommendation.  But 
they  fail  to  recognize  that  ‘virtually  identical’ 
choices  actually  can  represent  large  differ- 
ences. If  a woman  is  given  a choice  between 
lumpectomy-radiation  and  complete  mastec- 
tomy, whose  ultimate  results  may  be  identical, 
making  a decision  is  hardly  a toss-up. 

We  are  the  only  animals  who  can  contem- 
plate morbidity  and  mortality  and  each  of  us 
considers  them  as  an  individual.  Margaret 
Mead,  in  Coming  of  Age  in  Samoa  (1928),  said, 
“Chief  among  our  gains  must  be  reckoned  this 
possibility  of  choice,  the  recognition  of  many 
possible  ways  of  life  ...  a civilization  in  which 
there  are  many  standards  that  offer  a possibil- 
ity of  satisfactory  adjustment  to  individuals  of 
many  different  temperamental  types  of  diverse 
gifts  and  varying  interests.”  The  physician,  or 
any  other  who  advises  or  gives  care,  can 
inform,  comfort,  and  reassure  only  to  a limit- 
ed extent.  The  patient’s  choice  will  be  influ- 
enced by  personal  values.  In  a recent  PBS  tele- 
vision program,  the  “patient,”  suffering  from 
late-stage  metastatic  breast  cancer,  was  given 
the  option  of  receiving  experimental  therapy 
with  a slight  chance  of  improvement  or  of 
obtaining  a lump  sum  payment  and  no  treat- 
ment. To  the  surprise  of  many,  the  “patient” 
selected  the  money,  so  that  “my  teenage 


daughter  might  have  enough  to  provide  for 
her  schooling  when  I am  gone.” 

Pauker  and  Kasirer  agree,  saying,  “Instead 
of  flipping  a coin,  our  patients  can  base  their 
choices  for  screening  ...  on  private  and  per- 
sonal feelings  about  health  outcomes  and  not 
on  the  loudest  or  most  prestigious  voice.” 
Their  types  of  choice  are  based,  however,  on  a 
presumption  that  screening  in  the  40-year-old 
woman  is  of  infinitesimal  value.  Even  if  we 
were  to  assume  that  short-term  evidence  sup- 
ported this  position,  the  doubt  that  remained 
in  the  minds  of  many  other  experts  should 
have  physicians  recommending  options  that 
carry  the  lowest  potential  for  damage  to  the 
patient.  We  know  that  the  control  rate  for 
breast  cancer  varies  with  the  stage  of  the  dis- 
ease, regardless  of  age,  and  as  noted  in  previ- 
ous dissertations,  the  morbidity  of  biopsies 
has  been  sharply  decreased  by  newer  tech- 
niques, and  modernized  mammography  has 
also  improved  the  accuracy  of  diagnosis. 

There  is  another  hazard.  If  we  fail  to  rec- 
ommend testing  when  there  is  reasonable  evi- 
dence to  support  it  and  minimal  downside  to 
it,  you  can  be  sure  that  this  testing  will  be 
removed  as  a paid-for  benefit,  and  legislators, 
stimulated  by  the  media,  again  will  intrude 
into  the  medical  equation.  The  chair  of  the 
special  presidential  committee  to  evaluate 
human  cloning,  Princeton  University 
President  Harold  T.  Shapiro,  was  asked  when 
he  would  issue  a report,  expected  this  May. 
His  answer:  “Only  after  President  Clinton  has 
had  a chance  to  review  the  findings.”  Perhaps 
Fletcher  might  have  avoided  controversy  if 
her  findings  had  been  discussed,  in  advance 
of  presentation,  with  Klausner,  who  disagreed 
with  her  original  conclusions.  Perhaps  Pauker 
and  Kasirer  should  realize  that  even  small  dif- 
ferences can  be  life-saving  under  cer- 
tain circumstances. 
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Take  Control  of  Your  Diagnostic  Testing... 
Start  with  a FREE  Analysis  from  POLESTAR. 

• Are  you  considering  a Physician  Office  Lab  (POL)  for  your  practice? 

• Is  your  existing  POL  operating  at  maximum  efficiency? 

Take  advantage  of  POLESTAR’' s 30  years  experience 
in  the  Physician  Office  Lab  industry. 

If  your  practice  sends  out  ten  (10)  or  more  samples  a day 
to  a reference  laboratory,  the  financial  benefits  of  establishing 
an  in-house  laboratory  can  be  substantial. 

For  existing  POLs,  POLESTAR  will  perform  a free  efficiency 
evaluation  of  your  lab,  and  review  the  results  with  your  practice. 

Call  POLESTAR  today  for  a FREE  consultation 
to  analyze  your  specific  testing  needs. 

______ 

Epolesw 

Leading  the  way  in  Physician  Office  Laboratories. 

955  S.  Andreasen  Drive  • Escondido,  California  92029 
619-480-2600  • 800-836-4848  • 800-344-7008  fax 
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Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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To  increase 
cash  flow, 
simply  remove 
the  tail. 

Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a 
tail  — to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain 
coverage  with  us  until  retirement,  you’ll 
never  have  to  purchase  a tail,  and  you’ll 
still  be  protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

To  give  you  a taste  of  our  full-service 
approach,  we’d  like  to  send  you  a 
fascinating  booklet,  Ten  Procedures  for 
Avoiding  Medical  Malpractice.  To  receive 
your  obligation-free  copy,  please  call  us 
at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH.  PO  BOX  217 
1SELIN,  NJ  08830-0217 
800-684-0876  • 908-205-9800 
FAX:  908-205-9496 
E-MAIL:  bcszerlip@aol.com 

Professional  Insurance  Services 
for  Health  Care  Providers 


R.  MARTIN  OLIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

N.J.  BAR  1972  PATENT  BAR  1972  N.Y.  BAR  1974 


Specializing  in  the 

Business  of  Health  Care 

Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramgs  New  York  City 
Call  us  at  800-235-9381 


You  Practice 

I'll  Reorganize 
Your  Existing  Office 

Is  your  staff  working  up  to  it's  potential?  Is 
your  office  operating  efficiently?  Are  your 
| codes  current?  If  not,  consider  the  turn-key 
method.  Mary  Ann  Hamburger  has 
triumphed  as  the  most  comprehensive  and 
diverse  single  source  for  medical  office  set 
ups  and  reorganizations.  She  is  an  expert  in 
every  detail  of  office  administration.  Mary 
Ann  will  reorganize  and  reenergize  your 
present  office.  She  can  guide  you  in  establishing  the  fee  schedules 
appropriate  to  your  specialty,  geographic  area  and  current 
market.  She'll  train  your  staff  in  scheduling  properly  to  insure 
effective  patient  flow.  An  expert  in  CPT  and  ICD  codes,  Mary 
Ann  Hamburger  will  update  them  yearly  to  insure  proper 
reimbursement.  For  a whole  new  approach  to  medical  office 
practice,  call  today. 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 
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Interview  with 
Carl  Restivo,  Jr,  md 


Dr.  Restivo  is  the  205th 
president  of  the  Medical 
Society  of  New  Jersey 
(MSNJ).  He  is  a fellow  of 
the  American  College  of 
Physicians  and  a member 
of  the  American  Medical 
Association,  of  the 
American  Rheumatism 
Association,  and  of  the 
Arthritis  Foundation.  He 
is  affiliated  with  Christ 
Hospital,  Jersey  City. 

Q.  As  you  commence  your 
term  of  president  for  MSNJ, 
what  are  the  things  you  hope 
to  accomplish  during  your 
term? 

A.  One  of  the  things  I hope 
to  continue  has  to  do  with  my 
appointment  as  chair  of  the 
Membership  Committee.  If  we 
want  to  accomplish  anything 
as  physicians,  the  most 
important  thing  we  have  to  do 
is  get  together.  At  MSNJ,  we 
represent  only  about  one-half 
of  the  physicians  practicing  in 
the  state.  We  need  to 
proselytize,  and  we  need  to 


inform  doctors  of  the  good 
work  that  MSNJ  has  been 
doing  for  them  and  their 
patients. 

Q.  What  kinds  of  problems 
do  you  think  physicians  face 
today? 

A.  One  problem  is 
frustration.  Doctors  feel  under 
siege,  their  incomes  are 
dropping,  and  their  patients 
are  leaving  them  for  other 
doctors  who've  signed  up  with 
different,  less  expensive  health 
insurance  plans.  They  feel  very 
frustrated.  No  one  takes  to 
change  easily,  especially 
conservative  doctors  who've 
been  trained  to  treat  diseases 
and  now  are  expected  to  be 
savvy  businessmen  and 
businesswomen.  But  most 
doctors  are  notoriously  poor 
at  this. 

Q.  What  do  you  think  is 
the  problem  in  terms  of 
recruiting  membership?  Why 
don't  physicians  feel  a need  to 
belong  to  MSNJ? 


A.  One  reason  is  that  many 
physicians  are  members  of 
specialty  organizations.  These 
are  inherently  smaller 
organizations  with  less  capital 
to  spend  on  political  action, 
outreach  programs,  and 
patient  advocacy.  They  feel 
that  they  are  paying  their  dues 
to  those  groups  and  that  to 
pay  dues  to  two  groups  would 
be  too  costly. 

Q.  You've  also  talked  about 
patient  advocacy.  Can  you 
give  me  an  example? 

A.  I pledge  to  make  a 
strong  effort  on  the  part  of 
New  Jersey  physicians  to  help 
reduce  smoking  in  the  state. 
I've  already  been  on  several 
television  shows,  and  I've 
written  an  editorial  for  a local 
newspaper  on  this  issue.  As 
you  know,  Easter  Seals 
decided  to  raise  money  by 
having  a cigar  party.  Doing 
that  is  like  Alcoholics 
Anonymous  throwing  a beer 
party  to  raise  funds.  It  is 
inappropriate. 
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I also  think  we  need  to 
provide  the  fourth  graders  in 
the  state  with  information, 
personal  visits,  and  art 
contests  to  inform  them  of  the 
dangers  of  smoking.  We're 
working  closely  with  New 
Jersey  Breathes,  the  New 
Jersey  Nets,  and  The  Robert 
Wood  Johnson  Foundation. 
Smoking  is  such  a big 
killer  that  if  we  can  make 
a dent  in  this  area  we  can 
have  a big  impact  on  the 
quality  of  life  of  the 
citizens  of  New  Jersey. 

Q.  You've  referred 
already  to  the  changing 
environment  for  physicians 
today,  in  terms  of 
managed  care  and  the 
possibility  of  declining 
incomes.  What  can  MSNJ 
do  for  the  average 
physician  with  respect  to 
these  issues? 

A.  MSNJ  has  to  be  there  as 
a facilitator  for  the  doctors. 

We  must  continue  to  sponsor 
programs  that  educate  our 
membership,  and  assist  our 
members  in  changing  the  way 
they  function.  For  example,  we 
should  help  them  become 
computer  literate  and  savvy  in 


terms  of  computer  billing  and 
coding — things  that  they  never 
picked  up  in  medical  school 
and  maybe  never  picked  up 
anywhere. 

Q.  We're  talking  about  a 
tremendous  sea  of  change  for 
physicians  today,  especially 
older  physicians,  aren't  we? 


A.  No  question.  A cottage 
industry  for  rugged 
individualists  is  being  changed 
to  a situation  where  you  are 
an  employee  of  a large 
corporation  that  pays  you  what 
they  choose  and  when  they 
choose.  It's  a very  difficult 
transition. 


Q.  It  sounds  like  you're 
concerned  about  the  level  of 
morale  in  the  profession  as 
well. 

A.  Doctors'  morale  isn't  as 
bad  as  it  could  be  because 
patients  realize  that  physicians 
are  their  representatives,  their 
ombudsmen,  and  their  best 
friends,  fighting  for 
patients'  rights.  They  are 
coming  to  realize  that  the 
insurance  companies  are 
trying  to  reduce  payment, 
deny  payment,  delay 
payment,  and  deny  or 
reduce  access,  and  that 
the  doctors  are  the  only 
ones  fighting  for  them. 

I know  that  doctors 
sometimes  have  been 
perceived  as  overpaid. 

The  truth  of  the  matter  is 
that  our  overhead  is 
getting  higher  and  higher, 
and  the  amount  of 
reimbursement  is  less  and  less. 

Q.  So  it  sounds  like  you  see 
the  role  of  MSNJ  as  helping 
physicians  negotiate  change. 
You're  not  going  to  be  able  to 
stop  all  of  these  changes,  but 
you  can  help  doctors  navigate 
them. 


Carl  Restivo,  Jr,  MD 
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A.  That's  right,  navigate  as 
you  would  navigate  rapids. 
Also,  when  doctors  speak  as 
representatives  of  patients, 
people  listen.  When  doctors 
speak  about  their  own 
problems,  such  as  declining 
income,  nobody  cares.  But 
when  you  speak  up  about 
something  that  is  affecting  a 
patient's  access  to  care  or  the 
way  a heart  attack  or  a 91  1 
call  is  handled  under 
managed  care,  then  more 
people  take  notice,  and  that's 
good. 

Q.  Do  you  think  that  some 
of  the  public  and  media 
backlash  against  managed 
care  is  having  an  effect? 

A.  Absolutely.  The  HMOs 
know  that  we  could  do  the 
"disease-a-month"  club  and 
that  would  put  a lot  of 
pressure  on  legislators.  Who's 
not  going  to  legislate  longer 
stays  for  postpartum  mothers 
or  for  women  who've  had 
mastectomies,  or  for  cancer  or 
brain  tumor  patients?  What 
we're  really  asking  for  is  to  be 
in  charge  of  patient  care  and 
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not  be  forced  into  unhealthy 
choices  for  our  patients. 

Q.  What  about  some  of  the 
other  health  care  trends  we're 
seeing  now  in  New  Jersey, 
such  as  hospital  consolidations 
and  the  increase  in  group 
practices? 

A.  I certainly  see  the  value 
of  larger  group  practices  in 
terms  of  sharing  expenses  for 
cleaning,  utilities,  and 
secretarial  staff,  and  in  freeing 
the  physician  to  spend  more 
time  with  patients  and  less 
time  with  mundane  matters. 
Right  now,  I'm  in  a small 
practice  in  an  inner  city,  in  a 
house  built  in  the  1 880s,  that 
was  converted  to  a doctor's 
office.  It's  not  the  same  as  a 
big  multispecialty  group 
practice  that  takes  advantage 
of  economies-of-scale  that  are 
important  today. 

Q.  Are  you  concerned 
about  what's  going  on  in  the 
hospital  sector? 

A.  Yes,  but  not  in  a 
negative  way.  My  own 
hospital  recently  decided  to 
look  into  associating  with  two 
other  hospitals  in  the  county, 
and  then  having  the  medical 
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staffs  of  these  three  hospitals 
get  together  at  a PHO  level  to 
try  to  get  a better  rate  on 
managed  care  contracts,  joint 
computer  services,  and  other 
things.  It's  a fact  of  life  that  we 
we  will  need  less  hospital 
beds  in  the  future  and  that 
duplication  of  services  involves 
a waste  of  money. 

Q.  What  do  you  bring  to 
this  position  in  terms  of  your 
own  experience  and  your  own 
background? 

A.  My  adult  life  has  been 
given  to  service — to  my 
patients,  my  community,  and 
my  peers.  I've  been  involved 
on  the  boards  of  the  United 
Way,  the  Boy  Scouts,  MSNJ, 
and  my  hospital  board.  I've 
been  on  the  board  of  the  New 
Jersey  Arthritis  Foundation  for 
many  years  and  served  as  its 
president.  All  of  this  has 
prepared  me  to  know  what  is 
going  on  in  New  Jersey  and 
to  be  aware  of  key  issues.  I'm 
in  good  health.  I'm 
enthusiastic,  and  I've  been 
given  a wonderful  opportunity 
to  serve  the  patients  and  _____ 
physicians  of  our  state. 


Switching  Jobs  Can  Have  An 
Unfortunate  Effect  On 
Your  Retirement  Savings. 


Don't  Lose  40%  Or  More  Of  Your  Retirement  Plan  To  Taxes 
And  Penalties.  Call  For  Your  Free  Information  Kit  Today. 


T.  Rowe  Price  can  help. 

Call  for  our  free  kit  on 
managing  the  payout  from 
your  former  employer’s 
retirement  plan.  The 
kit  clearly  explains  the 
pros  and  cons  of  each 


distribution  option,  so  you 
can  decide  what’s  best  for 
you.  Because  we’d  hate 
to  see  your  retirement 
plan  go  all  to  pieces. 

1-800-541-1847 


Invest  With  Confidence  CjftjL 

T.RoweRice  Bk 


Request  a prospectus  with  more  complete  information,  including  management 
fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  iraro36513 


The 


Medical  Manaqer 

Practice  Management  Software 


A fully  integrated  practice  management  solution 

Over  16  years’  experience  in  providing 
healthcare  automation  solutions 

Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 

Learn  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  us 
at  800.677.7784,  201.808.0088,  or  www.medicalmanager.com. 


Medical 

Manager 


Lowest  Premiums  for  Quality 
Malpractice  Insurance 

The  Joseph  A.  Britton  Agency  can  help  make  it  happen.  If  you  are  a preferred  risk1,  you  can  qualify 
for  preferred  rates2.  Compare  these  annual  premiums  at  occurrence  limits  of  $l,000,000/$3,000,000: 

• anesthesiologists  $ 9,524  • occupational  medicine  $ 2,771 

• general  surgeons  $18,453  • plastic  surgeons  $18,453 

• internists  $ 5,331  • psychiatrists  w/ect  $ 2,937 

• ob-gyns  $34,068  • urologists  $11,993 

With  over  25  years  of  experience,  the  Britton  Agency  has  proven  exceptional  in  packaging  malpractice 
insurance.  Our  professional  staff  and  size  assure  you  the  benefits  of  specialized,  personal  service  while 
offering  you  insurance  at  the  lowest  cost. 

Call  today  for  a free  consultation.  Start  saving  tomorrow. 


JSl 


Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

Underwriting  approval  required.  2May  need  groups  of  3 or  more  depending  on  specialty. 
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Dedication  to  the 

HEALTH  OF  OUR  STATE 

Governor  Christine  Todd  Whitman 


Governor  Whitman 
delivered  the  following 
remarks  last  month  at  the 
Medical  Society  of  New 
Jersey  (MSNJ)  Annual 
Meeting. 

I was  really  struck  when  I 
learned  that  this  is  the  231st 
MSNJ  Annual  Meeting.  Your 
group  is  older  than  the  republic 
itself  and  is  the  most  venerable 
medical  society  in  the  nation. 

I wonder  what  one  of  your 
colleagues  who  practiced  in 
colonial  New  Jersey  would 
think  if  he  were  here  this  morn- 
ing. The  advances  in  diagnos- 
tics and  treatment  would 
amaze  him.  The  growth  in 
knowledge  would  astonish  him. 

Yet  for  all  of  the  changes  that 
the  practice  of  medicine  has 
seen  in  the  past  23 1 years,  per- 
haps none  has  come  as  swiftly 
and  as  radically  as  the  change 
in  the  business  of  medicine. 
Government  is  looking  over 
your  shoulder.  Number-crunch- 
ers stand  next  to  you  in  the 
examining  room.  Lawyers 
review  every  case  that  doesn't 
result  in  a miracle.  It's  no  won- 
der people  complain  about 
crowded  doctors'  offices. 

But  despite  all  these 
changes,  despite  what  many 
consider  to  be  a flood  of  unnec- 
essary and  unwarranted  intru- 


sions, you  have  continued  your 
commitment  to  the  healing  arts. 
And  you  have  continued  to 
fight  for  those  you  have  taken 
an  oath  to  serve — your 
patients.  That  is  a tribute  to 
your  dedication,  your  profes- 
sionalism, and  your  deep  sense 
of  mission.  I applaud  you  for  it. 

Of  course,  as  Commissioner 
Fishman  laid  out  for  you  in  his 
remarks  earlier  this  week,  gov- 
ernment does  have  a role  to 
play  in  medicine  in  this  day 
and  age.  When  basic  medical 
care  is  inaccessible  to  millions, 
when  accountants  are  making 
decisions  best  left  to  physi- 
cians, and  when  giant  corpora- 
tions are  spending  millions  to 
promote  deadly  products  to  our 
children,  government  clearly 
has  a role. 

In  meeting  government's 
responsibility,  this  administra- 
tion has  borrowed  a page  from 
your  book.  You  know  that  the 
best  diagnostic  tool  any  doctor 
has  is  his  or  her  ears.  Listening 
often  tells  a doctor  more  about 
a patient's  health  than  a full 
battery  of  tests. 

This  administration  is  doing 
the  same  thing — listening.  We 
have  been  eager  to  listen  to 
you,  and  I want  you  to  know 
how  much  we  value  what  you 
have  to  say.  I especially  appre- 
ciate Clark  Martin's  efforts  on 
your  behalf  to  promote  what  I 


believe  has  been  a very  con- 
structive dialogue.  I think  we 
can  all  agree  that  this  process 
is  showing  good  results. 

For  example,  we  listened  to 
you — and  your  patients — when 
you  told  us  that  insurance  com- 
panies were  forcing  new  moth- 
ers and  their  infants  home  too 
early.  You  told  us  about  the 
growing  practice  of  "drive- 
through  deliveries,"  and  we 
heard  you. 

When  we  crafted  the  law  to 
end  this  practice,  we  took  your 
advice  by  establishing  mini- 
mum standards  for  hospital 
stays.  It's  true  that  you  certainly 
had  a particularly  sympathetic 
ear  in  this  governor.  But  the 
value  of  what  we  did  in  New 
Jersey  became  clear  again  and 
again,  as  state  after  state,  and 
eventually  Congress,  enacted 
similar  proposals. 

And  when  we  enacted  our 
landmark  tort  reform  measures, 
we  did  not  forget  physicians — 
and  you  made  sure  of  that.  We 
included  provisions  to  help  pro- 
tect doctors  against  frivolous 
medical  malpractice  suits.  The 
first  provision  requires  that  a 
plantiff  file  a certification  of 
merit — completed  by  another 
doctor  in  the  same  specialty — 
attesting  to  the  possible  merits 
of  the  suit.  The  second  protects 
doctors  who  merely  prescribe  a 
medical  device  from  product 
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liability  suits  filed  against  med- 
ical equipment  manufacturers. 

While  hard  data  is  not  yet 
available,  I understand  that 
these  two  measures  are 
already  reducing  the  number  of 
medical  malpractice  suits  filed 
against  doctors  in  New  Jersey. 

I am  proud  that  our  tort  reform 
measures  are  helping  protect 
good  doctors  from  frivolous 
lawuits. 

More  recently,  we  promul- 
gated our  groundbreaking  reg- 
ulations on  HMOs.  Again, 
MSNJ  was  an  important  part- 
ner in  our  efforts  to  return  rights 
to  health  care  consumers — and 
their  doctors — that  were  being 
eroded  away. 

Under  our  regulations — 
which  I believe  will  become  a 
model  for  states  across 
America — we've  restored  the 
doctor-patient  relationship  to 
what  it  should  be,  based  on 
standards  of  care,  not  stan- 
dards of  coverage. 

We've  restored  your  right  to 
make  decisions  about  care  and 
about  what  you  should  discuss 
with  a patient.  We've  restored 
the  patient's  right  to  all  the 
information  relevant  to  his  or 
her  care.  And  we've  restored 
due  process  to  a system  where 
the  scales  of  fairness  had  tilted 
seriously  out  of  balance.  In 
short,  we  listened  and  we 
acted. 

Just  as  these  HMO  regula- 
tions will  be  a model  for  other 
states,  so  too  are  they  a model 
here  in  New  Jersey  for  other 
managed  care  providers.  I 
want  you  to  know  that  I support 
the  main  goal  of  the  Health 


Care  Quality  Act,  which  now  is 
moving  through  the  Legislature. 

I believe  we  should  provide 
to  consumers  in  PPOs  and  cer- 
tain other  health  insurance 
plans  the  same  consumer  pro- 
tections included  in  our  HMO 
regulations.  By  extending  those 
regulations,  we  can  extend  to 
another  one  million  of  your 
patients  the  protections  we  now 
afford  HMO  members. 

On  another  issue,  we  should 
continue  to  work  together  to 
fight  the  epidemic  of  smoking 
among  young  people.  It's 
almost  possible  to  understand 
why  people  who  have  been 
smoking  for  decades  continue 
to  do  so.  They  started  before 


Governor  Whitman 


they  knew  the  risk.  They  are 
captives  to  a life-long  addic- 
tion. Yet  it's  truly  impossible  to 
understand  why  anyone  would 
take  up  smoking  with  all  the 
information  available  today. 

Your  strong  support  of  our 
efforts  to  restrict  tobacco  sales 
to  minors  and  to  continue  to 
educate  young  people  about 
the  hazards  of  smoking  has 


been  integral  to  the  success  we 
have  achieved  on  this  front. 

But  I am  not  satisfied  with  the 
gains  we  have  made — and  I 
know  you're  not  satisfied  either. 
We  must  continue  to  work  as 
partners  to  reduce  teenage 
smoking,  until  none  of  our  chil- 
dren are  falling  prey  to  this 
temptation. 

I said  earlier  that  medicine 
has  undergone  amazing 
change  over  the  past  two  cen- 
turies. But  recent  headlines 
make  me  think  we  haven't  seen 
anything  yet.  The  news  that  sci- 
entists have  successfully  cloned 
a sheep  raises  a flock  of  ethical 
questions.  The  threats  posed  by 
newly  discovered  viruses  and 
bacteria  will  strain  already  tight 
research  budgets.  The  increase 
in  environmental  hazards  will 
require  better  methods  of  track- 
ing and  reporting. 

As  government  works  to 
address  these  challenges,  your 
participation  will  be  absolutely 
essential.  With  your  help,  we 
just  might  meet  the  primary  rule 
of  medical  ethics:  First,  do  no 
harm. 


When  I was  a girl,  I can 
remember  my  mother  telling 
me,  "Now,  listen  to  the  doctor, 
Christie."  That  was  good 
advice  then.  It's  good  advice 
now.  We  may  not  always 
agree — in  fact,  I can  almost 
guarantee  we  won't.  But  I'll 
always  listen.  I'll  always  give 
your  views  a fair  hearing.  And 
I'll  always  respect  your  commit- 
ment, your  passion,  and  your 
dedication  to  the  health 
of  our  neighbors  and  I J I li]  | 
the  health  of  our  state,  mmm 


28  New  Jersey  Medium  June  1997 


Discover 

how  to  save 
time  and  money 
on  your 

health  care  insurance 


1 he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we  ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


Assistance  with  submitting  claims  if 
you  need  help. 

Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money. 

Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrence ville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH 


ASSOCIATES 


A 


r 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’S  9:40 

In  the  morning  . . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 


1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


1 EXECUTIVE  BLVD. 


YONKERS,  NY  10701 
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Population  and  labor 

force  growth  in  New  Mel  Gelade 

Jersey:  1994-2005 


Mr.  Gelade  is  the 
commissioner,  New 
Jersey  Department  of 
Labor. 

From  the  traffic  jams  we 
encounter  on  our  roadways  to 
school  or  to  the  mall  each  day,  it’s 
natural  to  wonder  what  New 
Jerseys  population  will  be  like  as 
we  enter  the  next  century.  To  the 
relief  of  anyone  stuck  behind  the 
wheel,  New  Jersey’s  population 
is  expected  to  grow 
slowly  from  1994  to 
2005,  increasing  by 
slightly  less  than  0.5 
percent  a year,  or  at 
about  one-half  the 
nation’s  rate.  Ac- 
cording to  New 
Jersey  Department 
of  Labor  projec- 
tions, there  will  be 
8.3  million  people 
living  in  the  state  by 
the  year  2005,  or 
about  418,000  more 
people  than  in 
1994.  Our  popula- 
tion growth  rate 
going  into  the  next 


century  is  projected  to  be  at 
about  the  same  as  experienced 
from  1980  to  1994. 

Not  only  will  we  be  seeing 
more  new  faces  on  the  road,  but 
different  faces  as  well  (Table  1). 
Nearly  one-half  of  the  net 
increase  of  “new”  New  Jerseyans 
will  be  Asians,  Pacific  Islanders, 
American  Indians,  Eskimos,  or 
Aleuts  (classified  as  “other 


races”  in  the  New  Jersey 
Department  of  Labor  projec- 
tions). The  projected  49  percent 
growth  of  other  races  is  substan- 
tially larger  than  that  of  whites 
(2  percent)  and  blacks  (13  per- 
cent). By  2005,  about  7 percent 
of  all  New  Jersey  residents  will 
be  other  races,  slightly  more 
than  15  percent  will  be  black  and 
78  percent  will  be  white.  In 
1994,  other  races  accounted  for 
about  5 percent  of 
the  total  popula- 
tion, blacks  14  per- 
cent, and  whites  81 
percent. 

New  Jersey’s  age 
structure  also  will 
be  different  by 
2005.  The  large 
baby  boom  genera- 
tion bom  between 
1946  and  1964  will 
continue  to  influ- 
ence the  age  struc- 
ture of  the  state’s 
population.  In 
1994,  this  group 
accounted  for  31 
percent  of  the 


Table  1.  New  Jersey  population  change: 
1994  to  2005. 


Islanders, 


American  Indians, 
Eskimos  & Aleuts 
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Table  2.  New  Jersey  population  by  age: 
1994  and  2005. 


state’s  total  popu- 
lation. As  the  baby 
boom  generation 
grows  older  the 
40-to-64-year-old 
age  group  is  pro- 
jected to  increase  a 
hefty  27  percent. 

The  size  of  the  25- 
to-39-year-old  age 
group  is  projected 
to  decrease  by  19 
percent  from  1994 
to  2005  as  the 
baby  boomers 
grow  older  and 
move  up  to  the 
next  age  group 
and  are  replaced 
by  the  smaller 
“baby  bust”  (those 

bom  from  1965  to  1976)  and  “baby  boom  echo” 
(children  of  the  baby  boomers)  population  groups. 

Meanwhile,  the  number  of  pre-schoolers  (0  to  4 
years  old)  will  decline  somewhat  between  1994  and 
2005  as  the  baby  boomers  finish  their  child-bearing 
years.  The  projected  moderate  growth  of  the  school- 
age  group  (5  to  17  years  old)  is  the  result  of  the  baby 
boom  echo.  The  18-to-24-year-old  age  group,  many 
of  whom  are  college  students  and/or  are  new 
entrants  to  the  labor  force,  also  is  projected  to 
increase  moderately.  The  state’s  elderly  population 
(65  years  and  older)  is  projected  to  continue  to  grow 
but  at  a slower  pace  than  in  the  1980s.  A substantial 
increase  in  the  elderly  population  will  not  take  place 
until  the  baby  boomers  start  to  enter  this  age  group 
after  2010.  However,  the  population  over  age  80  will 
grow  at  a faster  rate  than  the  population  as  a whole 


and  by  2005  will 
represent  one-third 
of  those  over  age 
65  compared  with 
23  percent  in  1994 
(Table  2). 


What  does  New 
Jersey’s  changing 
age  stmcture  mean 
besides  the  “empty 
nest”  baby  boom- 
ers trading  in  their 
sport  utility  vehi- 
cles for  something 
smaller?  With  their 
children  grown, 
younger  baby 
boomers  may  have 
higher  discretion- 
ary incomes  for 
savings,  recreation, 
and  leisure  activity.  Older  baby  boomers  probably 
will  need  more  medical  and  geriatric  care  as  will  the 
numbers  of  the  very  old — those  80  years  and  over. 
Demand  for  health  care  workers  and  facilities  spe- 
cializing in  the  health  problems  of  seniors  can  be 
expected  to  rise  significantly  as  the  boomers  begin 
to  swell  the  ranks  of  New  Jersey’s  elderly  by  2010. 


800 


Housing  needs  of  New  Jersey’s  aging  population 
may  be  different.  Younger  empty  nesters  who  don’t 
move  to  warmer  climates  may  well  trade  down  from 
the  large  family  home  to  something  smaller  and 
maintenance  free,  or  choose  to  move  to  progressive 
care  communities.  Conversely,  the  smaller  number 
of  children  produced  by  the  baby  bust  generation 
may  lessen  the  demand  for  pediatric  care  and  new 
elementary  schools  by  2005. 
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Along  with  the  growth  in  population  will  come  an 
expanding  labor  force  (Table  3).  New  Jerseyans  at 
work  or  looking  for  work  are  projected  to  grow  from 
4.1  million  in  1994  to  4.4  million  by  2005.  This  8 
percent  rate  of  growth  in  the  labor  force,  although 
slighdy  lower  than  the  10  percent  experienced  in  the 
previous  11  years,  still  is  faster  than  the  5 percent 
projected  rate  of  population  growth.  New  entrants 
into  the  labor  force  into  the  next  century  will  come 
from  the  last  of  the  baby  bust  population  and  the 
older  of  the  baby  boom  echo.  Nationally,  the  rate  of 
labor  force  growth  is  projected  to  grow  by  12  per- 
cent. 

Not  surprisingly,  the  age  and  racial  patterns  evi- 
dent in  the  population  projections  are  reflected  in 
the  labor  force  projections.  Aging  baby  boomers  will 
swell  the  ranks  of  the  40-to-64-year-old  labor  force 
group  by  one-third  from  1994  to  2005,  increasing 
the  need  for  “refresher-type”  training  to  upgrade 
skills  for  a changing  workplace.  The  youngest  labor 
force  group  (16  to  24  years  old)  also  is  projected  to 
increase  moderately  in  the  state.  Entering  the  world 
of  work  for  the  first  time,  many  will  seek  to  combine 
the  demands  of  the  classroom  with  a part-time  job. 


College  and  other 
post-high  school  train- 
ing school  enrollments 
may  increase.  Also,  the 
25-to-39-year-old  age 
group  will  shrink  sub- 
stantially because  the 
baby  boom  cohort  will 
be  supplanted  by  the 
smaller  baby  bust  gen- 
eration. One  of  the 
impacts  of  this  demo- 
graphic decline  could 
be  a reduction  in  the 

In  addition,  the  mix  of  faces  we  can  expect  to  see 
will  become  somewhat  more  diverse  by  2005. 
Women  and  nonwhites  (black  and  white  rates)  are 
projected  to  account  for  increasing  shares  of  the 
state’s  labor  force.  Approximately  60  percent  of  the 
projected  336,000  net  increase  of  the  state’s  labor 
force  will  be  female.  The  nonwhite  labor  force  will 
account  for  54  percent  of  the  state’s  labor  force 
growth  from  1994  to  2005  with  especially  strong 
growth  in  other  races.  The  other  races  and  black 
shares  are  projected  to  expand,  respectively,  from  5 
percent  and  13  percent  in  1994  to  7 percent  and  14 
percent  in  2005,  while  the  white  labor  force  will 
grow  by  less  than  5 percent.  White  males  are  pro- 
jected to  increase  by  just  2 percent  in  the  11-year 
period. 

Despite  these  dramatic  differences  in  growth 
rates,  because  of  the  large  number  of  white  males 
already  in  the  labor  force,  they  still  will  be  the  largest 
component  (43  percent)  of  the  state’s  civilian  labor 
force  in  2005.  The  share  of  the  state’s  white  labor 
force  will  contract  to  79  percent  by  2005  _____ 
from  82  percent  in  1994.  I^Jul 
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Child  Support.  Alimony. 
Division  of  Assets.  Custody  Rights. 


Iven  in  the  best  of  circumstances,  divorce  can  be  an  intimidating  process. 

But  for  a physician,  divorce  often  comes  with  more  complicated  issues. 
Issues  that  involve  protecting  future  earnings  and  assets  tied  to  a medical 
practice.  Or  working  through  what  are  often  very  nontraditional  schedules. 

The  firm  of  Klein  & Halden  has  special  expertise  representing  physicians  in 
matters  of  matrimonial  law.  And  we  have  an  intricate  understanding  of  the 
impact  managed  care  has  on  the  value  of  your  practice. 

Because  today’s  evolving  health  care  industry  means  changes  when  a marriage 
dissolves  as  well,  it  is  important  to  develop  appropriate  strategies  - 
strategies  that  ensure  a smooth  divorce  process  and  fair  settlement  in  cases 
where  asset  and  income  protection  is  of  critical  concern. 

If  you  would  like  further  information  or  a consultation,  contact  us  at 
(609)  429-2700  or  (609)  654-1771. 

Klein s Halden 

A T T 0 A A E Y 5.  A T L A 111 
With  offices  in  Burlington,  Camden  and  Gloucester  County 
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Radiology/pathology 

CONFERENCE  AT  UMDNJ 


The  authors  are 
affiliated  with  the 
Departments  of 
Radiology  and  Pathology, 
UMDNJ-Robert  Wood 
Johnson  Medical  School, 
New  Brunswick. 

hWJ  The  University  of 
Medicine  and  Dentistry  of  New 
Jersey  (UMDNJ)-Center  for 
Continuing  Education  is  ac- 
credited by  the  Accreditation 
Council  for  Continuing  Medical 
Education  to  sponsor  continu- 
ing education  for  physicians. 

UMDNJ-Center  for  Continu- 
ing Education  designates  this 
activity  for  a maximum  of  I 
hour  in  Category  1 credit  to- 
ward the  Physician's  Recog- 
nition Award  of  the  American 
Medical  Association,  provided 
it  is  completed  as  designed  and 
a minimum  passing  score  of  70 
percent  is  achieved.  Each 
physician  should  claim  only 
those  hours  of  credit  that 
he/she  actually  spent  in  the 
educational  activity.  Credit  for 
the  continuing  medical  edu- 
cation (CME)  post-test  is  avail- 
able until  June  1 998. 


This  CME  activity  was  pre- 
pared in  accordance  with  the 
ACCME  Essentials. 

This  activity  is  supported  in 
part  by  an  educational  grant  to 
UMDNJ-Center  for  Continuing 
Education  from  Abbott  Labora- 
tories. 

Upon  completion  of  this 
activity,  participants  should  be 
able  to:  discuss  the  typical  pre- 
sentation and  physical  findings 
associated  with  the  diagnosis; 
be  familiar  with  the  radiologi- 
cal workup  and  findings  of  the 
diagnosis;  describe  the  his- 
topathological  and  gross 
pathological  findings  of  the 
diagnosis;  and  review  the  cur- 
rent treatment  options  for  the 
diagnosis. 

Clinical  history.  A 65- 

year-old,  white  male  presented 
with  a nine-month  history  of 
progressive  dysphagia.  The 
symptoms  became  progressive- 
ly worse  to  the  point  where  his 
oral  intake  was  limited  to  liq- 
uids and  very  soft  solids.  He 
reported  losing  ten  pounds  in 
the  last  two  to  three  months.  His 
past  medical  history  is  signifi- 
cant for  a hiatal  hernia  as  well 


Issam  F.  Moubarah,  MD 
John  L.  Nosher,  MD 
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as  non-insulin  dependent  dia- 
betes mellitus,  which  was  well 
controlled  with  diet  and  oral 
hypoglycemic  agents.  The 
patient  had  a 30-pack/year 
smoking  history,  but  no  history 
of  alcoholism. 

A physical  examination 
revealed  a cachectic  patient. 
The  lungs  were  clear.  No 
adenopathy  was  present. 

A recent  endoscopy  showed 
an  abnormality  in  the  esopha- 
gus. A chest  computed  tomo- 
graph (CT)  and  an  upper  gas- 
trointestinal (Gl)  series  were 
performed  for  evaluation. 

Radiologic  findings.  A 
CT  scan  of  the  chest  was  per- 
formed at  10  mm  intervals  fol- 
lowing the  administration  of 
oral  and  intravenous  contrast. 
A 6 cm  soft  tissue  mass  involv- 
ing the  distal  esophagus  was 
present  in  the  posterior  medias- 
tinum (Figure  1).  The  mass 
began  at  the  level  of  the  carina. 
There  was  dilatation  of  the 
esophagus  proximally.  There 
was  a filling  defect  in  the  fun- 
dus of  a well-opacified  sto- 
mach consistent  with  a mass 
involving  the  gastroesophageal 
region. 
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Figure  1.  Contrast-enhanced  CT  of  the  chest  shows  a 6 cm  soft  tis- 
sue mass  involving  the  distal  esophagus. 


A double-contrast  upper  Gl 
series  demonstrated  a large, 
bulky  filling  defect  beginning  at 
the  level  of  the  carina  and  ex- 
tending to  the  gastroesopha- 
geal junction  (Figure  2).  It 
demonstrated  mucosal  irregula- 
tory  and  destruction.  A collec- 
tion of  barium  was  seen  in  the 
distal  esophagus,  which  proba- 
bly represented  a large  ulcera- 
tion within  this  mass.  There  al- 
so was  fold  effacement,  mu- 
cosal irregularity,  and  mass 
effect  in  the  gastric  cardia  con- 
sistent with  extension  of 
esophageal  tumor  into  the  car- 
dia. 

Pathologic  findings.  The 

surgical  specimen  consisted  of 
an  esophagus  measuring  29  x 
7.8  x 3.6  cm  (Figure  3).  When 


opened,  the  specimen  showed 
an  irregular,  fungating  mass 
(15.5  x 1 1 x 2.5  cm),  which 
contained  areas  of  necrosis 
and  hemorrhage.  Grossly,  the 
mass  extended  through  the  gas- 
troesophageal junction  and 
into  the  proximal  gastric  wall. 
The  mass  invaded  the  full  thick- 
ness of  the  esophageal  wall. 

Microscopically,  the  neo- 
plasm was  diffusely  infiltrating 
the  esophageal  wall  with  areas 
extending  up  to  and  through 
the  squamous  epithelium.  The 
tumor  was  composed  of  small- 
to-medium  size  cells  with  scant 
rims  of  cytoplasm  and  hyper- 
chromatic  nuclei  with  dense 
clumped  chromatin  (Figure  4). 
Nuclei  showed  evidence  of 
molding  and  numerous  mitoses 


Figure  2.  Doublecontrast  exam- 
ination of  the  upper  Gl  tract 
shows  a large,  bulky  mass  pro- 
jecting into  the  esophageal  lumen 
and  demonstrating  both  mucosal 
irregularity  and  ulceration. 

were  present.  The  tumor  did  not 
appear  to  arise  from  the  sur- 
face squamous  epithelium. 
Inflammatory  cells  were  dis- 
persed throughout  the  neo- 
plasm. One  of  eight  peri- 
esophageal lymph  nodes  was 
positive  for  tumor.  Immunohis- 
tochemical  stains  were  weakly 
positive  for  neuron  specific  eno- 
lase.  Stains  were  negative  for 
wide  spectrum  cytokeratins, 
chromogranin,  S-100  protein, 
and  leukocyte  common  anti- 
gen. Electron  microscope  stud- 
ies were  performed  with  diag- 
nostic features  of  rare  cytoplas- 
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Figure  3.  Resected  distal  esophagus  and  proximal  stomach  demon- 
strating a large  bulky  mass. 


mic  neuroendocrine  granules. 
These  findings  were  consistent 
with  small  cell  carcinoma  (SCC). 

Discussion.  SCC  of  the 
esophagus  is  a rare  neoplasm. 
SCC  occasionally  arises  in 
extrapulmonary  sites,  such  as 
the  gastrointestinal  system, 
skin,  pancreas,  cervix,  urinary 
bladder,  prostate,  thymus, 
breast,  and  trachea.  About 
one-half  of  the  cases  of  SCC  of 
the  esophagus  has  occurred  in 
Japan.1  A study  at  Memorial 
Sloan  Kettering  found  an  inci- 
dence of  SCC  of  the  esophagus 
of  1 . 1 percent  over  1 7 years,2 
while  one  recent  Japanese 
study  found  9 percent  of 
esophageal  carcinoma  biopsy 
samples  contained  SCC. 

As  of  1991,  approximately 
150  cases  of  SCC  had  been 
reported  in  the  literature  world- 


wide.3 Mckeown  first  reported 
two  cases  in  1 952. 4 McFadden 
reviewed  1 30  cases  in  the  liter- 
ature.5 Of  these,  61 .4  percent 
were  male  and  38.6  percent 
were  female.  The  mean  age 
was  64  years  (range  29  to  88 
years).  The  principal  symptoms 
were  dysphagia  (75.3  per- 
cent), weight  loss  (38.4  per- 
cent), and  chest  pain  (23.3  per- 
cent). The  mean  duration  of 
symptoms  was  4.4  months. 
SCC  of  the  esophagus  typically 
involved  the  mid-  (39.8  per- 
cent) and  lower  (56.6  percent) 
esophagus. 

SCC  of  the  esophagus  is  a 
very  aggressive  tumor  clinical- 
ly, and  most  patients  (74.5  per- 
cent) are  diagnosed  at  an 
advanced,  metastatic  stage 
with  bulky  primary  tumors  pre- 
sent.5 The  diagnosis  of  primary 


SCC  of  the  esophagus  can  be 
made  only  in  the  absence  of 
both  a lung  primary  and  direct 
connection  between  the 
esophageal  tumor  and  the 
bronchial  tree. 

SCC  of  the  esophagus  is  a 
highly  malignant  esophageal 
tumor  composed  of  anaplastic 
small  cells,  having  morphologic 
features  very  similar  to  its  pul- 
monary counterpart.  Grossly,  it 
demonstrates  a fungating  pat- 
tern of  growth.  Microscopi- 
cally, it  has  sheets  of  closely 
packed  small  cells  with  dark 
hyperchromatic  nuclei  of  round 
or  oval  shape  with  scant  cyto- 
plasm. As  in  SCC  of  the  lung, 
there  may  be  rosette  formation 
and  focal  mucin  secretion. 
Some  tumors  exhibit  endocrine 
differentiation.  Some  cases 
have  been  associated  with 
ACTH  and  serotonin  produc- 
tion.6 

Concerning  the  origin  of  this 
tumor,  the  current  unifying 
hypothesis  proposes  that  totip- 
otent reserve  cells  located  in 
the  squamous  epithelial  basal 
layer  respond  to  various  car- 
cinogenic stimuli  and  differenti- 
ate into  carcinomas  of  squa- 
mous cells,  glandular  elements, 
small  cells  (with  neurosecretory 
granules),  or  reserve  cells  (with- 
out granules).3 

A recent  paper  by  Levine 
reviewed  the  radiographic  find- 
ings of  three  cases  of  SCC  of 
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the  esophagus.7  The  three 
patients  had  a smoothly  mar- 
ginated,  sessile,  4 to  5 cm 
mass  containing  a central  area 
of  ulceration  on  the  posterolat- 
eral wall  of  the  mid-esophagus. 
However,  in  other  cases,  SCC 
tumors  appeared  as  bulky  poly- 
poid or  fungating  masses, 
which  are  closer  in  appear- 
ance to  our  case. 

Radiologic  investigation  is 
essential  for  both  diagnosis 
and  staging  of  esophageal  car- 
cinoma. Esophagography  is 
accurate  in  detecting  the 
mucosal  extent  of  the  primary 
tumor. 

CT  has  been  used  extensive- 
ly in  the  preoperative  staging 
because  it  can  detect  invasion 
into  the  tracheobronchial  tree, 
lung,  pleura,  pericardium,  and 
diaphragm.  Invasion  into  the 
aorta  is  less  accurately  docu- 
mented by  CT.  Involvement  of 
regional  mediastinal  lymph 
nodes  is  assessed  poorly  by  CT 
because  many  periesophageal 
lymph  nodes  may  be  replaced 
by  tumor  while  remaining  3 to 
4 mm  in  size. 

Gallium  67  has  been  utilized 
in  a few  patients  in  both  initial 
staging  and  in  following  the 
response  to  radiation  therapy. 

Treatment  consists  of  che- 
motherapy, radiation,  and/or 
surgery,  but  the  chance  of 
obtaining  a remission  is  poor. 
The  mean  overall  survival  for 


85  patients  with  evaluable  data 
(out  of  the  1 30  patients)  was 
5.1  months.5 

Of  interest,  this  patient  has 
done  remarkably  well  postoper- 
atively.  He  underwent  a trans- 


Figure 4.  Light  microscopy 
illustrates  diffusely  infiltrating 
tumor  from  the  patient  in  the 
wall  of  the  esophagus  with 
sheets  of  small  cells. 

hiatal  total  esophagectomy  with 
gastroesophagostomy.  He  sub- 
sequently received  three  cycles 
of  chemotherapy  (VP-16, 
CDDP)  and  radiation  therapy. 
His  followup  evaluation  includ- 
ed a cine  esophagram,  CT  scan 
of  the  head,  abdomen,  and 
pelvis,  and  bone  scintigraphy  at 


three  months,  CT  scan  of  the 
chest  at  seven  months,  and  CT 
scan  of  the  head  at  ten  months, 
postoperatively.  None  of  these 
studies  demonstrated  evidence 
of  recurrent  carcinoma  or  dis- 
tant metastases.  Clinically,  the 
patient  has  gained  and  main- 
tained his  weight. 
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Radiology/ Pathology  Conference  at  UMDNJ 


Continuing  Education  Registration  Form  and  Answer  Sheet 

Instructions 

1 . Read  the  monograph  carefully. 

2.  Read  each  question  and  record  your  answers  on  this  form.  Retain  a copy  of  your  answers  so  they 
can  be  compared  with  the  correct  answers,  which  will  be  mailed  to  you  at  a later  date. 

3.  Complete  the  information  in  the  spaces  below. 

4.  Send  the  completed  form  to: 

UMDNJ-Center  for  Continuing  Education 

Box  573 

Newark,  NJ  07107 

973-972-4267,  Outside  of  NJ:  (800)  227-4852 

5.  Your  form  will  be  graded,  and  you  will  be  advised  whether  you  have  passed  or  failed.  Your  cor- 
rected post-test  answer  form  will  be  returned  to  you.  Review  the  parts  of  the  monograph  pertaining 
to  any  questions  you  have  missed. 

6.  A minimum  score  of  70  percent  correct  must  be  obtained  in  order  for  credit  (AMA/PRA  Category 
1 , 1 credit  hour)  to  be  awarded.  Credit  for  this  CME  post-test  is  available  until  June  30,  1998 


CME  post-test  answer  sheet 


(Please  circle  the  one  best  answer) 


1.  A B C D 

2.  A B 

3.  A B C D 

4.  A B C D 


5.  A B C D 

6.  A B C D 

7.  A B C D 


8.  A B C D 

9.  A B C D 

10.  A B 


Date 

Name  

Specialty 

Mailing  Address  

City/State/Postal  Code/Country 
Day  Phone  


Social  Security 


Degree 


Affiliation 


Fax 


continued  on  page  40 
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continued  from  page  39 

Post-test 

1 . All  are  associated  with  carcinoma  of  the  esophagus  except 

A.  Plummer-Vinson  syndrome. 

B.  Lye  strictures. 

C.  Schistosomiasis. 

D.  Alcohol  intake. 

2.  There  is  a male  preponderance  of  cases  of  primary  small  cell  carcinoma  (SCC)  of  the  esophagus. 

A.  True 

B.  False 

3.  Typically,  the  diagnosis  of  primary  SCC  of  the  esophagus  is  made 

A.  Incidentally. 

B.  When  local  and  curable. 

C.  When  advanced  and  metastatic. 

D.  Highly  variable. 

4.  The  diagnosis  of  primary  SCC  of  the  esophagus 

A.  Can  be  made  if  a lung  primary  is  present. 

B.  Can  be  made  only  if  no  lung  primary  and  no  connection  between  the  esophageal  tumor  and  bronchial  tree 
is  present. 

C.  Can  never  be  made  radiographically. 

D.  Is  made  early  in  the  course  of  the  disease. 

5.  The  origin  of  primary  SCC  of  the  esophagus  is  thought  to  be 

A.  From  cells  in  the  muscular  layer. 

B.  From  lymphatic  cells. 

C.  From  cells  in  the  epithelium. 

D.  From  the  vasa  vasorum. 

6.  The  following  radiological  studies  are  used  to  diagnose  and  stage  primary  SCC  of  the  esophagus  except 

A.  Computed  tomography  (CT). 

B.  Ultrasound. 

C.  Fluoroscopy. 

D.  Gallium  scanning. 

7.  The  mean  survival  rate  of  primary  SCC  of  the  esophagus  is 

A.  5 months. 

B.  12  months. 

C.  2 years. 

D.  3 years. 

8.  Histologically,  primary  SCC  of  the  esophagus  is 

A.  Unrelated  to  its  pulmonary  counterpart. 

B.  Has  no  anaplastic  cells. 

C.  Is  similar  to  its  pulmonary  counterpart. 

D.  Benign  appearing. 

9.  Principle  symptoms  of  primary  SCC  of  the  esophagus  include  all  the  following  except 

A.  Dysphagia. 

B.  Shortness  of  breath. 

C.  Chest  pain. 

D.  Weight  loss. 

10.  One-half  of  all  reported  cases  of  primary  SCC  of  the  esophagus  have  occured  in  Japan. 

A.  True 

B.  False 
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FORMING  A NEW 
MEDICAL  PARTNERSHIP? 


Cut  Through  The  Red  Tape. 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


908-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 


CURRENT 
7-DAY  YIELD 


5.20% 

as  of 
5/13/97 


T.  Rowe  Price  Summit  Cash 
Reserves  Fund.  Looking  for  the 
most  out  of  a liquid  investment? 
This  fund  offers  you  high  income 
and  immediate  access  to  your 
money.  The  fund  invests  in  high- 
grade,  short-term  money  market 
securities  in  pursuit  of  current 
income  and  principal  preservation. 

Lower  costs  for  higher  yields.  A higher  minimum 
balance  allows  the  fund  to  operate  more  efficiently, 
resulting  in  savings  that  are  passed  on  to  you.  The 
fund's  yield  will  vary  with  interest  rate  changes.  Past 
performance  cannot  guarantee  future  results.  Free 
checkwriting.*  Minimum  investment:  $25,000.  No 
sales  fees. 


Call  24  hours  for  a 

Summit  Investment  Kit  and  prospectus 

1-800-341-0787 


Invest  With  Confidence 

T.RoweFMce 


*$500  minimum.  There  can  be  no  assurance  that  the  fund  will  be  able  to  maintain  a 
stable  net  asset  value  of  $1.00.  Fund  is  neither  FDIC-insured  nor  guaranteed  by  the  U.S. 
government.  Read  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment 
Services,  Inc.,  Distributor.  SCR036514 


You  take  care  of  your  patients.  We’ll  take 
care  of  the  health  of  your  practice.  Our  group 
of  health  care  accounting  specialists  provides 
the  medical  community  with  the  right  type 
of  analysis  and  counseling  to  be  successful. 
Since  we’re 
dedicated  to 


1 RACTICE 

Good  Financial 
Medicine. 


increasing 
your  prof- 
itability, never 
simply  report- 
ing it,  we’ll  see  

to  it  that  your  practice  stays  healthy  for 
many  years  to  come.  To  experience 
our  unique  approach,  please  call  Ira  S. 
Rosenbloom,  Managing  Director, 
at  201-882-1100. 


'Mintz  Rosenfeld  & Company  LLC 


Profitability  Consultants  • Certified  Public  Accountants 
60  Route  46  East,  Fairfield,  N|  07004 
Tel:  201-882-1100  Fax:  201-882-1560 


OUR  FOCUS  IS  YOUR  SUCCESS. 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1 .  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 


These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


For  quotations  or  more  information, 
please  call  us  today. 


MATHER  & CO. 
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(The  worldwide  pandemic  of 
acquired  immunodeficiency 
syndrome  (AIDS)  is  the  most 
significant  emerging  infectious 
disease  of  the  last  15  years. 
Twenty  million  people  world- 
wide are  estimated  to  be  infect- 
ed with  the  human  immunodefi- 
j ciency  virus  (HIV).  An  estimated 
j 650,000  to  900,000  people 
in  the  United  States  have  HIV  or 
AIDS.1  In  New  Jersey,  about 
40,000  residents  are  thought 
to  be  living  with  HIV  infection, 
including  about  1 1 ,000  with 
full-blown  AIDS.  An  additional 
20,000  persons  are  known  to 
have  died  with  HIV  infection  or 
AIDS  since  the  beginning  of  the 
epidemic.2 

HIV,  the  virus  that  causes 
; AIDS,  is  an  RNA  virus  that 
exhibits  extensive  genetic  vari- 
ability. HIV  undergoes  rapid 
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genetic  change.3  Its  propensity 
to  change  has  resulted  in  the 
emergence  of  variant  HIV  virus- 
es. These  variants  may  have 
altered  biological,  epidemio- 
logical, or  immunological  prop- 
erties.4 Therefore,  "new"  varia- 
tions of  HIV  have  important 
implications  for  clinical  prac- 
tice, public  health  practice,  and 
blood  safety. 

The  strains  of  HIV-1  that  have 
caused  the  AIDS  pandemic 
have  been  designated  as 
group  M viruses.  Recently,  a 
group  of  HIV-1  viruses  that  also 
causes  AIDS,  but  is  character- 
ized by  extensive  genetic  diver- 
gence from  group  M viruses, 
has  been  identified.  This  new 
group  of  HIV-1  viruses  has 
been  named  HIV-1  group  O 
viruses.56  Group  O viruses  or 
serologic  evidence  of  group  O 
infection  have  been  reported 
from  patients  in  West  and 
Central  Africa  (Cameroon,  Ga- 
bon, Niger,  Nigeria,  Senegal, 
and  Togo),  nationals  of  these 
countries  living  in  Europe,  and 
one  French  national.5  Since  the 
recognition  of  HIV-1  group  O in 
Africa  and  Europe  in  1 994, 
fewer  than  1 00  cases  of  group 


O infections  have  been  report- 
ed worldwide.6 

In  1996,  the  first  case  of 
infection  with  HIV-1  group  O in 
the  United  States  was  identified 
in  California.  The  patient  pre- 
sented in  1994  with  a three- 
month  history  of  generalized 
lymphadenopathy.  Lymph  node 
biopsies  showed  lymphoid 
hyperplasia.  Laboratory  find- 
ings showed  multiple  HIV  tests 
were  negative  or  indetermi- 
nant. The  CD4+  T-lymphocyte 
count  was  132.  In  October 
1995,  the  patient  was  evaluat- 
ed for  persistent  lymphaden- 
opathy and  a one-month  histo- 
ry of  menorrhagia.  Her  platelet 
count  was  7,000  cells/ jul.  A 
bone  marrow  aspirate  was 
consistent  with  idiopathic 
thrombocytopenia  purpura.5 

The  patient  was  tested  for 
HIV  using  enzyme  immunoas- 
say (EIA)  antibody  testing  on 
several  occasions.  The  first  test 
in  February  1 995  was  nonre- 
active using  the  Abbot  HIV- 
1/A.  In  October  1995,  the 
patient  had  two  reactive  tests 
using  Genetic  Systems  HIV-1 
EIA  and  Genetic  Systems  HIV- 
1/A.  The  Western  blot  was 
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indeterminant.  Repeat  testing  in 
November  1995  was  reactive 
to  Genetic  Systems  HIV-1  EIA 
and  nonreactive  to  Genetic 
Systems  HIV- 1/2  EIA.  The 
Western  blot  was  indetermi- 
nate. In  April  1 996,  the  Abbott 
HIV-1  /2  EIA,  Genetic  Systems 
HIV-1  EIA,  Genetic  Systems 
HIV-1/2  EIA,  and  Abbott  HIV-1 
EIA  were  all  reactive.  The 
Teknika  Corporation  organon 
HIV-1  EIA  was  nonreactive.  The 
Western  blot  was  indetermi- 
nate. In  addition,  PCR  testing 
(DNA-PCR  and  RT-PCR)  was 
consistently  negative.  The  neg- 
ative PCR  tests  may  be  due  to 
the  use  of  primer  sets  designed 
to  amplify  HIV-1  M strains.6 

To  reconcile  the  serologic 
findings,  a panel  of  HIV  sub- 
type-specific, peptide-based 
ElAs  was  performed  at  the 
Centers  for  Disease  Control 
and  Prevention  (CDC).  The  first 
direct  evidence  that  this  patient 
had  HIV-1  group  O came  from 
the  reactivity  of  her  sera  to  the 
group  O-specific  V3  and  gp  41 
peptides.  Further  confirmation 
of  HIV  group  O came  from  PCR 
testing.  A consensus  primer  set 
for  the  group  O proteases 
readily  amplified  proviral 
sequences  from  the  patient's 
cells  and  cocultures.6 

Although  the  source  of  this 
patient's  infection  is  unknown, 
her  relatively  recent  arrival  in 
the  United  States  in  1994  and 
initial  presentation  with  a low 
CD4+  T-lymphocyte  count  sug- 
gest that  she  was  most  likely 
infected  in  Africa.5 


A subsequent  investigation 
of  reported  HIV/AIDS  cases 
among  people  from  West  and 
Central  Africa  was  conducted 
by  CDC.  To  date,  this  investi- 
gation has  identified  one  addi- 
tional case  of  infection  with 
HIV-1  group  O in  the  United 
States.  Other  potential  cases 
are  under  investigation. 

Variations  also  can  occur 
within  HIV-1  group  M.  HIV-1 
evolves  by  the  rapid  accumula- 
tion of  mutations  and  recombi- 
nations. HIV-1  group  M has  at 
least  ten  subtypes,  A through  J.7 
Specific  subtypes  are  the  pre- 
dominant subtype  in  specific 
regions.  The  most  common  sub- 
type  in  the 
United  States  is 
B.  However,  cur- 
rent patterns  of 
migration  and 
travel  can  intro- 
duce and 

spread  subtypes 
into  other  coun- 
tries.4 Subtypes 
other  than  B 
have  been  iden- 
tified in  New 
Jersey.  Although 
detectable  using  EIA  and 
Western  blot  testing,  the  sub- 
types  other  than  B may  not  be 
accurately  detected  by  viral 
load  testing.  A paper  present- 
ed by  Gleeson  at  the  XI  Interna- 
tional Conference  on  AIDS  indi- 
cated that  the  Roche  Amplicor 
Diagnostic  PCR  test  may  have  a 
falsely  low  reading  for  patients 
with  HIV-1  group  M strains  that 
are  not  members  of  subtype  B.8 


HIV-1  is  not  the  only  HIV 
virus  that  causes  AIDS.  A sec- 
ond type,  HIV-2  also  can  result 
in  AIDS.  HIV-2  infection  is  much 
less  common  than  HIV-1  infec- 
tion. HIV-2  is  endemic  in 
Western  Africa  with  limited  dis- 
tribution in  other  parts  of  the 
world.  As  of  June  30,  1995,  a 
total  of  62  persons  in  the 
United  States  was  reported 
with  HIV-2  infection.  Two  of 
these  cases  were  reported  in 
New  Jersey.  A third  case  of 
HIV-2  was  confirmed  in  New 
Jersey  in  1 996. 9 

Clinically,  the  presentation 
of  HIV-2  is  similar  to  HIV-1 . The 
infected  person  develops 
immunodeficiency.  Although 
there  is  not 
enough  infor- 
mation on  the 
natural  history 
of  HIV-2  to  give 
an  accurate  in- 
cubation peri- 
od, the  early 
symptoms  prob- 
ably are  similar 
to  HIV-1 ,9 

HIV-2  antibo- 
dy testing  is  available  through 
the  CDC  and  the  New  Jersey 
Department  of  Health  and  Se- 
nior Services  (DHSS)  Public 
Health  and  Environmental  La- 
boratory. This  testing  is  recom- 
mended for  persons  with  risk 
factors  for  HIV-2  infection. 
These  include:  West  Africans 
who  have  engaged  in  high-risk 
behaviors,  sex  partners  of  West 
Africans,  persons  who  have 
received  blood  transfusions  in 
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West  Africa,  and  children  born 
of  HIV-2-infected  mothers.  HIV-2 
testing  also  is  indicated  in  per- 
sons with  an  illness  that  sug- 
gests HIV  infection,  e.g.  an  HIV- 
associated  opportunistic  infec- 
tion in  which  HIV-1  testing  is  not 
positive.9 

Testing  of 
persons  infect- 
ed with  HIV-2 
shows  a simi- 
lar pattern  of 
antibody  de- 
velopment as 
in  persons  in- 
fected with 
HIV-1 . The  an- 
tibody ap- 
pears to  be- 
come generally  detectable 
within  three  months  of  infec- 
tion.9 The  implication  for  pre- 
vention is  twofold.  First,  HIV 
counselors,  health  educators, 
and  health  care  providers  need 
to  be  educated  about  the  epi- 
demiology of  HIV-2  so  that  they 
can  identify  clients  at  high  risk 
and  order  the  appropriate  test. 
Secondly,  they  need  to  have 
accurate  information  to  present 
to  clients. 

Some  people  are  coinfected 
with  more  than  one  subtype  of 
HIV.  Genetic  recombination 
can  occur  in  persons  infected 
with  multiple  subtypes.4  It  is  esti- 
mated that  more  than  10  per- 
cent of  HIV-1  strains  may  be  the 
result  of  recombination.  These 
strains  contain  interspersed 
segments  of  genetic  informa- 
tion from  two  subtypes.'0  The 
potential  to  intersperse  genetic 
material  in  a mosaic  viron  struc- 


ture provides  HIV  with  an 
important  mechanism  by  which 
variants  can  develop.4 

The  emergence  of  divergent 
viruses  should  be  considered  in 
the  diagnosis  of  HIV/AIDS. 
Clinical  judgment  remains  the 
key  for  diagnos- 
ing patients  with 
HIV/AIDS.  As 
illustrated  by  the 
preceding  clinical 
example,  screen- 
ing tests  for  HIV- 
1 /HIV-2  antibod- 
ies may  not  detect 
HIV-1  group  O. 
Only  about  80 
percent  of  those 
who  are  infected 
are  correctly  identified  by 

ELISA  and  even  fewer  by 

immuno-blot  confirmation." 

In  response  to  the  threat 

posed  by  divergent  strains  of 
HIV,  DHSS  conducts  special 

epidemiologic  investigations  of 
patients  who  present  with  clini- 
cal or  laboratory  findings  con- 
sistent with  HIV  disease,  but  for 
whom  HIV  screening  tests  are 
negative  or  equivocal.  The 
New  Jersey  HIV/AIDS  Surveil- 
lance Program  can  be  reached 
at  609/984-5940  or  201/ 
648-7500.  With  patient  con- 
sent, arrangements  will  be 
made  to  have  blood  drawn 
and  sent  to  the  CDC  laboratory 
for  analysis  of  divergent  strains 
and  variants  of  HIV-1 , and  HIV- 
2.  In  addition,  an  interview 
assessing  all  possible  HIV 
exposures  will  be  conducted. 

The  prevalence  of  divergent 
HIV  viruses  is  believed  to  be 


exceedingly  low  in  the  United 
States.  However,  the  identifica- 
tion of  any  divergent  HIV  strain 
should  be  considered  a sentinel 
event.  Reappraisal  of  HIV  anti- 
body tests  used  to  protect  the 
blood  supply  should  be  consid- 
ered.56 

Two  methods  protect  the 
national  blood  supply  from  HIV. 
Donors  are  interviewed  about 
risk  behavior  for  HIV  infection 
and  donations  undergo  labora- 
tory screening  for  HIV.12  Cur- 
rently, the  United  States  guide- 
lines for  preventing  HIV  trans- 
mission by  blood  and  blood 
products  involve  testing  for  HIV- 
1 and  HIV-2.  The  potential  for 
divergent  strains  to  infect  per- 
sons living  in  the  United  States, 
and  in  some  cases  the  inability 
of  current  laboratory  tests  to 
detect  these  strains,  raises  con- 
cern in  the  public  health  and 
blood-banking  communities. 
Refining  the  criteria  to  include 
testing  for  variants  should  be 
considered.  CDC  and  the  Food 
and  Drug  Administration  (FDA) 
are  working  with  the  manufac- 
turers of  HIV  test  kits  to  ensure 
detection  of  all  known  HIV  vari- 
ants. However,  any  modifica- 
tions to  increase  sensitivity  to  a 
variant  strain  should  be  evalu- 
ated to  ensure  that  the  addition 
of  variant  antigens  does  not 
result  in  the  loss  of  sensitivity  or 
specificity  for  antibodies  a- 
gainst  the  more  prevalent  HIV 
strains.13 

Other  criteria  for  donor 
deferral  such  as  self-deferral  for 
donors  at  high  risk  for  HIV 
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infection  and  temporary  exclu- 
sion of  donors  who  have  lived 
in  or  traveled  through  areas 
with  endemic  malaria  may  con- 
fer a measure  of  protection 
against  variant  HIV  viruses  that 
are  present  in  equatorial 
Africa.  However,  the  recent 
identification  of  HIV-1  group  O 
and  its  recognition  on  multiple 
continents  illustrate  the  potential 
for  the  development  of  other 
variant  HIV  viruses.56  There- 
fore, active  surveillance  to  de- 
tect and  characterize  HIV  vari- 
ants is  necessary  locally  and 
nationally  as  well  as  world- 
wide.12 

Additionally,  surveillance  is 
needed  to  determine  if  there  is 
transmission  of  resistant  viral 
genotypes  from  HIV-1  infected 
persons  in  treatment  to  uninfect- 
ed persons.  The  development 
of  many  new  antiretroviral 
agents  to  treat  HIV/AIDS  has 
brought  the  issue  of  antiretrovi- 
ral resistant-HIV  to  national 
attention.  All  FDA-approved 
antiretroviral  agents  have 
shown  the  ability  to  induce 
mutations  in  the  gene  of  the  tar- 
get enzyme  thereby  conferring 
resistance  to  the  antiretroviral 
agent.  Specific  mutations  are 
strongly  associated  with  partic- 
ular antiretroviral  agents.  The 
rapid  rate  of  HIV  replication 
and  the  rapid  rate  of  mutations 
in  HIV  enhance  the  likelihood 
that  resistant  clones  will  devel- 
op.'4-'7 

Mutated  drug-resistant  clones 
have  been  identified  in  infected 
persons  treated  with  antiretrovi- 
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ral  agents.  While  most  have 
been  identified  in  persons 
undergoing  therapy  or  in  clini- 
cal trials,  several  have  been 
discovered  in  previously 
untreated  persons.  This  sug- 
gests that  transmission  of  a 
resistant  virus  has  occurred.  For 
example,  zidovudine-resistant 
viruses  have  been  transmitted 
sexually,  through  men  having 
sex  with  men,  and  through  het- 
erosexual contact,  and  trans- 
mitted vertically  from  pregnant 
women  to  their  newborns. 18-24 
Transmission  is  not  limited  to 
zidovudine  resistance;  at  least 
one  case  of  transmission  of  a 
clone  highly  resistant  to  nevi- 
rapine has  been  documented.25 
Some  evidence  indicates  that 
transmission  of  resistant  clones 
is  increasing.  For  example,  a 
study  of  resistance  in  Paris  has 
found  an  increased  incidence 
of  resistant  mutations  among 
previously  untreated  patients  in 
1996  compared  with  1994. 24 
In  Amsterdam,  mutations  con- 
ferring zidovudine  resistance 
were  found  more  frequently  in 
1995  than  from  1992  until 
1995. 26 

Surveillance  for  antiretroviral 
resistant  HIV  would  provide 
important  information  for  thera- 
peutic decision-making  and 
provide  public  health  profes- 
sionals with  a better  under- 
standing of  the  epidemiology 
and  distribution  of  resistant  HIV 
to  refine  empirically  based  pub- 
lic health  policies,  guidelines, 
and  formularies. 

The  emergence  of  variant 
and  resistant  strains  of  HIV 
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have  emphasized  the  need  for 
active  surveillance  to  detect 
and  to  better  understand  the 
constant  changes  in  HIV.  Do 
variants  differ  in  pathogenicity 
or  transmissibility?  Do  genetic 
differences  affect  the  response 
to  therapy?  What  is  the  impact 
of  HIV  variants  on  potential 
vaccines?  Do  test  kits  need  to 
be  modified  to  detect  specific 
variants?  An  effort  to  answer 
these  questions  currently  is 
underway.  DHSS  is  collaborat- 
ing with  CDC  and  a consulta- 
tive committee  to  develop, 
pilot,  implement,  and  evaluate 
a sentinel  surveillance  system 
tor  variant  and  drug-resistant 
strains  of  HIV.  This  surveillance 
system  will  combine  genetic 
evaluation  of  HIV  with  informa- 
tion from  the  medical  record 
and  a patient  interview. 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 

To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 
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Sheila  Smith  Noonan 


Children  appear  to  be 
following  a disturbing 
trend  set  by  adults  — 
more  children  are 
overweight,  yet  fewer  are 
physically  active. 
According  to  a 1 995 
National  Center  for 
Health  Statistics  study, 

4.7  million  American 
children  ages  6 to  1 7 
years  are  severely 
overweight.  Another 
estimate  from  the  New 
Jersey  Department  of 
Health  and  Senior 
Services  indicates  that 
one  in  four  children 
weighs  too  much. 

Because  a child's  body  still  is 
growing,  defining  "over- 
weight" in  young  people  is  not 
always  straightforward.  A 
husky  ten-year-old  may  develop 
into  a trim  teen.  Still,  an  alarm 
may  be  sounded  to  parents  of 
chubby  toddlers,  especially 
when  family  members  are  over- 
weight, and  nutrition  counsel- 
ing may  be  in  order  for  chil- 
dren as  young  as  six,  says 
Harry  E.  Turse,  MD,  a Medford 
pediatrician  and  chair  of  the 
state  American  Academy  of 


Children  and  obesity: 
Flunking  the  fat  test 


Pediatrics  Committee  on  Sports 
Medicine  and  Fitness. 

To  measure  a child's  growth, 
most  doctors  use  a weight/ 
height  chart  that  compares  a 
patient's  development  against 
other  children  of  the  same  age 
and  gender.  A child  in  the  70th 
percentile  for  weight,  for  exam- 
ple, is  heavier  than  70  percent 
of  his  classmates.  Turse 
becomes  concerned  when  a 
child  reaches  between  the  85th 
and  95th  percentile;  after  the 
95th  percentile,  he  or  she  is 
considered  obese.  And  then 
again,  a chart  may  not  tell  the 
whole  story.  "If  a child  is  grow- 
ing at  a steady  rate,  then 
there's  usually  no  need  to  inter- 
vene," adds  Robyn  Flipse,  RD, 
an  Ocean  Township  nutritionist. 
"But  when  height 
slows  and  weight 
climbs,  or  when 
weight  is  way 
ahead  of  height, 
there  is  a con- 
cern." 

The  health  pro- 
blems attributed  to 
extra  weight  can 
affect  young  peo- 
ple and  can  carry 
over  into  adult- 


hood and  contribute  to  chronic 
conditions  such  as  diabetes  or 
heart  disease.  Overweight  chil- 
dren are  more  likely  to  have 
high  blood  pressure  and  ele- 
vated insulin  and  cholesterol 
levels  than  their  normal-weight 
peers.  Additionally,  says  Turse, 
overweight  youngsters  some- 
times grow  faster  and  then  stop 
growing  sooner  than  the  norm. 
And  then  there  is  the  social  stig- 
ma faced  by  overweight  chil- 
dren. 

"In  this  country,  most  people 
try  to  be  mindful  of  races  and 
religions  different  than  their 
own,"  says  Flipse,  "but  obesity 
is  the  last  domain  of  political 
correctness.  They  talk  about 
overweight  people  as  if  they 
have  no  feelings." 
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Five  ways  to  foster  fitness 

1.  Make  fitness  a family  affair.  Whether  it's  walking  the 
dog,  canoeing  on  the  lake,  or  shooting  hoops,  exercise  can  dou- 
ble as  a family's  quality  time.  Regularly  pencil  in  family  fitness  on 
the  calendar  at  least  once  a week,  advises  the  American  Dietetic 
Association,  and  participate  in  special  events  together,  such  as 
fundraising  walks  or  runs. 

2.  Create  an  exercise-friendly  home.  "If  you  want  to 
play,  go  outside!"  was  many  a parent's  mantra  25  years  ago. 
It's  still  great  advice.  But  especially  for  latchkey  children,  playing 
outside  after  school  may  not  be  a practical  — or  safe  — option. 
Instead,  create  an  area  in  the  home  where  active  play  is  okay, 
offers  Mary  Ann  Hill  of  the  President's  Council  on  Physical  Fitness 
and  Sports.  That  could  mean  setting  aside  space  in  the  basement 
where  kids  can  bounce  a ball  off  the  wall  or  jump  rope.  Or, 
show  children  a safe  area  in  the  family  room  where  they  can 
dance  to  music. 

3.  Investigate  unusual  sports.  Ask  the  child  to  write 
down  what  he  or  she  likes  to  do  for  physical  activity,  suggests  Dr. 
Harry  Turse.  That  might  uncover  an  interest  in  something  beyond 
traditional  sports,  such  as  tae  kwon  do,  Irish  step  dancing,  or 
waterpolo. 

4.  Commercialcize.  Kids  glued  to  the  tube?  While  that  isn't 
desirable,  says  physical  education  teacher  Len  Saunders,  make 
the  most  of  it.  He  encourages  students  to  commit  to  some  kind  of 
physical  activity  during  commercial  breaks.  "It  could  be  two 
pushups  every  time  a commercial  comes  on,"  he  says.  "If  the 
child  is  watching  24  hours  of  television  a week,  then  exercising 
during  commercials  adds  up." 

5.  Exercise  like  an  Egyptian.  Most  everyone  is  familiar 
with  the  Food  Guide  Pyramid,  but  as  in  Egypt,  this  structure  does 
not  stand  alone.  A fitness  pyramid,  according  to  the  President's 
Council  on  Physical  Fitness  and  Sports,  has  several  levels.  The 
pyramid's  base  encourages  fitness  strategies  for  every  day  — 
taking  stairs  instead  of  an  elevator,  for  example.  On  the  next 
level,  children  (and  adults,  too)  are  encouraged  to  participate  in 
aerobic  activities,  such  as  swimming,  and  recreational  sports  — 
basketball,  for  example — three  to  five  times  a week.  Leisure 
activities  and  strengthening  exercises  are  encouraged  two  to 
three  times  weekly.  Topping  the  pyramid,  for  occasional  fun,  are 
sedentary  activities  such  as  playing  computer  games  or  watch- 
ing television. 


So  what's  an  overweight 
child  to  do?  While  it  may  be 
tempting  to  try  one  of  the  latest 
diet  plans,  calorie  restriction  is 
rarely  a good  idea  for  youths. 
"Children's  muscles  and  bones 
are  growing,  so  kids  need  to 
eat  healthy  foods,  not  worry 
about  cutting  calories,"  says 
Turse.  "Besides,  most  of  the 
time  a child  isn't  able  to  follow 
a strict  regimen." 

Shifting  the  emphasis  from 
cutting  calories  to  eating  a 
broad  range  of  foods  is  the 
more  appropriate  approach, 
agrees  Flipse.  She  advocates 
following  the  Food  Guide  Pyra- 
mid, which  calls  for,  among 
other  things,  two  to  three  serv- 
ings of  dairy  products,  two  to 
four  servings  of  fruits,  and  three 
to  five  servings  of  vegetables 
daily.  "I  avoid  starting  off  by 
saying,  'Don't  eat  too  many 
cookies,'  but  by  emphasizing 
the  positive  eating  choices  kids 
can  make,"  the  nutritionist  says. 
"If  they  follow  the  Pyramid's 
recommendations,  there's  little 
room  for  snack  foods." 

High-calorie,  low-nutrition 
snacks — junk  food — appeal  to 
young  palates  and  often  are 
blamed  for  children's  expand- 
ing waistlines.  Flipse  finds  it  is 
not  only  the  type  of  food  eaten, 
but  also  how  frequently  kids 
munch  on  junk  that  contributes 
to  overweight.  Soft  drinks  and 
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fruit  juices  can  add  extra 
pounds.  Cookies,  chips,  cereal 
bars,  gummy  candies,  salty 
crackers,  or  other  ready-to-eat 
confections  are  gobbled  up 
eagerly  by  children  not  just 
once  in  a while,  she  says,  but 
sometimes  several  times  a day. 

Flipse  helps  children  learn 
how  food  often  is  used  to  paci- 
fy inner  feelings  or  to  kill  bore- 
dom— and  to  be  alert  to  those 
triggers.  However,  she  doesn't 
believe  in  withholding  food 
from  a child  who  is  hungry. 
"Hunger  is  a body's  signal," 
she  says,  "and  to  deny  it  is 
potentially  harmful." 

Overeating  isn't  the  only  fac- 
tor in  the  rising  incidence  of 
heavy  children.  Physical  inac- 
tivity also  is  to  blame:  When 
excess  calories  aren't  burned 
off,  they  are  stored  as  fat.  Kids, 


it  seems,  spend 
more  time  to- 
day watching 
television  and 
playing  com- 
puter games 
than  going  out- 
side to  run 
around,  ride 
bikes,  or  shoot 
hoops.  Len 
Saunders,  a 
physical  edu- 
cation teacher 
at  Valley  View 
School  in  Montville,  says  this 
may  have  something  to  do  with 
society's  changes.  With  the 
increasing  number  of  two- 
income  families,  there's  no  one 
to  supervise  outdoor  play  after 
school.  Still,  that  doesn't 
absolve  children  from  exercis- 
ing — or  their  parents  from 
encouraging  it.  One  of  the  eas- 
iest ways  to  begin  a physician- 
approved  fitness  program,  says 
Saunders,  is  by  walking  togeth- 
er as  a family.  "Start  slow  and 
work  toward  building  distance 
and  speed,"  he  says.  "If  the 
child  can  only  walk  one-half 
block  one  day,  add  a few  steps 
the  next  time." 

Whatever  the  exercise,  it 
should  be  fun  for  the  child.  In 
Saunders'  classes,  the  empha- 
sis is  on  wellness,  fitness,  and 
fun  that  can  last  a lifetime.  Nine 


years  ago,  he  developed  a pro- 
gram for  elementary  school 
children,  All  Children  Exercis- 
ing Simultaneously  (ACES),  to 
drive  home  this  point.  On  May 
9,  about  8 million  children  from 
all  50  states  and  43  countries 
participated  in  ACES  by  exer- 
cising for  about  15  to  45  min- 
utes. 

"You  can't  say  to  a child,  'If 
you  exercise,  it  will  help  you 
have  a long,  healthy  life.'  That 
doesn't  mean  anything  to 
them,"  says  the  physical  educa- 
tion teacher.  "What  matters  is 
that  they  enjoy  what  they're 
doing,  and  it's  very  rare  to  find 
a child  who  doesn't  like  some 
type  of  physical  activity." 

In  addition  to  careful  eating 
and  increased  physical  activity, 
there's  another  important  ele- 
ment in  helping  overweight 
children — their  families.  When 
a child  is  referred  to  Flipse,  she 
assesses  family  involvement 
and  whether  the  family  will 
help  or  hinder  the  child's 
progress.  Turse  says  some  par- 
ents won't  discuss  weight  prob- 
lems with  their  own  doctors,  but 
apply  principles  recommended 
for  their  child  to  themselves. 
"Soon  they're  all  eating  less 
junk  food  and  taking  the  skin 
off  chicken,"  he  says.  "It's  ___ 
a whole  family  situation." 
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Dawn  Day,  PhD 


Dr.  Day  is  the  director 
of  the  Dogwood  Center  in 
Princeton.  She  is  a 
sociologist  and  activist 
scholar  who  writes  on 
issues  of  social  justice 
and  AIDS. 

By  the  end  of  June  1996, 
193,000  Americans  were  liv- 
ing with  injection-related  AIDS 
or  already  had  died  from  it. 
AIDS  spread  through  dirty  nee- 
dles accounts  for  45  percent  of 
all  new  AIDS  cases  nationally 
and  over  50  percent  of  all 
cases  in  New  Jersey.  In  the 
face  of  an  injection-related 
AIDS  epidemic  of  this  magni- 
tude, we  suffer  under  govern- 
ment policies  that,  although  not 
intended  to  do  so,  actually 
cause  the  spread  of  AIDS. 

To  see  how  certain  policies 
affect  the  spread  of  AIDS,  we 
need  to  look  first  at  the  racial 
differences  in  the  spread  of 
drug-related  AIDS.  There  are 
two  methods  available  for  look- 
ing at  the  relationship  between 
drug  use  and  the  spread  of 
HIV/AIDS  at  the  national  level. 
One  utilizes  information  on 
new  injection-related  AIDS  cas- 
es published  by  the  Centers  for 
Disease  Control  (CDC)  and 
information  on  injecting  drug 
use  from  the  National  House- 
hold Survey  on  Drug  Abuse. 


For  want  of  clean  needles: 
Race  and  the  spread  of  AIDS 


The  other  utilizes  CDC  informa- 
tion on  the  prevalence  of  HIV 
among  needle  users  in  drug 
treatment  centers  across  the 
United  States.  Both  data  sets 
lead  to  the  same  conclusion: 
among  persons  who  inject 
drugs,  blacks  are  four  times  as 
likely  as  whites  to  get  AIDS.1 2 

Using  FBI  arrest  data  and 
looking  at  the  relationship 
between  injecting  drug  use  and 
arrests,  we  find  that  among 
persons  who  inject  drugs, 
blacks  are  at 
least  twice  as 
likely  as  whites 
to  be  arrested 
for  possession  of 
heroin  or  co- 
caine. We  now 
can  begin  to  see 
why  the  number 
of  injection-relat- 
ed new  AIDS 
cases  is  so  high 
among  blacks.  Arrests  for  pos- 
session are  higher.  This  means 
that  the  police  are  more  likely 
to  confiscate  the  personal  nee- 
dles of  blacks.  And,  as  has 
been  documented  elsewhere, 
users  who  believe  that  they  are 
vulnerable  to  arrest  for  posses- 
sion of  drug  paraphernalia  are 
more  likely  to  share  needles 
instead  of  carrying  their  own, 
safe  needles.35 

Spreading  HIV  among 
African  Americans  who  inject 


drugs  is  not  the  deliberate  poli- 
cy of  any  police  department. 
But,  by  targeting  black  drug 
users  for  arrest,  that  has  been 
the  result. 

Discrimination  by  pharma- 
cies also  plays  a role.  Some 
states,  like  New  Jersey,  prohib- 
it the  sale  of  syringes  without  a 
prescription.  But  in  places 
where  the  sale  of  syringes 
through  pharmacies  is  legal, 
such  as  St.  Louis,  Missouri, 
there  is  evidence  that  some 


pharmacies  are  willing  to  sell 
syringes  to  whites  but  not  to 
blacks. 

Because  we  live  in  a society 
that  is  largely  segregated  by 
race,  the  racial  differentials  in 
the  prevalence  of  HIV,  put  in 
place  by  aggressive  drug  law 
enforcement  in  black  communi- 
ties, are  magnified.  As  HIV 
spreads  from  person  to  person 
in  segregated  neighborhoods, 
the  young  African  American 
adult  who  borrows  a needle 
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AIDS  spread  through  dirty  needles  accounts  for  45  percent  of 
all  new  AIDS  cases  nationally,  and  over  50  percent  of  cases  in 
New  Jersey. 


from  another  black  is  much 
more  likely  to  borrow  an  infect- 
ed needle  than  is  the  young 
white  adult,  living  in  a white 
neighborhood,  who  borrows  a 
needle  from  another  white. 

Because  the  progression 
from  HIV  to  AIDS  is  so  slow,  a 
good  way  to  get  an  under- 
standing of  the  pattern  of  the 
spread  of  the  disease  is  to  look 
at  age  cohorts.  The  Table 
shows  the  rate  of  new  injection- 
related  AIDS  cases  per  million 
for  whites  and  blacks.  Both 
groups  start  out  at  the  same  low 
point,  with  virtually  no  AIDS 
cases  per  million  among  those 
under  age  21.  But  then  there  is 
an  almost  breathtaking  upward 
movement  in  the  rate  of  new 
AIDS  cases  among  blacks,  so 
that  by  the  time  we  reach  the 
cohort  age  41  to  45  in  1995, 
there  are  almost  1 8 times  as 
many  injection-related  AIDS 
cases  among  blacks  as  there 
are  among  whites. 

This  situation  must  not  contin- 
ue. Persons  of  all  races  must 
have  the  opportunity  to  avoid 
getting  AIDS  through  dirty  nee- 
dles. Clean  needles  need  to  be 
accessible  to  persons  who 
inject  drugs  though  clean  nee- 
dle programs  and  over-the- 


counter  sales  of  syringes. 
Scientific  study  after  scientific 
study  has  shown  that  these 
changes  are  necessary  to 
begin  to  bring  this  deadly, 
infectious  epidemic  under  con- 
trol. To  do  otherwise  is  inhu- 
mane and  costly.  Sterile  nee- 
dles cost  almost  nothing;  the 


new  combination  drugs  now 
being  used  to  treat  HIV  cost 
$10,000  to  $16,000  per  year 
for  each  infected  individual.  To 
treat  one  patient  throughout  the 
course  of  this  illness  is  estimated 
to  cost  at  least  $1 20,000. 

In  a national  poll  in  early 
1996,  two-thirds  of  Americans 
said  they  favored  clean  needle 
programs  to  save  lives.  It  is  the 


politicians  who  are  out  of  step 
both  with  the  common  sense  of 
the  American  people  and  with 
the  scientific  research  of  the 
United  States  and  international 
medical  communities. 

The  state  of  New  Jersey  now 
is  prosecuting  Diana  McCague 
and  Thomas  Scozarre,  two 


public  health  volunteers, 
because  one  cold  night  last 
April,  they  were  trying  to  stop 
the  spread  of  AIDS  by  giving 
out  clean  needles  to  persons 
who  injected  drugs.  Although 
the  case  is  in  the  courts,  the  offi- 
cials in  New  Jersey  who  need 
to  hear  about  the  lifesaving 
character  of  clean  needle  pro- 
grams are  Governor  Whitman 
and  the  members  of  the  New 


54  JUNE  1997 




In  a 1996  national  poll,  two- thirds  of  Americans  said  they 
favored  clean  needle  programs  to  save  the  lives  of  all 
Americans. 
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Table.  Starting  close  to  zero  for  those  age  16  to  20,  AIDS  rates  per  million  rise  for  both 
whites  and  blacks,  but  the  rate  of  increase  is  much  more  rapid  for  blacks. 


16-20 


21-25 


26-30  31-35 

Age  in  1995 


36-40 


41-45 
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Black 
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T.  Rowe  Price  Health  Sciences  Fund  seeks  capital 
appreciation  from  the  dynamic  changes  currently 
shaping  the  health  sciences  field.  Baby  boomers  are 
aging,  and  their  demand  for  health-related  goods  and 
services  will  increase.  Technological  advances  are 
reshaping  medical  treatment  and  inspiring  new 
research,  offering  opportunities  for  investors 
seeking  aggressive  long-term  growth. 

Of  course,  the  fund's  greater  potential  also  carries 
greater  risk.  $2,500  minimum  ($1,000  for  IRAs). 

No  sales  charges. 


Call  24  hours  for  a free  information  kit 
including  a prospectus 

1-800-541-1846 


Invest  With  Confidence 

T.RoweFMce 


m 


Prospectus  contains  more  complete  information,  including  management  fees  and  other 
charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price 
Investment  Services,  Inc.,  Distributor.  hsfo36512 


COULD  YOU  USE 
AN  EXTRA  $10,000? 

The  Army  Reserve  will  pay  you  a yearly  stipend  which  could 
total  in  excess  of  $10,000  in  the  Army  Reserve’s  Specialized  Training 
Assistance  Program  (STRAP)  if  you  are  a resident  in:  general 

surgery,  cardiothoracic 
surgery,  peripheral 
vascular  surgery,  colon- 
rectal  surgery,  orthopedic 
surgery,  neurosurgery, 
urology,  anesthesiology, 
diagnostic  radiology, 
family  practice,  emer- 
gency medicine  or 
internal  medicine. 

Once  you  complete 
your  residency  you  will  have  opportunities  to  continue  your 
education  and  attend  conferences.  Your  commitment  in  the  Army 
Reserve  is  generally  one  weekend  a month  and  two  weeks  a year  or 
12  days  annually.  You  can  also  choose  a non-active  assignment  and 
receive  one-half  of  the  authorized  stipend. 

Get  a maximum  amount  of  money  for  a minimum  amount  of 
service.  Find  out  more  by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

(215)  597-6133 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE.® 


THE 

LAW  OFFICES  OF 
DOUGLAS  FROMBERG 


WILLS,  TRUSTS  & 
ESTATE  PLANNING 
RETIREMENT  PLANNING 
EMPLOYMENT  MATTERS 
BUSINESS  PLANNING 


FINANCIAL  PLANNING 
TAX  MATTERS 
INSURANCE  PLANNING 
ASSET  PROTECTION 


YOU’VE  WORKED  HARD 
PROTECT  YOUR  ASSETS 


FREE  INITIAL  CONSULTATION 
OFFICES  IN MORRISTOWN&RARITAN 
(201)  993-1515 


33  MARKET  STREET,  SUITE  100 


MORRISTOWN,  N.J.  07960 
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Voice  recognition: 

Talking  to  your 

computer  Eric  J.  Lemer 


A radiologist  examines  a 
patient’s  x-ray  and  rapidly  dic- 
tates his  findings  into  a micro- 
phone. As  he  does,  the  computer 
smoothly  converts  his  diction 
into  a written  report.  The  doctor 
checks  over  the  transcript, 
makes  a few  changes,  adds  an 
electronic  signature,  and  sends  it 
on  its  way.  The  report  is  turned 
around  in  minutes,  instead  of  the 
day  or  more  required  with  a 
human  transcriptionist. 

The  radiologist  is  using  IBM’s 
new  MedSpeak/Radiology  speech 
recognition  system,  the  first  sys- 
tem that  recognizes  conversa- 
tional, continuous  speech.  Mar- 
keted last  year,  and  tested  for  the 
past  two  years  at  Memorial  Sloan 
Kettering  Cancer  Center  and 
Massachusetts  General  Hospital, 
MedSpeak  represents  a signifi- 
cant advance  over  previous  com- 
puter dictation  systems  that  re- 
quired users  to  pause  between 
each  word,  in  a slightly  robotic- 
sounding  sing-song.  “I’ve  used 
both  this  system  and  the  earlier 
discrete  speech  products,”  says 
Sloan  Kettering  radiologist  Larry 
Schwann,  MD.  “There  is  no  com- 
parison. The  discrete  speech  pro- 
gram just  drove  me  crazy — I 
found  myself  answering  the 
phone  ‘This-is-Larry-Schwann.’ 
But  the  new  system  allows  you  to 
speak  normally.” 


MedSpeak  is  the  fruit  of  over 
20  years  of  efforts  by  researchers 
at  IBM  and  other  computer  com- 
panies to  get  computers  to 
understand  human  speech,  thus 
eventually  making  keyboards 
obsolete.  Radiologists  at  the  two 
hospitals  where  IBM  fine-tuned 
the  products  are  enthusiastic. 
“The  main  advantage  unques- 
tionably is  the  reduction  in  turn- 
around time,”  says  Schwann.  As 
soon  as  dictation  is  finished,  the 
computer’s  transcription  is  ready, 
and  Sloan  Kettering 
mined  that  on  aver- 
age it  is  98  percent 
accurate.  Radiolo- 
gists do  the  correc- 
tion themselves  as 
they  read  over  the 
report,  with  the  x- 
ray  or  other  image 
still  before  them  for 
reference.  They  also 
can  call  up  a re- 
cording of  their 
own  dictation. 

Once  checked,  the 
report  is  electronically  signed 
and  sent  directly  to  the  hospital’s 
records  system  and  to  the  physi- 
cian who  requested  the  report. 

“We’ve  found  that  it  works 
well  for  just  about  anyone, 
except  physicians  with  very 
strong  foreign  accents,” 
Schwann  reports.  MedSpeak 
requires  no  training  period  to  get 


used  to  a user’s  voice,  although  a 
20-minute  reading  of  pre-select- 
ed documents  can  improve  its 
accuracy.  By  eliminating  the 
need  for  a transcriptionist, 
MedSpeak  has  a payback  time  of 
one  year,  according  to  IBM.  It 
runs  on  a Pentium  200  MHz  PC 
and  sells  for  about  $4,500;  hard- 
ware will  add  about  $10,000. 

IBM  chose  radiology  reports 
as  the  first  application  for  con- 
tinuous speech  recognition 
because,  although  a 25,000  word 


vocabulary  is  required,  the 
reports  are  fairly  predictable, 
making  it  easier  for  the  comput- 
er. Researchers  at  IBM  and  at 
much  smaller  competitors  such 
as  Kurzweil,  which  has  yet  to 
market  a continuous  speech 
product,  are  perfecting  a pro- 
gram for  more  general  use.  IBM 
scientists  expect  that  such  a gen- 


has  deter- 


MedSpeak/Radiology  in  action. 
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eral  dictation  system,  which 
could  be  used  by  any  doctor  dic- 
tating patient  reports,  will  be  on 
the  market  within  five  years. 

For  those  not  willing  to  wait 
that  long,  and  who  are  not  radi- 
ologists, IBM,  as  well  as 
Kurzweil,  have  general  dictation 
products  on  the  market  that 
require  discrete  speech,  with 
pauses  between  words.  IBM’s 
product,  Voice  Type  3.0,  has  the 
advantage  of  greater  accuracy 
and  the  capacity  to  correct  the 
text  after  dictation  rather  than 
during  dictation.  It  has  a 95  per- 
cent accuracy  and  can  be  used 
for  any  type 
of  report,  let- 
ter, or  article, 
runs  on  any 
Pentium  90 
MHz  or  faster 
machine,  and 
requires  no 
training,  al- 
though accu- 
racy does 
improve  with 
use. 


Users  who  get  use  to  the  stac- 
cato speech  needed  for  voice 
type  can  get  dictation  rates  of  70 
to  100  words  a minute,  compa- 
rable to  a fast  typist.  Only  a tiny 
pause  is  needed  after  each  word. 
But  as  Schwann  emphasizes,  dis- 
crete speech  is  not  to  everyone’s 
taste. 


While  speech  recognition 
researchers  have  made  overly 
optimistic  predictions  in  the 
past,  right  now  it  does  look  as  if 
the  keyboard  soon  will  be  join- 
ing the  slide  rule  in  the  muse- 
ums, a development  few  PVM 
will  mourn.  II  rliil 


How  MedSpeak  works 

The  present  speech  recognition  products  use  statistical  means  to 
match  speech  to  words,  an  approach  IBM  pioneered  in  the  1970s. 
IBM  researchers  attempted  to  get  a computer  program  to  arrive  at  sta- 
tistical correlations  between  sounds  and  the  words  they  represent.  By 
presenting  the  computer  with  large  amounts  of  training  data — spo- 
ken input  and  the  words  to  which  that  input  corresponds — such  sta- 
tistical research  programs  arrive  at  their  own  probabilistic  methods  of 
speech  recognition.  The  statistical  correlations  then  are  used  in  a sep- 
arate working  program  that  does  the  speech  recognition. 

MedSpeak  and  other  IBM  systems  divide  speech  input  into  hun- 
dredth of  a second  slices.  The  spectrum  of  each  centisecond  slice  is 
treated  as  a vector,  pointing  to  a single  point  in  a multidimensional 
space,  one  dimension  for  each  frequency  band.  The  point’s  location 
in  each  dimension  is  determined  by  the  strength  of  the  sound  in  each 
of  the  frequency  bands. 

Using  large  samples  of  speech,  researchers  plotted  where  all  the 
spectral  vectors  fell  in  this  multidimensional  space.  They  found  that 
the  points  were  not  spread  out  randomly,  but  were  concentrated  in 
various  clusters.  Each  cluster  represented  a certain  sound  of  speech. 
Using  statistical  techniques,  the  researchers’  program  automatically 
found  these  clusters  and  drew  boundaries  around  them.  Each  cluster 
then  was  labeled  as  a single  prototype,  a specific  sound  in  English. 

When  a new  slice  of  sound  is  analyzed,  the  working  program 
checks  to  see  the  cluster,  or  prototype,  into  which  it  fits.  The  initial 
string  of  spectral  vectors  now  is  transformed  into  a string  of  proto- 
types, each  a sort  of  precise  letter  in  a phonetic  alphabet. 

In  a similar  manner,  templates  or  models  for  words  were  formed 
automatically  from  large  samples  of  speech.  The  research  program, 
knowing  what  sections  of  input  speech  (what  sequences  of  proto- 
types) correspond  to  each  word  in  a text,  could  construct  a proba- 
bilistic template  for  each  word.  The  template,  instead  of  being  a par- 
ticular sequence,  would  be  a set  of  probabilities  that  a given  word, 
when  spoken,  would  produce  a given  sequence  of  prototypes.  In  the 
working  program  initial  templates  are  built-in,  but  are  modified  on 
the  basis  of  the  user’s  actual  speech  patterns  and  the  corrections  the 
user  feeds  into  the  machine. 

The  programs  use  statistical  analysis  at  the  level  of  word  combi- 
nations as  well.  In  English,  the  word  pair  “window  pane”  is 
immensely  more  common  than  “window  pain”  even  though  they 
sound  the  same.  By  analyzing  large  quantities  of  computer-readable 
text,  the  research  programs  determined  the  relative  frequency  of  any 
set  of  two  or  three  words,  termed  “bigrams”  and  “trigrams.”  In  this 
simple  and  objective  way,  the  probability  of  any  word  following  any 
other  two  words  could  be  determined. 

As  the  speech  recognition  program  comes  up  with  a sequence  of 
most  probable  hypotheses  from  an  acoustic  analysis,  it  doesn’t  dis- 
card the  other  hypotheses.  Instead,  it  also  calculates  a linguistic  prob- 
ability based  on  the  preceding  and  following  words.  The  two  proba- 
bilities are  multiplied  together  to  get  the  final  best  choice.  So,  as 
analysis  progresses,  an  initial  guess  of  “my  Bess  friend”  would  be 
converted  to  a final  reading  of  “my  best  friend.” 
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Medical  Director 

New  Jersey  board  of  medical  Examiners 

The  New  Jersey  State  Board  of  Medical  Examiners  (SBME), 
responsible  for  the  credentialing  and  discipline  of  physicians  in  the 
State  of  New  Jersey,  is  seeking  a Medical  Director.  The  successful 
candidate  will  serve  as  the  full  time  staff  resource  to  the  SBME  and 
shall  collaborate  with  administrative,  investigative  and  legal  staff 
as  well  as  Board  members  in  the  evaluation  of  complaints  and 
coordination  of  outside  experts  and  consultants. 

New  Jersey  license  required  with  a minimum  of 
1 0 years  active  practice. 

Demonstrated  skills  in  peer  review,  administration 
and  quality  assurance  essential. 

Academic  experience  useful.  Experience  in  addiction 
and  impairment  issues  desirable. 

Send  CV  to: 

MEDICAL  DIRECTOR  SEARCH  COMMITTEE 

New  Jersey  Board  of  Medical  Examiners 
1 40  East  Front  Street,  2nd  Floor 
Trenton,  New  Jersey  08608 


TODAYS  CONTRACTS 
EQUALS 

TOMORROWS  MEDICINE 

We  have  negotiated  contracts  with  hospitals  and 
private  practices  in  behalf  of  physicians  since  1971. 
We  charge  one  reasonable  and  level  fee  which 
covers  everything  including  professional  legal 
and  accounting  services.  We  are  resolute  and 
protective  in  achieving  most  of  our  clients  needs. 
Our  approach  is  diplomatic  and  respectful  because 
after  all... 

WE  SEEK  YOUR  ECONOMIC  ADVANCEMENT 
NOT  THEIR  INSTITUTIONAL  RESENTMENT . . . 

THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616 
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Your 

Subscription 
for  Healthy 
Business 


Subscribe  today. 

NEW  JERSEY  BUSINESS  is  an  ideal  addition 
to  your  waiting  room  or  office. 


SHUE  ,.45% 


Off  Our  Cover  Price 
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First  Issue 
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(save  45%  off  Cover  Price) 
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□ Bill  Me 
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New  Jersey  Business  magazine 
310  Passaic  Avenue,  Fairfield,  NJ  07004 

Tel:  201-882-5004  Fax:201-882-4648  e-mail:  mail@njbmagazine.com  http://www.njbmagazine.com 
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COMMENTARY 


rhe 

PRO: 

Essential 

partner  in 

health  care 

quality 

improvement 


David  I.  Kingsley,  MD 


JM 


The  health  care  profession  has  undergone  radical 
changes  and  shifts  that  no  one  associated  with  the 
medical  field  in  New  Jersey  would  have  predicted 
only  a decade  ago.  As  cost  containment,  managed 
care,  mergers,  and  downsizing  dominate  New  Jersey’s 
health  care  agenda,  the  concept  of  quality — how  to 
define  it,  how  to  measure  it,  and  how  to  improve  it — 
often  takes  a back  seat  to  these  issues. 

In  the  midst  of  these  changes,  The  Peer  Review  Organization  of 
New  Jersey,  Inc.  (The  PRO)  believes  that  physicians  must  continue 
to  play  a critical  role  in  helping  further  our  mission  of  preserving 
and  improving  health  care  quality  for  New  Jersey’s  Medicare  popu- 
lation. The  PRO  has  been  fortunate  to  build  lasting  partnerships 
with  many  members  of  New  Jersey’s  physician  community  in 
recent  years.  In  fact,  many  of  the  early  successes  and  achievements 
we  have  witnessed  while  implementing  the  federal  government’s 
Health  Care  Quality  Improvement  Program  (HCQIP)  are  due  in 
large  part  to  our  partners’  dedication  to  continuous  health  care 
quality  improvement. 

The  HCQIP  program  was  launched  in  1993  by  the  Health  Care 
Financing  Administration  (HCFA)  to  improve  the  processes  and 
the  outcomes  of  care  for  Medicare  beneficiaries.  Under  HCQIP,  the 
focus  now  is  on  working  in  a collaborative  manner  with  health  care 
providers  to  improve  the  overall  quality  of  care  for  this  patient  pop- 
ulation. The  program  represents  a radical  departure  from  The  PRO’s 
previous  focus  of  traditional  quality  assurance  and  utilization 
review  activities. 

To  date,  physicians  at  nearly  two-thirds  of  New  Jersey’s  acute 
care  facilities  have  participated  in  at  least  one  cooperative 
improvement  project  designed  to  improve  the  quality  of  care  deliv- 
ered to  Medicare  beneficiaries.  More  than  40  projects  have  been 
initiated  on  issues  such  as  decreasing  the  number  of  unnecessary 
cardiac  catheterizations  performed  or  helping  to  reduce  the  inci- 
dence of  pressure  ulcers  among  Medicare  patients  treated  in  acute 
care  facilities. 
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Through  cooperative  improvement 
projects  and  community-based  initia- 
tives designed  to  increase  the  number 
of  Medicare  beneficiaries  who  take 
advantage  of  preventive  health  services 
such  as  flu  vaccinations  and  mammo- 
grams, The  PRO  continues  to  make  a 
positive  difference  in  the  quality  of  care 
delivered  to  this  patient  population.  In 
fact,  The  PRO  has  been  recognized  by 
(HCFA)  as  a national  model  for  its 
1994  influenza  immunization  cam- 
paign, which  prompted  a significant 
increase  in  the  number  of  beneficiaries 
who  received  vaccinations  that  year. 

The  PRO  now  is 
branching  out  and  seek- 
ing more  innovative 
opportunities  for  quality 
improvement.  For  exam- 
ple, The  PRO  is  initiating 
the  first  cooperative  im- 
provement project  based 
in  large  group  physician 
practices  throughout 
New  Jersey.  The  PRO’S 
program,  Lowering  Cho- 
lesterol Levels  in 
Medicare  Beneficiaries  with  Known 
Coronary  Artery  Disease,  is  open  to  all 
large  physician  group  practices  that 
include:  internal  medicine,  general/ 
family  practice,  and  cardiology.  The 
project  is  intended  to  improve  the  man- 
agement of  patients  with  known  coro- 
nary artery  disease,  which,  in  turn,  can 
help  prevent  future  heart  attacks  or 
strokes.  The  PRO  will  be  exploring 
ways  to  improve  or  increase  the  usage 
of  cholesterol-lowering  medications  in 
patients  65  years  of  age  and  older  with 
known  coronary  artery  disease. 
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Practices  interested  in  participating  can 
contact  Nanci  Curcio,  (908/238-5570, 
extension  144)  or  Vincent  T. 

McDermott,  Jr,  MD  (609/ 

667-7096). 

In  addition  COMMENTARY 

to  this  effort, 

The  PRO  is  pursuing 

additional  cooperative  improvement 

projects  with  acute  care  facilities, 

Medicare  managed  care  plans,  skilled 
nursing  facilities,  home  health  agen- 
cies/visiting nurse  associations,  private 
physician  groups,  and  ambulatory 

surgery  centers.  The 

PRO  also  remains  com- 
mitted to  improving 
health  care  quality  at  the 
community  level 

through  our  1997 
influenza  prevention 
projects,  designed  to 
increase  the  number  of 
medically  underserved 
beneficiaries  who 
receive  influenza  vacci- 
nations within  the  city 
of  Newark.  But  The  PRO 
cannot  achieve  its  goals  alone.  The 
active  involvement  of  New  Jersey’s 
physicians  in  our  quality  improvement 
initiatives  is  critical. 

To  The  PRO,  quality  is  a concept 
with  many  dimensions.  Accelerating 
health  care  quality  improvement  is  an 
ambitious  goal  we  share  with  every 
health  care  provider  in  New  Jersey. 

Working  together,  we  can  achieve  it. 

Dr.  Kingsley  is  president  of  the  Board 
of  Trustees,  The  PRO. 


ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
June  20-22,  1997  The  Inn  on  57th  St./Holiday  Inn,  Manhattan 
Sept.  19-21,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

Nov.  14-16,  1997  212-581-8100  Hotel  during  meetings 
Dec.  12-14,  1997 

13th  Annual  International  Symposium,  Oct.  23-26,  1997 

the  School  of  Int’l  Affairs,  Columbia  University 
In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Intema- 
j tional  College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
International  Symposium  every  October  at  the  School  of  International 
Affairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
Therapeutics  Research,  The  International  Journal  quarterly,  through 
Cognizant  Communications  and  is  listed  by  15  major  international  indexing 
periodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
recognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
and  internationally  recognized,  “Fellow  of  the  International  College” 
(F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
minimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
theories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
central  nervous  systems  & Bi-Digital  O-Ring  Test). 

For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Category  I credit.  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Category  I credits  toward  Physician  Recognition  Award. 


Formation  and  Capitalization 
of  Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary  Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid  Reimbursement 
Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information 
or  a copy  of  our 

New  Jersey  Health  Law  Advisory, 
please  contact 

Alma  L.  Saravia,  Special  Counsel 

51  Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher  llp 

A PENNSYLVANIA  LIMITED  LIABILITY  PARTNERSHIP 

Cherry  Hill  and  Newark,  New  Jersey 
Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
Wilmington  and  Dover,  Delaware 
New  York,  New  York  ♦ Washington,  D.C. 
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Beyond  Ritalin® 

June  11, 1997 
Holiday  Inn,  Cherry  Hill 
800/937-6878 

Hepatitis  C 

June  18, 1997 
Ancora  Psychiatric  Hospital 
MW,  609/275-1911 

Microbes  & Antimicrobials 

June  27,1997 
Hilton,  Long  Branch 
MW,  609/275-1911 

Oncology 
Annual  Meeting 

June  11, 1997 
Hyatt  Regency,  New  Brunswick 
908/873-1234 

Management  of  Asymptomatic 
HIV  Infection 

June  20,1997 
Bayonne  Hospital 
MW,  609/275-1911 

Comedic 
Health  Seminar 

July  12, 1997 
NJ  Y Camps,  Lake  Como,  PA 
215/482-0181 

Management  of 
Asymptomatic  HIV  Infection 

June  11, 1997 
St.  Mary's  Hospital,  Passaic 
MW,  609/275-1911 

ZDV 

Therapy 

June  25,1997 
St.  James  Hospital,  Newark 
MW,  609/275-1911 

Comedic 
Health  Seminar 

August  16, 1997 
NJ  Y Camps,  Lake  Como,  PA 
215/482-0181 

Proper 
Use  of 
Endoscopy 

June  12, 1997 

Shore  Memorial  Hospital,  Somers  Point 
MW,  609/275-1911 

Psychosocial  and 
Neuropsychiatric  Aspects  of 
HIV/AIDS 

June  26,1997 

Helene  Fuld  Medical  Center,  Trenton 
MW,  609/275-1911 

Obstetrics/ 
Gynecology 
Annual  Meeting 

September  1 9, 1 997 
PNC  Arts  Center,  Holmdel 
MW,  609/275-1911 

Advance  Directives 

June  16, 1997 

New  Lisbon  Developmental  Center 

Have  you  recently  moved? 

MW,  609/275-1911 

Please  notify  us  of 

| 

General  Internal 

your  address  change. 

■ 

Medicine  Series 

June  17, 1997 
UMDNJ,  New  Brunswick 

Name: 

1 

■ 

908/235-7430 

New  address: 

1 

Parasitology  for 

City 

State  Zip 

H 

1 

the  Uninitiated 

June  17, 1997 
Jersey  Shore  Medical  Center 

Please  send  to: 

I 

908/776-4420 

New  Jersey  MEDICINE 

I 

2 Princess  Road 

ZDV  Therapy 

June  18, 1997 
Union  Hospital 
MW,  609/275-1911 

L 

Lawrenceville  NJ  08648 
FAX  609/896-1368 
E-mail:  info@MSNJ.org 

I 

. J 
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New  Jersey  Medium  June  1997 

Sunday  - Friday 
November  2-7,  1997 

Sponsored  Annually  by 

ALLEGHENY 
UNIVERSITY 

OF  THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 

co-sponsored  by 

Council  on  Clinical  Cardiology  of  the 


American  Heart 
Association 


or  esoteric  topics 


Location:  Wyndham  Franklin  Plaza  Hotel, 

Philadelphia,  Pennsylvania 

Why  Should  You  Attend  This  Board  Review  Course! 

• The  Original  Philadelphia  Cardiovascular  Board  Review... offered  since  1983 

• Over  90%  pass  rate! 

• More  days,  more  hours,  more  lectures,  more  topics  than  other  courses. 

• Geared  exclusively  for  taking  the  Boards;  contains  all  the  required  subjects^n^  ^ 

• Most  comprehensive  course  syllabus  a 0 

• Fee  includes  breakfasts,  luncheons,  breaks  and  a reception 

• Low  hotel  rates  with  discounted  parking- close  to  great  i^aurdntsj^iopping,  theaters,  museums,  and  sports 

• Faculty  of  nationally-known  scholars  will  include  an^i^g^vhers  George  A.  Beller,  M.D.,  Richard  Conti,  M.D., 
Maria  R.  Costanzo,  M.D.,  Bernard  J.  Gersh,  IVAD^Aifti Isisiiarian,  M.D.  (Course  Director), 

Francis  E.  Marchlinski,  M.D.,  Robert  ^berts^^^  L^mard  L.  Segal,  M.D., Alexander  G.G.Turpie,M.D. 

1*  This  program  is  designed  to  provide(^e\on>^tician  with  an  intensive  in-depth  review  of  the  clinical 
manifestations,  pathophysiolo^^^t^amieilt  of  cardiovascular  diseases. 

1 Allegheny  University  of  the^Alth  Sci  (G?JU  Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
I?  Education  ( AC C M E ) tp-Nj tn W^on t i n e d i c a 1 education  for  physicians. 

|n  Allegheny  UniyersituMCj)  ♦'Hahnjmann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  50.0  hours  in  category  1 credit  towards 
|l  theAMA  Physj/\n's  Re/ogniRi^Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  i 
|l  This  fjA^ram  is  e\gibl(t^r50.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 

|p  All  facwr^SMicipiriing  in  continuing  medical  education  programs  sponsored  by  Allegheny  University 
appareiHcw!/lict(s)  of  interest  related  to  the  content  of  their  presentation. 


the  educational ; 


expected  to  disclose  to  the  audience  any  real  or 


’‘Register  by  July  1,  1997  to  take  advantage  of  the  $125.00  “earlybird”  discount. 

Call  215-762-8264  for  information  or  a brochure. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  W per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX-609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 

Minimum  $45  $ 

Member  Physician 

Discount— 331/3%  ($ ) 


Display  Ad  in  Classified  Section 

1st  Inch  = $60.00  $_ 

Add ’1 1/2 * x $30.00  $ _ 

Total  $ _ 


Per  Issue 

x Number  of  Issues 
AMOUNT  DUE 


Member  Physician 

Discount— 331/3%  ($ ) 

PER  ISSUE  $ 

x NUMBER  OF  ISSUES  

AMOUNT  DUE  $ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 


.k 
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editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE , Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch) , and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 


Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus:  1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration 
symbol.  lmamia 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e’s.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


110  OPENINGS 
PHYSICIANS 


FAMILY  PRACTICE-CENTRAL 
JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900. 

BC/BE  INTERNIST-MID-SOUTHERN 
NEW  JERSEY 

Clinical  Care  Associates  of  the  University  of 
Pennsylvania  Health  System.  Recruiting  a 
BC/BE  Internist  for  mid  to  southern  New 
Jersey  office  and  hospital  practices.  Com- 
petitive compensation  and  benefits.  Fax  CV 
to  610-239-2888;  or  mail  to  Kathy  Cellini, 
Triad  Building,  Fourth  Floor,  2208  Re- 
naissance Boulevard,  King  of  Prussia,  PA 
19406. 


PRIMARY  CARE-SOUTH  JERSEY 

Cherry  Hill  practice  looking  for  additional  BC / 
BE  Internal  Medicine  Physician.  Competitive 
salary  plus  benefits.  Very  established  prac- 
tice located  in  excellent  community.  Send  CV 
FAX  1-609-429-1926  Attention:  S.  Pulley. 


130  OPPORTUNITY  WANTED 


GENERAL  OB-GYN 

I am  43  years  old  Board-Certified  male  physi- 
cian with  good  communication  skills.  I wish 
to  relocate  from  North  Carolina  to  New 
Jersey  for  family  reasons.  Seeking  FT/PT  op- 
portunity. Please  call  704-362-2240  (home). 


PRIMARY  CARE 

M.D.,  FACS— 36  yrs  primary  care— All  Office 
Surg  & Gyn  Procedures;  B.C.  Gen'l  Surg., 
B.E.  Gyn;  MMX  Ins.  Am.  Grad.  Speak 
Spanish.  Contact  Box  No.  134,  NEW  JERSEY 
MEDICINE,  370  Morris  Avenue,  Trenton,  NJ 
0861 1 . 


RADIOLOGIST 

Lots  of  experience  in  general  radiology,  ultra- 
sound & mammography.  Looking  for  a part 
time  job.  Reply  to  Suite  105,  Postal  Center, 
633  Franklin  Ave.,  Nutley,  NJ  07110. 


200  PRACTICE  FOR  SALE 


BERGEN  COUNTY 

FOR  SALE:  Well  established  Family  Practice. 
Home/Office.  Practice  available  separately. 
Close  to  Hackensack  University  Medical 
Center.  Present  Family  Physician  in  practice 
continuously  in  same  office  since  1953. 
Reply  to  FAX  201-462-0163. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/mo 
incl.  util.— busy  medical  bldg,  w/active  den- 
tal/psych/chiro  practices,  ideal  busy  location, 
perfect  for  new  or  2nd  practice. 
212-476-7789  days.  215-860-8491  eves. 

MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent,  day,  1/2  day,  night. 
Call  201-376-8670. 


MILLBURN,  NJ 

6,500  SF  DIVISIBLE.  PRIME  LOCATION. 
Prestige  office  space.  Center  of  town, 
ground  fl,  front  & rear  exits.  5/1000  pks.  No 
common  area  charges.  Short  block  to  train. 
Avail  immed.  WEICHERT  COMM’L  RE- 
ALTORS, Exclusive  Broker,  201-267-7778. 


OFFICE  SPACE-FLEXIBLE 
SUBLEASE  AVAILABLE 

Levinson  Plaza— next  to  JFK  Medical 
Center— Between  the  Garden  State  Parkway 
and  Interstate  287— Atrium  Lobby— Two 
Elevators— Wheelchair  Accessible— Plenty  of 
Parking— Fully  Furnished  and  Equipped— 
Rent  Day,  Half  Day  or  Evening.  Please  Call: 
908-906-0016. 


310  OFFICES  TO  SHARE 


CRANBURY,  NJ 

Office  to  Share  with  Rehab  Group.  Perfec 
for  Orthopedic,  Sports  or  Physical  Medicine 
Bright  and  Uplifting.  Near  Princeton.  Ca 
(609)  581-2400. 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  Coun 
ty.  Professional  office  space  available  witl 
chiropractor.  Fully  furnished.  Ample  Parkinc 
(201)  886-6755. 


NEW  PROVIDENCE 

Seeking  a well-trained,  HOLISTICALLY 
ORIENTED  physician  to  Share  establishei 
medical  office.  We  work  to  combine  the  bee 
of  scientific  medicine  with  holistic  attentioi 
to  the  body’s  healing  systems.  I practio 
family  medicine,  I.M.  and  nutrition,  togethe 
with  two  behaviorists  and  registered  dieti 
cian.  Women’s  Health  or  Rehab  interes 
would  be  a plus.  Call  Richard  Podell,  M.D 
M.P.H.  201-376-4130  (evenings). 


315  OFFICE-RENTAL,  LEASE 
OR  SALE 


AVAILABLE  PRINCETON  AREA 

Free  Standing  Professional  Building— w 
parking  Front  & Rear.  Approx.  2700  sq.  ft 
New  A/C/Heating,  Vinyl  Siding  & Roof.  Idea 
for  Pediatric  or  Medical  Group.  Please  replj 
to:  Box  No.  135,  NEW  JERSEY  MEDICINE 
370  Morris  Ave.,  Trenton,  NJ  08611. 


340  REAL  ESTATE  HOME/ 
OFFICES 


CHATHAM  TWP.  HOME/OFFICE 

4100  SF  home  with  hi-visibility  location  ir 
prime  residential  area,  7 rm  off  suite,  sep 
entrance,  lots  of  pking,  4 BR,  3 BTHS,  3 lavs 
private  yd  w/htd.  Ingrd  Anthony  pool.  Top 
rated  Chatham  schools.  $399,900.  Cal1 
Ginny— Caldwell  Banker  201-377-4444. 


500  MEDICAL  EQUIPMENT 
FOR  SALE 


SLEEP  APNEA  MONITOR  & 
COMPUTER 

Take  home  unit.  Records  6 channels.  Auto 
matically  scores  apneas  & desaturations 
$10,000  or  best  offer.  Call  Marilyn  (201 
633-0808. 
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EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 


1-800-848-EPA-l. 


PRACTICE  FOR  SALE 

AAFP  Board  certified  family  practitioner  wishes  to 
retire.  Well  established  one-person  practice 
located  in  charming  northern  New  Jersey 
community  with  good  school  system;  excellent 
location  in  town  center.  Office  in  pristine 
condition— bright,  spacious  interior  recently 
remodeled.  Strong  gross  with  even  more  growth 
potential.  Ample  time  off— rotating  coverage 
schedule.  Reasonable  office  rental. 

Telephone: 

(201)  835-6100  - (201)  835-1743 


Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 
A NEW  MEDICAL  WEIGHT  LOSS 
MANAGEMENT  PROGRAM. 


We  are  seeking  physicians  to  perform  medical 


i screenings  in  our  clinics  one  or  more  evenings 
| per  week.  Flexible  schedules  available  in  a 


choice  of  single  or  multiple  clinic  sites. 


Forward  C.  V to: 
Nutri/System  L.P. 
410  Horsham  Road 
Horsham,  PA  19044 
(215)  442-5426  or 
(215)  442-0299  fax 


nutri/system 


Faculty  Positions 


The  Department  of  Internal  Medicine  at  the  University  of 
Medicine  and  Dentistry  of  New  Jersey-School  of  Osteopathic 
Medicine  currently  has  the  following  faculty  positions 
available: 

Vice  Chairperson 

Selected  candidate  will  assist  in  the  administration  of  the  de- 
partment and  will  be  responsible  for  planning  and  develop- 
ing the  department's  research  program.  Must  be  board  certi- 
fied, have  a proven  track  record  in  research  and  a background 
in  General  Internal  Medicine  or  a medical  sub-specialty.  You 
will  also  participate  in  our  clinical  and  academic  missions. 

General  Internists 

Must  be  board  certified  or  eligible.  Join  our  medical  school 
for  professional  growth  in  an  academic  setting  by  participat- 
ing in  clinical,  educational  and  research  activities. 

We  offer  a competitive  salary  and  benefits  package.  Send  C.V., 
indicating  position  of  interest,  to:Thomas  A.  Cavalieri,  D.O., 
Chairperson,  Department  of  Internal  Medicine,  UMDNJ- 
SOM,  42  E.  Laurel  Road,  Suite  3100,  Stratford,  NJ  08084. 
UMDNJ  is  an  Affirmative  Action/Equal  Opportunity 
Employer,  m/f/d/v,  and  a member  of  the 
University  Health  System  of  New  Jersey. 
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Here's  what  we  are  covering  in 
July  1997 

o What  new  treatments  are  available  for  patients  with 
Alzheimer’s  disease? 

Writer  Bill  Berlin  brings  to  the  forefront  the  latest  treatments 
and  research  for  Alzheimer’s  disease. 

o Who  is  overseeing  the  care  for  the  elderly  in  New  Jersey? 

Bonnie  Kelly,  New  Jersey’s  ombudsman  for  the 
institutionalized  elderly,  insures  that  the  elderly  are  receiving 
high-quality  health  care. 

o Is  malaria  in  New  Jersey  on  the  rise? 

Physicians  at  Jersey  City  Medical  Center  and  Newark  Beth 
Israel  Medical  Center  alert  health  care  professionals  to  the 
growth  of  malaria  cases  in  the  Garden  State. 

o Would  your  physician  office  laboratory  pass  an  OSHA 
inspection? 

This  article  details  the  OSHA  inspection  process  and  what  a 
physician  office  laboratory  needs  to  do  to  comply  with  the 
regulations. 

o What  is  New  Jersey  Breathes  doing  to  combat  smoking? 

Larry  Downs,  director  of  New  Jersey  Breathes,  comments  on 
the  impact  New  Jersey  Breathes  has  had  in  the  tobacco  arena. 

^ Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
Online  MSNJ,  and  Calendar. 
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continued  from  page  72 

Pension  notes 


There  now  is  an  opportunity 
with  your  pension  and  profit 
sharing  plans  to  have  more  of 
the  annual  contribution  directed 
to  you.  Rather  than  freeze  the 
plan  or  be  limited  to  large 
employee  contributions,  you 
could  amend  the  plan.  In  a tradi- 
tional profit  sharing  or  defined 
contribution  pension  plan,  most 
highly  compensated  employees 
are  limited  to  a maximum  con- 
tribution of  $22,500.  Age-based 
and  position-based  plans  can 
bring  your  maximum  up  to 
$30,000  annually. 

A position-based  plan  amends 
the  allocation  formula  of  your 
existing  plan  to  allow  the  estab- 
lishment of  groups  or  classifica- 
tions of  employees.  A point  sys- 
tem is  utilized  to  determine  the 
extent  that  contributions  are 
allocated  among  participants 
within  each  job  classification. 

An  age-based  plan  considers 
age  and  compensation  as  a basis 
for  distributing  the  annual 
employer  contributions.  The 
plan  tends  to  favor  older 
employees  who  have  less  years 
to  accumulate  adequate  savings 
for  their  retirement  years  as 
compared  to  their  younger 
coworkers.  This  discrimination 
is  permissible  provided  that  the 

I benefits  to  be  derived  by  partici- 
pants at  their  normal  retirement 
age  are  comparable. 

For  more  information  on  this 
approach  call  M1IX  Capital 
Management,  1/800/735-8584. 


Professionals  discuss  health  care  delivery 


The  Bergen  County  Medical  Society  (BCME)  recently  sponsored  two 
programs  on  the  delivery  of  health  care.  A joint  dinner  meeting  with  the 
Bergen  County  Bar 
Association  was  attend- 
ed by  physicians  and 
attorneys  from  across 
Bergen  County,  includ- 
ing BCME  and  MSNJ 
past-president  James  S. 

Todd,  MD.  The  guest 
speaker — Robert  E. 

McAfee,  MD,  AMA  past- 
president — presented 
“Doctors  & Lawyers: 

Mutual  Responsibilities 

in  Today’s  Society.”  The  other  program  featured  Commissioner  William 
Waldman,  New  Jersey  State  Department  of  Human  Services,  who  spoke 
to  an  audience  of  state  legislators,  physicians,  hospital  administrators, 
CEOs,  and  other  health  care  providers,  on  issues  facing  the  ■■■■■ 
Bergen  County  population. 


Left  to  right:  Joseph  R.  Friedlander,  MD,  BCME  president; 
Assemblywoman  Rose  Heck;  Commissioner  William 
Waldman;  Assemblyman  Nicholas  Felice;  Assemblywoman 
Loretta  Weinberg;  Joseph  Carabello;  and  Nancy  L.  Mueller, 
MD,  BCMS  president-elect. 
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Standardized 

PRESCRIPTION  BLANKS 


Beginning  this  fall,  New 
Jersey  physicians  and  all 
other  prescribes  will  be 
required  to  use 
standardized  prescription 
forms  printed  on  safety 
paper.  The  new  pads 
utilize  paper  that  cannot 
be  erased  or  reproduced, 
as  required  by  the  anti- 
fraud law  signed  by 
Governor  Whitman  on 
January  6,  1997. 

For  the  new  law,  MSNJ 
sought  and  won  several 
safeguards:  Multiple 
vendors  will  be 
designated  by  the  state  to 
print  the  new  forms.  The 
Division  of  Consumer 
Affairs  is  obligated  to 
notify  physicians  about 
the  new  law  and  to 
inform  them  of  approved 
vendors.  The  Request  for 
Proposal  for  Vendors 
makes  it  clear  that 
pharmaceutical  firms  will 
continue  to  be  allowed  to 
advertise  on  the  forms. 
The  law  does  not 
interfere  with  a 
prescriber’s  ability  to 
telephone  a prescription 
to  a pharmacist.  Human 
Services  is  obligated  to 
submit  a progress  report 
detailing  how  much 
money  was  saved  using 
the  pads. 
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1997-1998  Officers  at  MSNJ 

Carl  Restivo,  Jr,  MD,  president 
R.  Gregory  Sachs,  MD,  president-elect 
Irving  P.  Ratner,  MD,  first  vice-president 
Walter  J.  Kahn,  MD,  second  vice-president 
Bessie  M.  Sullivan,  MD,  secretary 
Eileen  M.  Moynihan,  MD,  treasurer 
Anthony  E Caggiano,  Jr,  MD, 
immediate  past-president 


=0IF1 


MSNJ  members  attend  statewide  program 

“Challenges  in  Colorectal  Medical  Center  and  co-chair  of 
Oncology”  was  sponsored  by 
the  Patricia  Bur- 
ton High-Risk 
Colorectal  Can- 
cer Program  of 
The  Cancer  Cen- 
ter at  Monmouth 
Medical  Center. 

Participating  were 
MSNJ  members 
Michael  Arvanit- 


Elaine  Zipp,  James  W.  Fleshman,  Jr, 
MD,  Jay  Kern,  MD,  Michael  Arvanitis, 
MD,  and  David  Sharon,  MD. 


the  High-Risk  Colorectal  Com- 
mittee at  Mon- 
mouth Medical 
Center  and  David 
Sharon,  MD,  med- 
ical director  of  The 
Cancer  Center  at 
Monmouth  Med- 
ical Center;  Sharon 
also  is  a member  of 
the  MSNJ  Council 


is,  MD,  a surgeon  at  Monmouth  on  Communications. 


Kahn  ready  to  guide 
the  Alliance 

Susan  Kahn  has 
been  inaugurated  as 
the  1997-1998  presi- 
dent of  the  MSNJ 
Alliance.  Kahn  helped 
to  reactivate  the  Mon- 
mouth  County  Medical 
Society  Auxiliary  (MCMS), 


which  had  been  inactive 
for  10  years.  She  served 
as  president  of  MCMS 
for  two  years.  At  the 
state  level,  Kahn  was 
AMA-ERF  chair,  mem- 
bership chair,  public 

relations  chair,  corre- 
in  1 . 

sponding  secretary,  re- 

cording  secretary,  vice-president, 

and  president-elect. 

continued  on  page  71 
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uccessful  Outcomes 

for  Chronic  Wounds. 

Throughout  New  Jersey 


Wound  Care  Centers 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER® 

OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER® 

AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL  & MEDICAL  CENTER 

Englewood 

KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Hamilton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER  S MEDICAL  CENTER 

New  Brunswick 


Subacute  Location 


CURATIVE  WOUND  CARE  PROGRAMSM 
AT  FRANKLIN  CARE  CENTER 

Franklin  Park 


WOUND 
IIH  CARE 
CENTER® 

AFFILIATED  WITH  CURATIVE 


1 *800*991  *HEAL 


“While  you  deliver 
patient  care,  we  help 
manage  the  business 
of  medicine.” 


. . . managed  care  contracts . . . reduced  overhead . . . equipment 
financing. . . personal  asset  management. . . reputation  protection 


Today's  complex  healthcare  market  poses  more  challenges  than  ever  to  physicians. 
MUX’s  Powerful  Partnerships  offer  relief  to  those  challenges  through  our  services 
developed  by  and  for  physicians. 


♦ Insurance  - to  protect  your  reputation 
and  assets 

♦ Investment  Advisory  Services  - to  help  you 
maximize  your  wealth  and  meet  personal 
financial  goals 


♦ Equipment  Leasing  - financial  alternatives 
for  all  your  equipment  needs 

♦ MIIX  Buying  Service  - a group  buying  ser- 
vice that  passes  discounts  back  to  you 


1-800-234-MIIX 

MEDICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTNERSH 


P S 


HEALTh^M 


UNIVERSITY  OF  MARYLAND,  AT 
BALTIMORE 


XUS  ON 

ILZHEIIWER'S 

IISEASE 

RUE 
SENIOR 
ITCH  DOG 


nor  in  ciRa 


rsity  of  Maryland  / 

In  Sciences  Library-Serialsn 
Isouth  Greene  St. 

Lore,  MD  21201 


Does  your  physician  office 
laboratory  measure  up? 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 


New  Jersey  Medicine 


A crescendo  of  complaints 
about  delays  in  payments  by 
HMOs  is  being  raised  by  New 
Jersey  health  care  providers.  The 
sound  wave  started  last  year  as  a 
reaction  to  computer  problems 
within  certain  health  plans 
struggling  to  manage  an 
increasing  volume  of  claims. 

Now,  analysts  suspect  that  HMOs 
indeed,  by  design,  are  toiling  to 
improve  their  cash  flow  by  finding 
imaginative  ways  to  avoid  paying 
claims  on  a timely  basis. 

If  true,  this  charge  suggests  that  HMOs 
are  not  able  to  meet  their  promise  of  func- 
tioning efficiently  under  current  premium 
price  levels.  One  way  out  of  the  HMOs' 
box  is  to  increase  prices.  But  president 
Paul  B Ginsburg  of  the  Center  for 
Studying  Health  System  Change  predicts 
increases  of  only  about  3 percent,  as 
employers  continue  to  show  powerful 
sales  resistance.  A Center  issue  brief 
quotes  Health  Futures,  Inc.,  president  Jeff 
Goldsmith  as  calling  estimates  of  high- 
er increases  "wishful  thinking  on  the  part 
of  the  health  plans  that  would  like  the 
investment  community  to  believe  that  they 
are  raising  their  rates  and  that  their  cash 
flow  is  going  to  improve." 

Meanwhile,  legislators,  regulators,  and 
advocates  such  as  the  Medical  Society  of 
New  Jersey  are  seeking  ways  of  assuring 
greater  speed  in  HMO  payments.  A mar- 
ket conduct  study  of  one  large  HMO, 
compiled  by  the  state  Department  of 
Banking  & Insurance,  may  yield  data  on 
the  current  extent  of  the  problem. 

The  vaunted  federal  crackdown 
on  perceived  fraud  and  abuse  in 


Medicare  is  coming  to  the  Garden 
State.  New  Jersey  is  1 of  1 2 states 
where  the  FBI  and  the  Office  of  the 
Inspector  General  (OIG)  of  the 
Department  of  Health  and  Human 
Services  are  making  appearances 
under  the  marquee  of  Operation 
Restore  Trust.  The  initiative  is  tar- 
geted mainly  at  nursing  homes, 
home  health  agencies,  and  suppli- 
ers of  durable  medical  equipment, 
with  physicians  being  used  partly 
as  enforcement  agents. 

Attorneys  for  the  American  Medical 
Association  (AMA)  consider  another  of 
OIG's  latest  efforts,  the  Physicians  at 
Teaching  Hospitals  (PATH)  audit  program, 
to  be  directed  at  "low-hanging  fruit,"  with 
more  strenuous  activity  to  follow.  The 
AMA  persuasively  argues  that  the  PATH 
program  amounts  to  retroactive — and 
thus  illegal — enforcement  of  regulatory 
changes  that  took  effect  in  July  1 996. 

Under  the  new  rules,  physicians  seek- 
ing Medicare  Part  B reimbursement  for 
their  work  supervising  residents  must  be 
physically  present  when  the  resident  ren- 
ders care  to  the  patient.  For  evaluation 
and  management  (E&M)  services — a 
code  classification  that  encompasses  most 
primary  care  and  other  non-procedure-ori- 
ented  services — the  supervising  physician 
must  personally  document  participation  in 
the  service  in  the  patient's  medical  record. 
The  latter  requirement  imposes  a hassle  as 
well  as  a legal  burden. 

Although  these  requirements  are  new, 
burdensome,  and  confusing,  violations 
dating  as  far  back  as  1990  are  consid- 
ered "fraud  and  abuse"  by  the  OIG, 
which  has  forced  two  Philadelphia  hospi- 
tals to  accept  penalties  of  $30  million  and 
$12  million,  with  no  off-setting  credit  for 
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services  that  were  found  to  be  "under- 
coded." (A  prestigious  New  Hampshire 
teaching  hospital  refused  to  accept  the 
penalties,  and  was  not  prosecuted.) 

Additional  enforcement  tools  are  being 
sought  by  the  Clinton  administration. 
Here,  state  Attorney  General  Peter  G. 
Verniero  also  is  asking  for  more  power, 
especially  to  root  out  automobile  insur- 
ance-related fraud.  It  seems  that  when 
government  is  a third-party  payer  for 
health  services,  providers  run  the  risk  of 
attracting  attention  from  a gamut  of  gov- 
ernment agencies. 

One  way  to  hold  costs  down, 
and  quality  up,  is  to  provide  inten- 
sive care  only  to  those  patients 
who  are  most  likely  to  benefit 
from  it.  For  example,  scoring  sys- 
tems have  been  developed  for 
head  trauma  patients.  But,  in  a 
recent  issue  of  the  Archives  of 
Internal  Medicine,  Brown  Univer- 
sity researcher  Roy  M.  Poses,  MD, 
and  colleagues  have  reported  a 
prospective  cohort  study  of  con- 
gestive heart  failure  patients  in 
emergency  departments  in  which 
treating  physicians  were  unable 
to  predict  accurately  their  pa- 
tients' chances  of  survival. 

The  physicians  underestimated  survival 
probability  at  both  90  days  and  one 
year.  To  illustrate,  among  15  patients 
given  only  a 1 0 percent  chance  of  surviv- 
ing 90  days,  5 patients  survived.  Another 
cardiac-related  study,  conducted  by 
Harvard  University  researcher  Lisa  I. 
lezzoni,  MD,  MSc,  and  supported  by 
the  Agency  for  Health  Care  Policy  and 
Research  (AHCPR),  found  that,  in  1991, 
women  heart  attack  patients  were  signifi- 
cantly less  likely  than  men  to  receive  coro- 


nary angiography  and  bypass  surgery 
and  were  more  likely  to  die  in  the  hospi- 
tal. The  study  controlled  for  age  and 
severity  of  illness. 

Women's  health  also  was  featured  in 
another  AHCPR  research  effort,  which 
credited  Hispanic  women  with  an  unusu- 
ally low  rate  of  premature  births.  The 
probable  reason,  suggests  investigator 
Robert  L Goldenberg,  MD,  of  the 
University  of  Alabama  at  Birmingham 
and  colleagues,  is  high  pre-pregnancy 
body  mass  index  (BMI,  weight  divided  by 
height  squared).  Poor  diets  help  lead  29 
percent  of  white  women  and  20  percent 
of  black  women,  but  only  1 2 percent  of 
Hispanic  women,  to  inappropriately  low 
BMIs.  Preterm  delivery  prevalence  was  7 
percent  among  whites,  1 0 percent  among 
blacks,  and  5 percent  among  Hispanics. 

Last  year,  the  New  Jersey  state  Board 
of  Medical  Examiners  took  prejudi- 
cial actions  against  5.91,  and  serious 
actions  against  4.38,  of  every  1,000 
licensed  physicians.  These  findings,  repro- 
duced in  Medical  Liability  Monitor,  are 
about  average  for  state  medical  boards. 

One  year  ago  President  Clinton 

signed  legislation  levying  a penalty  excise 
tax  on  hospital  administrators  and  physi- 
cians or  others  who  strike  compensation 
deals  that  jeopardize  hospitals'  tax- 
exempt  status.  An  extensive  survey  con- 
ducted by  the  Hospital  Law  Newsletter 
has  disclosed  an  impressive  lack  of  action 
on  the  part  of  the  Internal  Revenue  Service 
in  implementing  the  provision.  The 
newsletter  politely  intimates  that  the  great 
value  of  the  legislation  may  have  been  to 
squelch  public  criticism  of  hospital 
arrangements.  Government  offers  many 
uses. 

Neil  E.  Weisfeld 
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Fas  t Facts 


Princeton  Insurance  Company 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 
insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 


together  rank  as  the 
nation's  eleventh- 
largest  medical 
malpractice  insurer. 


with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


More  Benefits 
of  Princeton 
Protection 


Surplus*  Growth 


In  addition  to  a strong 
defense  against 
meritless  claims,  we 
offer  professional 
liability  policyholders: 


♦ Preferred  prices  for 
physicians  with 


favorable  claims 
experience. 


1992  1993  1994  1995  1996 


‘The  difference  between  assets  and  liabilities,  surplus  provides  a 
cushion  against  large,  unanticipated  financial  losses. 


♦ Premium  discounts 
for  doctors  in  their 
first  and  second  year 
of  practice,  and  those 


who  work  part-time. 


Policyholders  Win  Most  Court  Cases 


In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  in  the 
New  Jersey  courts.  In 
all,  we  managed  1,212 
cases  last  year,  1,140  of 
which  were  favorably 
disposed  through 
dismissal,  summary 
judgment,  or  a trial 


that  resulted  in  a 
defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 
have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 
settlement.  Our 
approach  serves 


policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


♦ A discount  on  the 
Princeton  Office 
Package  policy. 


♦ An  optional, 
competitively  priced 
workers'  compensa- 
tion insurance  policy. 


How  to  Reach  Us 


746  Alexander  Road 
Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 


Visit  us  on  the  Internet  at: 

http://www.pinsco.com 


irjfr 


YES!  I'd  like  more  information  on  the 
following: 

□ Professional  liability  insurance 

□ Workers'  compensation  insurance 

□ Princeton  Office  Package  policy 


Name: 


Specialty: 
Address: 
City: 


State,  Zip: 


Phone  Number:  (_ 
Fax  Number:  (. 


Mail  to: 


Princeton  Insurance  Company 
Communications  Department  - NJM 
P.0.  Box  5322,  Princeton,  NJ  08543-5322 
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In  one  day,  a healthy  heart  pumps 
almost  2,000  gallons  of  blood. 

If  your  heart  doesn’t, 
consult  the  experts  at  New  Jersey’s  only 
comprehensive  heart  failure  program. 


If  you  suffer  from  heart 
failure,  you’re  not  alone. 

In  the  United  States, 

400,000  new  cases  are 
diagnosed  every  year. 

At  the  Heart  Failure 
Treatment  and  Transplant 
Center  at  Newark  Beth 
Israel  Medical  Center, 
affiliated  with  the 
Saint  Barnabas  Health 
Care  System,  we’re 
dedicated  to  providing 
the  most  outstanding 
treatment  for  patients 
with  heart  failure. 

We’re  able  to  deliver  this  premier  level  of  care 
by  offering  the  most  experienced  and  only 
comprehensive  program  in  New  Jersey.  Our  team 
approach  combines  life-enhancing  investigational 
drug  therapies,  innovative  treatments  such  as  the 
Left  Ventricular  Assist  Device  (LVAD),  and  a record 
of  successful  heart  transplantation. 

The  experience  of  our  renowned  staff  of  physicians 
in  the  treatment  of  heart  failure  is  unparalleled. 
Hillel  Ribner,  M.D.,  Director  of  Cardiology,  has 
more  than  20  years  of  experience  conducting 
investigational  drug  trials  for  patients  with  heart 
failure.  Surgical  Director,  Laszlo  Fuzesi,  M.D., 


has  performed  more  than 
160  heart  transplants 
and  served  as  a principal 
investigator  of 
implantation  of  the 
Heart  Mate5  LVAD. 

With  10  years  of 
experience  managing 
pre-operative  evaluations 
and  post-operative  care 
of  more  than  250 
transplant  recipients, 
Mark  Zucker,  M.D., 
Director  of  the  Heart 
Transplant  Program, 
is  a leading 
national  experl 

in  cardiac  transplantation.  Working 
closely  with  these  specialists  is  a staff  of 
dedicated  healthcare  professionals  who 
are  avadable  24  hours  a day. 

For  more  information  and  a brochure, 
please  call  1 (888)  8-HEART- 1. 

We're  right  here  when  you  need  us. 

■ ■ NEWARK  BETH  ISRAEL 

■ ■ MEDICAL  CENTER 

An  affiliate  of  the  Saint  Barnabas  Health  Care  System 

201  Lyons  Avenue  at  Osborne  Terrace  Newark,  New  Jersey  07112 


From  left:  Hillel  Ribner.  M.D.,  Director  of  Cardiology; 

Laszlo  Fuzesi , M.D.,  Surgical  Director , Heart  Transplant  Program; 
Mark  Zucker ; M.D.,  Director , Heart  Transplant  Program. 
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Group  practice 

Too  many  group  practices 
have  failed  because  predatory 
consultants  and  inexperienced 
attorneys  have  shown  more 
interest  in  organizing  physi- 
cians than  in  organizing  them 
wisely.  Lost  capital  and  lost 
opportunity  lie  in  the  wake.  It 
is  not  the  physician  who  sim- 
ply joins  a group  who  will  suc- 
ceed, but  rather,  the  physician 
who  joins  the  right  group,  with 
the  necessary  resources  and 
strategic  plan. 

The  article  in  New  Jersey 
MEDICINE  entitled,  "Group 
practice  formation:  The  path  to 
success"  (April  1997)  provides 
a simplistic  guide  to  group 
practice  formation.  For  any 
group  practice  to  be  success- 
ful, it  must  be  positioned  to 
meet  the  needs  of  the  market- 
place. This  requires  a well- 
designed  strategic  plan, 
sophisticated  management, 
access  to  capital,  and  a firm 
understanding  of  the  nature 
and  physician  makeup  of  the 
group. 

All  too  many  group  prac- 
tices fail  to  realize  their  poten- 
tial because  they  are  not  effec- 
tively designed  at  the  outset. 
Most  often,  single  specialty 
group  practices  are  far  easier 
to  manage  and  may  have  a 
far  greater  role  in  the  future  of 
health  care  than  multispecialty 
practices.  To  thrive,  multispe- 


cialty practices  must  meet  a 
broad  range  of  health  care 
needs,  across  many  special- 
ties. Management  information 
systems  that  work  well  for  one 
specialty  rarely  meet  the  needs 
of  other  specialists  in  a group. 
As  a result,  multiple  informa- 
tion systems  often  are  required 
to  manage  a multispecialty 
practice  properly.  Also,  many 
consultants  now  are  predicting 
a movement  away  from  gate- 
keeper models  to  single-spe- 
cialty disease  management 
contracting. 

For  a group  to  be  successful 
it  must  provide  "value  added" 
services  to  its  market.  Merely 
forming  a group  is  not  the 
answer.  The  group  must  have 
something  extra  to  attract  pay- 
ors. These  "extras"  could 
include  geographic  breadth; 
significant  concentration  of 
sought  after,  quality  providers; 
sophisticated  management 
and  management  information 
systems;  ability  to  take  risk; 
ownership  of  ancillary  facilities 
that  can  reduce  the  need  for 
hospital  care;  and  access  to 
capital  for  necessary  expan- 
sion. The  more  advantages  the 
group  can  offer  over  solo  and 
small  practices,  the  more  likely 
its  success. 

In  summary,  forming  a 
group  for  the  sake  of  forming 
a group  may  result  only  in 
enriching  the  consultants  and 
lawyers  at  the  expense  of  the 
physicians.  Well-designed 


groups  capable  of  meeting  the 
needs  of  the  marketplace  are 
more  difficult  to  form  but  will 
promise  lasting  benefits  to  the 
physicians  involved. 

Steven  I.  Kern,  JD 

Forming  a group 

The  process  of  forming  a 
medical  group,  whether  it  be 
a single  or  multiple  specialty 
group  practice,  always  should 
begin  with  an  analysis  of  the 
advantages  and  disadvan- 
tages to  all  the  physicians 
involved.  It  is  important  that 
physicians  choose  counsel 
experienced  in  the  highly 
sophisticated  operations  and 
legal  issues  involved  in  orga- 
nizing and  operating  a group 
medical  practice.  As  stated, 
"Careful  planning,  self-educa- 
tion, and  coordination  with 
experienced  counsel  is  criti- 
cal." Practicing  physicians 
understand  why  I chose  to 
highlight  in  my  article  key  ben- 
efits and  potential  pitfalls 
involved  in  forming  group 
practices.  It  is  interesting  that, 
in  the  sea  of  positive  respons- 
es received  from  physicians 
who  already  have  formed 
group  practices,  who  are  cre- 
ating group  practices,  or  who 
are  considering  the  issue,  the 
only  negative  comment  comes 
from  one  of  my  competitors  in 
the  legal  field. 

Stuart  M.  Hochron, 

MD,  Esq 
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what  if 

you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 

BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• HMO^^  Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$A  BlueSM  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMO 

• HMO Prime 

• Blue  SelectSM 

• Blue  Choice' 

• Blue  Choice  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


INDIVIDUAL  & 

SM  ALL  EMPLOYER 
DIVISION 


Ask  us  for  a free 
copy  of  the  SEH 
Buyer’s  Guide. 


Call  Blue  Cross  and  Blue  Shield  of  New  Jersey 
for  complete  details  on  these  endorsed  plans  for 
members: 


1-800-682-7694  (8:30  a.m.-5:00  p.m.,  Monday-Friday) 


Medical  Society 
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Medical  center  exec  named 

Responsible  for  the  operation  of 
Monmouth  Medical  Center  in  Long 
Branch  is  Vincent  Joseph,  the 

new  executive  director  of  this  affili- 
Vincent Joseph  ate  of  the  Saint  Barnabas  Health 
Care  System.  Joseph  is  a fellow  of 
the  American  College  of  Healthcare  Executives  and 
chair  of  the  management  committee  of  the  New 
Jersey  chapter,  Voluntary  Hospitals  of  America.  He 
also  serves  as  an  adviser  to  the  graduate  program 
in  health  education  at  Rutgers  University. 


Home  health  award 

Southampton  Township  resident 
Stephen  G Friedhoff,  MD, 

received  the  Physician  of  the  Year 
Award  in  Home  Health  Care  for 
Burlington  County.  The  award  is 
sponsored  by  the  Center  of  Home 
Health  Development  in  Princeton.  Friedhoff  is  a fam- 
ily practitioner  at  Memorial  Hospital  of  Burlington 
County  and  a faculty  member  of  the  Family 
Medicine  Residency  Program  at  the  Community 
Health  Center,  in  Lumberton. 


Stephen  G. 
Friedhoff,  MD 


Guide  addresses  minority  health  issues 


The  New  Jersey  Hospital  Asso- 
ciation (NJHA)  offers  assistance  to  hos- 
pitals and  health  care  systems  gearing  up 
to  anticipate  and  respond  to  health  issues 
specific  to  minority  populations.  By  pub- 
lishing Addressing  Health  Issues  Related 
to  Race  and  Socioeconomic  Status,  a 
200-page  manual  of  statistics,  strategies, 
and  resources,  NJHA  has  compiled  a 
unique  community  health  resource  for 


health  care  providers.  The  publication 
looks  at  disease  patterns  from  cancer  and 
cardiovascular  disease  to  substance 
abuse  and  sexually  transmitted  diseases. 
It  also  reviews  factors  affecting  health  sta- 
tus and  outlines  strategies  to  meet  identi- 
fied community  needs,  such  as  advocacy 
and  coalition  building.  For  information 
on  obtaining  a copy  of  this  new  resource, 
call  609/275-4020. 


Whitman  hails  NJ  nurses 

Over  100  of  New  Jersey's 
nursing  leaders  and  key  nurses 
from  the  New  Jersey  State 
Nurses  Association,  the  Board 
of  Nursing,  and  other  nursing 
groups  were  in  the  limelight  at 
Governor  Christine  Todd  Whit- 
man's Drumthwacket  breakfast 
meeting  for  nurses.  Governor 
Whitman  and  her  Cabinet  and 
staff — including  Commissioner 
Len  Fishman — listened  and  dis- 
cussed nurses'  concerns  and 


issues.  Also 
attend  i ng 
the  break- 
fast meeting 
were  As- 
semblywo- 
man Bar- 
bara Wright 
and  Senator 
John  O.  Bennett,  two  legislators 
who  have  worked  on  behalf  of 
nursing. 

Nurses  again  took  center 
stage  at  the  annual  Governor's 


Nursing  Merit  Awards  recep- 
tion in  Princeton.  Recipients 
include:  Deborah  Anne 

Dunaj-Venuto,  BSN,  RN; 
Marjorie  Blomberg,  MPS, 
RN,  CNA,  CHE  Nelda 
Samarel,  EdD,  RN;  Ruth 
Reagan  Hutchinson, 
DrPH,  RN,  CS;  Margaret 
Fleck,  RN  CORN;  Karen  R. 
Setti,  RN,  CCRN,  CNS 
Marcella  Hutchinson, 
LPN;  and  Maria  I Miniet, 
LPN 

continued  on  page  12 
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ARE  YOU  READY? 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


732-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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continued  from  page  10 

People  in  the  news 

Former  U.S.  senator  Nancy 
Kassebaum  has  been 
named  to  the  Board  of  Trustees 
of  The  Robert  Wood  Johnson 
Foundation,  located  in 
Princeton. 

Wigbert  Godoy,  MD,  of 

Wayne,  was  one  of  many 
physician  volunteers  from 
across  the  United  States  who 
responded  to  the  medical  and 
health  care  needs  of  flood  vic- 
tims in  the  Grand  Forks  area  of 
North  Dakota. 

CentraState  Healthcare  Sys- 
tems announced  the  election  of 
MSNJ  member  Michael 
Stark,  MD,  as  chief  of  staff. 

E Cindy  Lendor,  MD, 

joins  the  obstetrics  and  gyne- 
cology department  at  Mercer 
Medical  Center,  in 
Trenton. 

Monmouth  Medi- 
cal Center  in  Long 
Branch  has  named 

Mark  J Rap- 
poport senior  vice- 
president  of  opera- 
tions and  Wallace 
B Thompson  man- 
ager of  the  Respiratory  Care 
Department. 

Raritan  Bay  Medical  Center 
has  appointed  Gregory 
Shypula,  MD,  as  the  medical 
director  of  its  Jacqueline  M. 
and  Robert  N.  Wilentz  Cancer 
Center. 

AtlantiCare  Foundation  has 
named  Landis  W Compton 

coordinator  of 
health  status  im- 
provement. 

Bryan  T Ho, 

MD,  joins  the 
Advanced  Sur- 
gical Arts  of  En- 
glewood. 


Bryan  T. 
Ho,  MD 


E.  Cindy 
Lendor,  MD 


North  Jersey  hospital  helps  students 

Help  for  troubled  teens  at  Hackensack  High  School  is  right  around 
the  corner  at  Hackensack  University  Medical  Center's  Drop  In  Center. 
Students  can  receive  free  health  and  counselling  services.  Programs 
include  mental  health  support,  wellness  programs,  and  assistance 
with  problems  today's  teens  are  facing  like  drug  and  alcohol  abuse, 
pregnancy,  and  suicide.  Tutoring  with  school  work  and  homework 
also  is  available,  as  is  a workshop  on  dealing  with  anger  and  aggres- 
sion. This  joint  effort  of  Hackensack  University  Medical  Center  and 
the  New  Jersey  Department  of  Human  Services  has  proved  positive 
with  the  teens — 600  of  the  1 ,500  students  at  the  high  school  have 
used  the  Drop  In  Center's  services. 


Generic  formulary  updates 


The  Drug  Utilization  Review 
Council  has  formally  approved 
new  additions  to  the  New 
Jersey  Generic  Formu- 
lary. Upon  written  request,  the 
list  will  be  sent  free  of  charge  to 
any  New  Jersey  licensed  pre- 
scriber.  Fax  or  mail  your  re- 
quest to  Drug  Utilization  Re- 
view Council,  Dr.  Steve 
Zlotnick,  Executive  Director, 
New  Jersey  Department  of 
Health  and  Senior  Services 
(DHSS),  Room  501,  CN  360, 
Health-Agriculture  Building, 


Trenton,  NJ  08625,  FAX 
609/984-22 1 8.  Or  access  the 
updates  on  web  site  at 
http://www.state.nj.  us:  80/ 


health.  The  list  also  was  pub- 
lished in  the  New  Jersey 
Register. 


Managed  health  care  education 

This  year's  conference  sponsored  by  The 
National  Managed  Health  Care 
Congress  (NMHCC)  will  feature  a new  for- 
mat and  programming  to  improve  communi- 
cations and  interaction  for  the  managed 
care  professionals  attending  the  conference. 

Scheduled  for  November  3 to  6,  1997,  at 
the  Los  Angeles  Convention  Center,  the  conference  includes  a pre-con- 
vention symposia;  problem-solving  workshops;  industry  and  topic 
forums;  health  care  technology  tutorials;  roundtable  discussions;  and 
executive  summit  series.  For  more  information  contact  Beth  HHfP 
Calkins  at  617/505-81 1 2 or  Amy  Pavel  at  617/505-81 67. 
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TP  he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we ’ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


■ Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

■ Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


■ Assistance  with  submitting  claims  if 
you  need  help. 

■ Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money. 

Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6309,  Lawrence ville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH ^^ASSOCI ATES 
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ANNUAL  MEETING 


M S N J 


MSNJ  Annual 
Meeting  recap 

This  year’s  Medical  Society  of  New 
Jersey  (MSNJ)  Annual  Meeting  inau- 
gurated Carl  Restivo,  Jr,  MD,  as  its 
205th  president.  The  House  of 
Delegates  reviewed  and  acted  upon 
over  60  reports  and  resolutions. 
Governor  Christie  Todd  Whitman’s 
remarks  to  the  House  of  Delegates 
centered  on  MSNJ  and  the  state’s  dual 
approach  to  promote  good  health. 
Department  of  Health  and  Senior 
Services  (DHSS)  Commissioner  Len 
Fishman  reviewed  DHSS’s  role  in 
shaping  the  future  of  health  care  in  his 
Academy  of  Medicine  of  New  Jersey 
lecture. 

Programs  included  “Physician  Dis- 
empowerment:  Its  Impact  on  Patient- 
Centered  Medical  Ethics”;  “The 
Investment  Forum”;  and  “Domestic 
Violence  Issues  for  Physicians.” 
Almost  100  physicians  were  honored 
with  the  annual  Golden  Merit  Award, 
conferred  upon  every  MSNJ  member 
who  has  held  the  degree  of  doctor  of 
medicine  for  50  years. 


MSNJ  inaugurated  Carl  Restivo,  ]r,  MD,  (right)  as  its  presi- 
dent. Irving  P.  Ratner,  MD,  (left)  is  the  first  vice-president. 


The  1997-1998  Board  of  Trustees  of  MSNJ  gathered  in  the 
lobby  of  the  Trump  Taj  Mahal  Casino/Resort  in  Atlantic  City. 


Governor  Whitman  addressed  the  MSNJ  House  of  Delegates. 
Left  to  right  are:  Joseph  A.  Riggs,  MD,  Palma  E.  Formica, 
MD,  Clark  Martin,  Governor  Whitman,  Paul  Hirsch,  MD, 
and  Harry  M.  Carnes,  MD. 


Commissioner  Len  Fishman 
discussed  DHSS’s  impact  on 
health  care  in  the  Garden 
State,  and  future  goals. 


Anita  Falla,  MD,  received  MSNJ  Alliance  President  Susan  Kahn  spoke  to  an  Alliance 
Wyeth-Ayerst’s  1997  Physi-  audience.  New  officers  include  President-Elect  Valerie  Claps; 
cian  Award  for  Community  First  Vice-President  Gwen  Jacobs;  and  Second  Vice-President 
Service.  Anna  Miranda. 
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As  a Physician,  Your  lile  Isn’t  Typical 


Yonr  Divorce  Can’t  Be  Either 


Child  Support.  Alimony. 
Division  of  Assets.  Custody  Rights. 


[yen  in  the  best  of  circumstances,  divorce  can  be  an  intimidating  process. 


But  for  a physician,  divorce  often  comes  with  more  complicated  issues. 
Issues  that  involve  protecting  future  earnings  and  assets  tied  to  a medical 
practice.  Or  working  through  what  are  often  very  nontraditional  schedules. 


The  firm  of  Klein  & Halden  has  special  expertise  representing  physicians  in 
matters  of  matrimonial  law.  And  we  have  an  intricate  understanding  of  the 
impact  managed  care  has  on  the  value  of  your  practice. 


Because  todays  evolving  health  care  industry  means  changes  when  a marriage 
dissolves  as  well,  it  is  important  to  develop  appropriate  strategies  - 
strategies  that  ensure  a smooth  divorce  process  and  fair  settlement  in  cases 
where  asset  and  income  protection  is  of  critical  concern. 


If  you  would  like  further  information  or  a consultation,  contact  us  at 
(609)  429-2700  or  (609)  654  -1771. 


Klein  « Halden 


fl  T T 0 R n E V S H T L 11  111 

With  offices  in  Burlington.  Camden  and  Gloucester  Counties  and  serving  all  of  Southern  New  Jersey 
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ONLINE 
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Search  and  find 

Steve  J.  Vaughan-Nichols,  writing  in 
Internet  World , offers  tips  on  how  to  get  better 
results  when  searching  the  web.  Here  are 
some  of  his  sug- 
gestions. Know 
your  sources. 

Not  all  web  cat- 
alogs and  search 
engines  work 
alike.  For  in- 
stance, some 
engines,  like 
Infoseek,  allow 
you  to  input 
your  query  as  a 
question  or  as  a phrase.  Review  instructions 
and  FAQs  when  using  a new  search  site. 
Subject  knowledge.  Be  familiar  with  the  ter- 
minology and  key  words  of  your  subject.  A 
poorly  defined  query  will  leave  you  with  an 
excess  of  unwanted  info.  Limitations.  No  web 
search  tool  is  perfect — each  differs  in  accura- 
cy, speed,  content,  and  comprehensiveness. 
Booleans.  Booleans,  or  logical  search  opera- 
tors, can  help  fine-tune  your  search  request. 
AND,  OR,  NOT,  and  NEAR  are  the  common 
ones.  Specialize.  Use  a specialized  search 
engine  or  index  dedicated  to  collecting  all  rel- 
evant sites  for  a particular  subject. 

Pot  of  gold 

If  you  turn  to  the  Internet  to  get  facts  and 
information  quickly,  here  are  some  sites  to 
keep  at  your  fingertips.  Look  up  any  area  code 
in  the  United  States  and  Canada  at 
http://www.555-1212.com.  At  the  U.S.  Naval 
Observatory  web  site  (http://tycho.usno.navy. 
mil)  get  details  about  time  and  time  keeping. 
There  are  many  categories  from  which  to 
choose,  including  world  time  zones  and  what 
time  it  is  anywhere  in  the  world.  If  you  need  a 
zip  code,  check  out  the  U.S.  Postal  Service 
online  at  http://usps/gov/.  Click  on  the  White 
House  web  site  (http://www.whitehouse.gov/ 
WH/Welcome.html)  for  a variety  of  topics 
about  the  White  House  and  the  federal  gov- 
ernment. 


Physician  behavior 

The  Federation  of  State  Medical  Boards 
released  a document  with  the  disciplinary 
activity  from  each  member  state  medical 
board.  The  Federation  maintains  this  activity 
“to  protect  the  public  from  incompetent  or 
errant  physicians.” 

The  Federation  stated  that  3,821  prejudicial 
actions  were  taken  against  physicians  in  1996 
for  medical  practice  act  violations,  including 
sexual  misconduct,  insurance  fraud,  incompe- 
tence, and  alcohol/substance  abuse.  Also,  state 
medical  boards  were  responsible  for  611  non- 
prejudicial actions  involving  533  physicians 
for  items  such  as  reinstatement  or  replace- 
ment of  licenses.  To  access  this  information, 
go  to  http://www.fsmb.org. 


Bookmarks 

www.health.org 

The  National  Clearinghouse  for  Alcohol 
and  Drug  Information 
offers  the  media  source 
for  substance  abuse 
information  including 
public  service  messages 
in  print,  audio,  and 
video  formats. 


www.rxlist.com 

This  site  allows  visitors  to  scan  the  direc- 
tory of  more  than  4,000  prescription  and 
over-the-counter  medications.  The  site  also 
features  the  top  200  frequendy  used  drugs. 

www.mdconsult.com 

MD  Consult  offers  a physicians-only 
clinical  library  with  renowned  reference 
books  and  top  medical  journals.  Also  avail- 
able are  clinical  practice  guidelines  and  a 
drug  information  database. 

www.learn2.com 

If  you  didn’t  learn  everything  you 
should  have  in  kindergarten,  this  site  offers 
95  tutorial  sessions,  including  how  to  carve 
a turkey,  how  to  choose  a wine,  and  how  to 
change  your  car’s  oil.  It  is  definitely  worth 
a look. 
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You  are  the  sunshine 
of  my  life 


By  the  time  you  read  this  editorial,  many 
already  will  have  worshipped  the  sun  at  its 
noon  time  throne  and  traded  temporal  beauty 
for  premature  skin  morbidity.  After  a hiatus  of 
several  years,  it  seems  appropriate  for  me  to 
describe  once  again  the  Jekyll  and  Hyde 
effects  of  the  sun. 


forms  on  earth.  Although  the 
amount  of  light  going  from  the 
sun  to  the  earth  represents  only 
one  part  in  two  billion  of  the  total 
energy  of  the  sun,  it  supplies  us 
with  almost  five  million  horse- 
power per  square  mile. 


Howard  D.  Slobodien,  MD 


EDITOR’S 


Depending  on  the  source,  it  is  estimated 
I that  there  will  be  between 
300,000  and  one  million  new 
I cases  of  skin  malignancies  in 
1 the  United  States,  with 
1 melanomas  representing  about 
I 3 percent.  Although  the  use  of 
| sunscreens  has  increased  by  19 
percent  in  the  last  ten  years, 

| the  incidence  of  sunburn  has 
i||  risen  almost  10  percent  during 
that  same  period.  Does  that 
i represent  poorer  use  of  sun- 
i screens,  more  leisure  time,  or 
i i longer  hours  in  the  sun? 

Whatever  the  reason,  the 
. American  people  are  aging 
Hi  their  skins  in  accelerating 
i numbers. 

“Then  God  said,  ‘Let  there  be  light,’  and 
there  was  light.  And  God  saw  the  light,  and 
I that  was  good;  and  God  divided  the  light  from 
j the  darkness.  God  called  the  light  Day,  and  the 
darkness  He  called  Night.”  Our  light,  the  sun, 
i is  the  celestial  force  that  maintains  all  the  life 


The  solar  spectrum  ranges  from  gamma 
rays  to  radio  ones,  but  99.5  per- 
cent are  in  the  ultraviolet  (UV), 
visible,  and  infrared  wave- 
lengths, which  show  minimal 
variability  over  the  solar  cycles. 
The  rays  take  eight  minutes  to 
reach  the  earth,  whose  atmos- 
phere partially  reflects  the  sun- 
light and  produces  heat.  Heat 
and  sunlight  vaporize  water  to 
return  as  rain  and  snow,  store 
energy  in  wood,  coal,  oil,  and 
other  sources,  create  the  winds, 
grow  the  plants,  warm  the  body 
and  soul,  and  are  responsible 
for  life  as  we  know  it.  Without 
the  sun  there  would  be  no 
grass,  no  trees,  no  plants,  and 
no  us. 

As  E.G.  White  said,  “Life  in  the  open  air  is 
good  for  the  body  and  the  mind.  It  is  God’s 
medicine  for  the  restoration  of  health.  Pure  air, 
good  water,  sunshine,  the  beautiful  surround- 
ings of  nature — these  are  His  means  for  restor- 


Let  there  he 
light,  and  there 
was  light.  But 
overexposure 
to  the  sun, 
instead  of 
producing  a 
healthful 
appearance 
and  a state 
of  well  being, 
induces  aging. 


L... 


i 
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DESK 


The  day  of  the  sun  is  like  the  day  of  a king.  It  is  a promenade  in  the  morning,  a sit- 
ting on  the  throne  at  noon,  a pageant  in  the  evening. 

Wallace  Stevens,  Souvenirs  and  Prophecies,  1920 

Most  men  spend  the  first  half  of  their  lives  making  the  second  half  miserable. 

La  Bruyere,  Characters,  1688 


ing  the  sick  to  health  in  natural  ways.  To  the 
sick  it  is  worth  more  than  silver  or  gold  to  lie 
in  the  sunshine  or  in  the  shade  of  the  trees.” 
Sunlight,  together  with  other  modalities,  is 
helpful  for  diaper  rash,  psoriasis,  bedsores, 
athlete’s  foot,  and  impetigo.  It  aids  the  treat- 
ment of  neonatal  jaundice.  When  utilized 
judiciously  it  toughens  the  skin,  helping  to 
prevent  infection  and  injury. 

Cholesterol  in  the  skin  is  converted  into 
vitamin  D by  UV  rays,  helping  to  prevent  rick- 
ets and  osteomalacia,  and  possibly  decreasing 
cholesterol  levels.  Sunlight  is  helpful  in  regu- 
lating many  bodily  activities,  including  blood 
pressure,  thyroid  function,  blood  sugar  levels, 
and  heart  rate.  It  increases  our  sense  of  well- 
being and  helps  us  sleep;  its  value  in  seasonal 
affective  disorder  syndrome  (SADS)  is  well 
documented. 

But  the  other  side  of  the  UV  coin  is  not  so 
rosy.  Overheating  can  produce  heat  exhaus- 
tion or  sunstroke.  Many  of  us  recall  with  hor- 
ror the  1995  heat  wave  in  Chicago  that  killed 
more  than  500  people,  over  160  in  one  day. 
Even  ‘safe’  dry  heat  can  kill;  the  Sahara  is  no 
place  to  take  a sunbathing  vacation.  Over- 
exposure to  the  sun,  instead  of  producing  a 
healthful  appearance  and  a state  of  well  being, 
induces  aging.  Normally  the  skin  does  not 
begin  to  deteriorate  until  about  age  50,  but 
skin  capillaries  are  extremely  thin  and  sun- 
burn will  damage  them  permanently. 
Overexposure  creates  dryness,  redness,  thick- 
ening, wrinkling,  and  roughness,  the  type  of 
skin  one  hates  to  touch. 


Although  many  skin  cancers  appear  in 
older  age  groups,  damage  due  to  the  sun 
occurs  many  years  before.  The  cellular 
changes  produced  by  sunlight  are  under 
intense  scrutiny.  We  know  that  mutations  of 
the  p53  tumor  suppressor  gene  are  involved. 
We  know  that  ‘hot  spots’  in  this  gene  are  relat- 
ed to  an  inability  of  affected  cells  to  repair 
damaged  areas.  We  know  that  apoptosis,  pro- 
grammed cell  death,  and  the  relationship  of 
p53  to  this  process,  are  probably  responsible 
for  the  carcinogenesis  of  cells  radiated  by 
ultraviolet  light.  We  do  not  know  what  other 
genes  are  involved,  nor  do  we  know  the  full 
effects  of  sunlight.  We  have  learned  a great 
deal,  but  full  understanding  and  true  protec- 
tion are  in  the  future. 

We  seem  to  live  in  an  age  of  excesses.  In 
1871,  Charles  Dudley  Warner,  in  his  My 
Summer  in  a Garden,  said,  “Goodness  comes 
out  of  people  who  bask  in  the  sun,  as  it  does 
out  of  a sweet  apple  roasted  before  the  fire.” 
But  when  the  goodness  comes  out,  we  are  left 
with  a leathery,  tough,  shriveled  abomination. 
Like  the  plum  turning  into  a prune,  the  once- 
attractive  sun  worshiper  turns  into  an  aged, 
cancerous  relic.  Henry  Miller  expressed  it  well 
in  A Devil  in  Paradise  (1956):  “Our  own  phys- 
ical body  possesses  a wisdom  which  we  who 
inhabit  the  body  lack.  We  give  it  orders  which 
make  no  sense.” 

T hese  words  probably  will  be  of  little  help. 
As  they  are  being  written,  shopkeepers,  hotel 
keepers,  and  other  businesspeople  at  the  New 
Jersey  shore  are  planning  for  a boom  «■■■■■ 
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Introducing 

theHMO 

that  protects  your 

freedom. 

American  Preferred  is  a managed  care  company  created  to 
offer  both  Physicians  and  Members  more  of  what  they  want... freedom! 


Freedom  for  doctors  At  American 

Preferred,  our  doctors  are  free  to  prescribe  treatments 
without  undue  policy  restrictions  or  untimely  delays. 
Our  Open  Recruitment  Policy  protects  your  natural 
referral  relationships  by  giving  you  the  freedom  to 
nominate  your  colleagues  to  our  network.  Our 
fee-for-service  reimbursement  philosophy 
offers  further  freedom  to  practice  medicine. 

Freedom  for  members 

Continuity  of  care  is  important  to 
us,  so  we  encourage  Members  to 


bring  their  family  physicians  into  the  network.  This 
freedom  also  protects  the  physician-patient  relationship. 

Freedom  for  employers  our  hmo 

and  POS  products  offer  simple  claims  processing  with 
virtually  no  paperwork.  This  allows  employers  to  offer 
their  employees  a low-maintenance  plan  with  a 
high  degree  of  acceptance.  And  a toll-free  help 
line  further  frees-up  employers'  administrative  time. 

Discover  the  results  of 

freedom  for  yourself.  Simply  call 
the  toll-free  number  below. 


American  Preferred 

Provider  Plan,  Inc. 


Call  1-800-616-1170 for  information  or  a free  brochure 
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^ Shop  by  phone. 


Delivery  to  your  home 
or  office  - call  for  info. 
Trade-ins  bought  by  phone. 


I-8OO-TOYOTA-6 
1-800- HUMMER- 8 


/ 

Lowest  Premiums  for  Quality 
Malpractice  Insurance 

The  Joseph  A.  Britton  Agency  can  help  make  it  happen.  If  you  are  a preferred  risk1,  you  can  qualify 
for  preferred  rates2.  Compare  these  annual  premiums  at  occurrence  limits  of  $l,000,000/$3,000,000: 

• anesthesiologists  $ 9,524  • occupational  medicine  $ 2,771 

• general  surgeons  $18,453  • plastic  surgeons  $18,453 

• internists  $ 5,331  • psychiatrists  w/ect  $ 2,937 

• ob-gyns  $34,068  • urologists  $11,993 

With  over  25  years  of  experience,  the  Britton  Agency  has  proven  exceptional  in  packaging  malpractice 
insurance.  Our  professional  staff  and  size  assure  you  the  benefits  of  specialized,  personal  service  while 
offering  you  insurance  at  the  lowest  cost. 

Call  today  for  a free  consultation.  Start  saving  tomorrow. 

(25 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

^ Underwriting  approval  required.  2May  need  groups  of  3 or  more  depending  on  specialty. 
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IN  THE 

SPOTLIGHT 


Interview  with 
Bonnie  Kelly 


As  New  Jerse/s 
ombudsman  for  the 
institutionalized  elderly, 
Bonnie  Kelly  works  to 
ensure  high-quality  care 
and  a good  quality  of  life 
for  more  than  48,000 
senior  citizens  in  nursing 
homes  and  other 
residential  facilities 
throughout  the  state.  Ms. 
Kelly  has  a master's 
degree  in  social  work 
and  is  pursuing  a 
certificate  in  biomedical 
ethics.  She  has  been 
working  on  behalf  of 
senior  citizens  since  1 988 
and  was  appointed  to 
her  current  position  in 
1994. 

Last  year,  Ms.  Kell/s 
office  received  more  than 
6,100  hotline  calls,  which 
generated  2,445  field 
investigations  of  alleged 
physical,  sexual,  or 
verbal  abuse;  neglect; 
financial  exploitation; 
accidents;  and 
inadequate  care  of 
people  age  60  and  older. 


Q.  With  only  nine  field 
investigators,  how  is  your 
office  able  to  handle  the 
thousands  of  hotline 
complaints  you  receive 
annually? 

A.  We  have  a Volunteer 
Advocate  Program  that  sends 
trained,  certified  volunteers 
into  long-term  care  facilities  to 
help  residents  resolve  minor 
quality-of-life  and  quality-of- 
care  issues  at  the  bedside  as 
early  as  possible.  This  way, 
the  cold-food  complaint 
doesn't  have  to  snowball  into, 
"My  mother  was  roughly 
handled,"  or  "Somebody's  not 
nice  to  her."  We  have  gone 
from  40  to  1 02  volunteers 
over  the  last  two  years,  and 
we're  always  recruiting  and 
training.  They  are  agents  of 
the  ombudsman,  so  they  are 
neutral,  objective  third  parties 


working  hands-on  with 
residents  to  get  their  problems 
resolved  so  a state  agency 
doesn't  have  to  come  storming 
in  there,  flashing  badges. 

Q.  What  percentage  of 
reported  abuse  cases  are 
verified  by  your  investigators? 

A.  About  50  percent  of 
cases  are  verified  by 
investigators.  The  majority  of 
these  reports  come  from 
nursing  staff  and  facility  social 
workers.  Emergency  room  staff 
also  call  us. 

Q.  Do  you  believe  that 
abuse  and  neglect  in  long-term 
care  facilities  is  under- 
reported? 

A.  There  is  a mandatory 
reporting  requirement  in  New 
Jersey  for  abuse  of  the  elderly 
in  institutions.  I think  the  law 
does  protect  the  vulnerable 
elders  to  a point.  Our  larger 
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mission  is  to  educate  not  only 
the  professionals  about  the 
mandatory  reporting  law,  but 
also  to  educate  family 
members  and  visitors  to  long- 
term care  facilities.  If  they 
witness  or  have  knowledge  or 
suspicion  of  abuse, 
they,  too,  have  a 
responsibility  under  the 
law  to  report  it  to  the 
office  of  the 
ombudsman. 

Q.  In  general,  do 
New  Jersey  physicians 
do  a good  job  talking 
to  elderly  patients  and 
their  families  about 
advance  directives? 

A.  I don't  think  the 
responsibility  is  solely 
the  physicians' 
responsibility.  It's  a 
shared  responsibility  between 
individual  members  of  society 
and  health  care  professionals. 
An  advance  directive  is  a 
communications  tool,  a means 
to  an  end.  It  kicks  in  when  the 
person  has  lost  the  capacity  to 
make  decisions,  when  they're 
persistently  vegetative  or 


terminally  ill,  or  when  the 
burden  of  treatment  outweighs 
the  benefit. 

Q.  Physicians  have  come 
under  fire  for  failing  to 
prescribe  adequate  pain 


medication  to  terminally  ill 
patients.  Is  the  ombudsman's 
office  doing  anything  to 
educate  physicians  about 
palliative  care? 

A.  We  have  not  received 
any  specific  complaints  about 
nursing  home  residents  not 
being  adequately  treated  for 


pain.  However,  there  was  a 
$28  million  study  funded  by 
The  Robert  Wood  Johnson 
Foundation,  which  found, 
among  other  things,  that  one- 
half  of  all  conscious  patients 
who  died  in  the  hospital 
suffered  moderate  to 
severe  pain  at  least  one- 
half  the  time.  That  study 
raised  a lot  of  eyebrows 
in  acute  care  as  well  as 
long-term  care  settings. 
We  have  been 
aggressively  educating 
not  only  physicians,  but 
also  nurses  and  nurses' 
aides,  about  end-of-life 
care,  routine  pain 
management,  aggressive 
comfort  therapy,  and  the 
role  of  hospice  in  long- 
term care.  It's  not  just  the 
physician's  responsibility  but 
also  the  responsibility  of  the 
nursing  staff  and  certified 
nurses'  aides.  When  they  see 
someone  in  pain  or  see 
someone  experiencing  a lot  of 
discomfort,  they  have  to  step 
up  to  the  plate  and  advocate 
on  behalf  of  that  individual. 


Bonnie  Kelly 


J 
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One  of  my  challenges  is  to  get  people  to  talk  about  advance 
directives  and  what  constitutes  good  pain  management  for 
all  patients. 


Q.  What  about  physician- 
assisted  suicide? 

A.  As  the  ombudsman, 
physician-assisted  suicide  or 
any  end-of-life  care  issue  leads 
me  to  ask  the  larger  question: 
What  are  we  doing  wrong 
that  makes  a person  want  to 
consider  taking  his  or  her  own 
life?  I think  if  we  were  doing  a 
better  job  at  the  front  end  of 
the  disease  process — good 
pain  management,  good 
palliative  care,  discussions 
about  advance  directives — 
physician-assisted  suicide 
wouldn't  be  an  issue  for  many 
people.  My  larger  challenge, 
therefore,  is  to  get  people  to 
talk  about  advance  directives 
and  what  constitutes  good 
pain  management,  and  also  to 
advocate  regulatory  change 
so  that  physicians  aren't  as 
hesitant  or  frightened  about 
prescribing  narcotic 
medication  to  manage  pain. 
People  have  a right  to 
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demand  good  pain 
management  at  the  end  of  life, 
and  they  have  a right  to 
expect  that  those  requests  will 
be  honored. 

Q.  Who's  opinion  carries 
more  weight:  the  physician's 
or  the  family  member's  when 
they  disagree  on  withdrawing 
treatment  from  an  unconscious 
patient  and  there  is  no 
advance  directive? 

A.  Both  opinions  are 
equally  important  to  us  in 
formulating  our  recommend- 
ation. The  onus  is  on  the 
physician  to  document  the 
patient's  condition  and 
prognosis.  But  family  members 
can  recount  discussions,  family 
history,  stories,  and  values,  all 
of  which  are  important  pieces 
of  information  in  weighing 
what  this  person  would  want. 

Q.  What  is  the  status  of 
your  efforts  to  replicate  the 
acute  care  ethics  committee 
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concept  within  the  long-term 
care  system? 

A.  We  now  have  seven 
regional  long-term  care  ethics 
committees  in  New  Jersey,  up 
from  four  ethics  committees 
two  years  ago.  Through  these 
committees  we  reach  out  to 
long-term  care  facilities  and 
invite  them  to  the  table  to  talk 
about  ethical  issues.  The  end- 
of-life  issues  we  face  are  just 
the  tip  of  the  iceberg.  Nursing 
homes  have  to  deal  with  rights 
to  privacy,  sexual  contact 
between  residents,  do-not- 
resuscitate  orders,  and 
residents'  ability  to  consent  to 
the  most  minor  treatment  and 
to  the  most  major  treatment.  In 
fact,  the  life-or-death  questions 
are  sometimes  easier  than 
trying  to  tease  through  a 
dilemma  such  as  whether  a 
female  resident  has  the 
capacity  to  consent  to  sexual 
contact  with  a male  resident 
who  lives  down  the  hall. 


Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 

• Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


Switching  Jobs  Can  Have  An 
Unfortunate  Effect  On 
Your  Retirement  Savings. 


Don't  Lose  40%  Or  More  Of  Your  Retirement  Plan  To  Taxe 
And  Penalties.  Call  For  Your  Free  Information  Kit  Today 


T.  Rowe  Price  can  help. 

Call  for  our  free  kit  on 
managing  the  payout  from 
your  former  employer’s 
retirement  plan.  The 
kit  clearly  explains  the 
pros  and  cons  of  each 


distribution  option,  so  you 
can  decide  what’s  best  for 
you.  Because  we’d  hate 
to  see  your  retirement 
plan  go  all  to  pieces. 

1-800-541-5142 


Invest  With  Confidence  CjKv 

T.RoweFHce  Bk 

Request  a prospectus  with  more  complete  information,  including  management 
fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  1RAR037002 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1 .  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 


These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


For  quotations  or  more  information, 
please  call  us  today. 

MATHER  & CO. 
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Hope  on  the  horizon  Bi" Berlin’ phD 

for  Alzheimer’s  patients 


Dr.  John  Winslow  has 
seen  at  least  30  patients 
with  Alzheimer’s  disease 
at  his  internal  medicine 
practice  in  South  Orange. 
The  cases  have  run  the 
gamut  from  geriatric 
patients  in  their  80s  to  a 
high  school  teacher  in  her 
50s  who  suffered  memory 
loss  and  confusion  in  the 
midst  of  teaching  a class. 
Within  six  months  she 
was  diagnosed  with  rapid- 
onset  Alzheimer’s  disease. 

“It’s  a very  discouraging  dis- 
ease that’s  frustrating  for  both 
physicians  and  caretakers,”  says 
Winslow.  Indeed,  Alzheimer’s 
has  been  called  “a  disease  with 
two  victims,”  an  illness  that 
drains  caretakers  emotionally 
and  financially. 

Alzheimer’s  disease  currently 
affects  more  than  4 million 
Americans,  although  some 
experts  believe  that  as  many  as 
1.8  million  additional  cases  go 
undiagnosed.  The  disease  is 
characterized  by  a progressive 
degeneration  that  leads  to  mem- 
ory loss,  disorientation,  language 
| problems,  difficulty  with  ordi- 
nary tasks,  behavior  problems, 
mood  shifts,  and  other  prob- 
1 lems. 


The  economic  and  social  costs 
can  be  staggering.  When  an 
Alzheimer  sufferer  is  tended  to  at 
home,  the  average  cost  to  family 
caregivers  is  $12,500  per  year, 
excluding  lost  wages.  According 
to  the  Alzheimer’s  Association, 
the  average  cost  of  care  for  an 
Alzheimer’s  patient  from  diagno- 
sis to  death  is  $174,000,  making 
it  this  nation’s  third  most  costly 
illness,  following  heart  disease 
and  cancer. 

And  with  an  aging  national 
population,  the  toll  is  likely  to 
rise  in  the  future.  Recent  projec- 
tions suggest  that  the  segment  of 
the  elderly  population  most  sus- 
ceptible to  Alzheimer’s — those 
between  80  and  85  years  of 
age — will  increase  faster  than 
earlier  estimates.  Demographic 
projections  of  the  number  of 
Americans  in  2050  who  will  be 
beyond  the  age  of  85  years  vary 
widely,  from  9.6  to  45.7  million. 
National  Institutes  of  Health 
demographer  Richard  Suzman 
believes  that  31.3  million  is  a 
reasonable  figure,  and  that  up  to 
50  percent  of  this  cohort  is  like- 
ly to  get  Alzheimer’s. 

“We  could  be  faced  with 
increasingly  crushing  costs,  in 
economics,  in  social  costs,  and 
in  human  suffering,”  says 


Suzman.  The  downsizing  and 
decline  of  the  traditional  family 
and  the  likelihood  of  fewer  bio- 
logical children  being  available 
to  take  care  of  aging  parents 
compound  the  potential  prob- 
lem. 

Alzheimer’s  disease  first  was 
discovered  in  1906  by  a German 
neurologist,  Alois  Alzheimer. 
During  an  autopsy  on  the  brain 
of  a 56-year-old  woman  who  had 
suffered  progressive  mental 
degeneration,  Alzheimer  ob- 
served a knotting  of  nerve  cells 
in  the  area  of  the  brain  that  con- 
trols reasoning  and  memory. 
Subsequent  autopsies  associated 
these  ‘neurofibrillary  tangles,’  as 
he  called  them,  with  severe 
dementia. 

Although  much  still  is  not 
known  about  Alzheimer’s  dis- 
ease, researchers  now  believe 
that  it  is  associated  with  a 
decline  in  acetylcholine,  a chem- 
ical that  facilitates  the  transmis- 
sion of  nerve  impulses  from  cell 
to  cell.  Alzheimer’s  disease  might 
inhibit  the  production  of  acetyl- 
choline, or  it  may  induce  the 
overproduction  of  acetylcho- 
linesterase (cholinesterase) , an 
enzyme  that  eliminates  acety- 
choline.  Accordingly,  pharma- 
ceutical research  generally  has 
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focused  on  drugs  that  either  increase  acetylcholine 
or  reduce  cholinesterase. 

The  two  drugs  currently  approved  to  treat 
Alzheimer’s — tacrine  (Cognex®)  and  donepezil 
(Aricept®) — are  cholinesterase  inhibitors,  but  nei- 
ther appears  to  have  a powerful  effect  on  the  course 
of  the  illness.  Tacrine  has  been  shown  to  slow  pro- 
gression in  perhaps  20  to  40  percent  of  patients,  but 
the  drug  can  have  significant  side  effects,  including 
nausea,  vomiting,  and  possible  liver  damage. 
Patients  on  tacrine  must  take  blood  tests  frequently 
to  monitor  liver  enzymes. 

Donepezil,  introduced  in  1996,  has  fewer  side 
effects  than  tacrine  and  poses  no  risk  to  the  liver. 
However,  like  tacrine,  donepezil  does 
not  help  everyone,  and  its  length  of 
efficacy  can  be  as  brief  as  six  months. 

“Families  need  to  know  that  patients 
may  respond  to  these  drugs  with  six 
months  of  avoiding  nursing  home  or 
behavioral  stability,”  says  Joel  Gross, 

MD,  associate  clinical  professor  of 
geriatric  medicine,  UMDNJ-School  of 
Medicine  in  Stratford.  “But  the  disease 
will  continue  relendessly  after  that 
period.” 

Gross  worries  that  in  the  current 
health  care  climate  physicians  might  be  less  sensitive 
to  early  diagnosis  of  Alzheimer’s,  a key  to  better  treat- 
ment of  the  disease.  HMO  physicians,  he  believes, 
might  be  so  consumed  with  treating  volumes  of 
patients  that  they  overlook  the  subtleties  of  early 
Alzheimer’s. 

“The  most  important  thing  is  to  take  the  com- 
plaints seriously,  whether  they  come  from  an  elderly 
person,  a family  member,  or  a caregiver,”  Gross 
warns.  “If  a spouse  says  that  her  husband  is  very  for- 
getful, a careful  examination  is  required.”  Gross’s 
advice  is  supported  by  recent  studies  that  point  to 
severe  memory  loss  as  a reliable  indicator  of  later 
Alzheimer’s  disease.  In  fact,  in  a recent  issue  of 
JAMA,  a research  team  led  by  G.  Webster  Ross,  MD, 
a University  of  Hawaii  neurologist,  urged  that  physi- 
cians regularly  test  all  patients  over  the  age  of  65 
years  for  early  signs  of  Alzheimer’s. 


While  the  prospects  for  those  on  the  front  lines  of 
the  disease  remain  dismal,  researchers  have  been 
energized  by  a number  of  new  developments: 

• Recent  studies  suggest  that  the  over-production 
and  accumulation  of  amyloid-beta  protein  in  the 
brain  may  be  an  early  precursor  in  the  development 
of  familial  Alzheimer’s  disease,  an  inheritable  form 
that  accounts  for  5 percent  of  all  cases. 

• Research  reported  in  The  Proceedings  of  the 
National  Academy  of  Sciences  points  to  a genetic  link 
in  ‘sporadic’  Alzheimer’s,  the  most  common  form  of 
the  disease,  occurring  in  60  to  70  percent  of  all  cases. 
While  it  is  not  clear  whether  genetic  defects  are  a 
cause  or  effect  of  the  disease,  the  research  could  help 

in  the  development  of  a diagnostic 
test,  treatments,  or  preventive  mea- 
sures. 

• Scientists  at  the  University  of 
Minnesota  and  McGill  University  in 
Montreal  have  developed  separate 
mouse  models  for  Alzheimer’s  dis- 
ease. Previously,  the  lack  of  an  animal 
model  of  the  disease  has  meant  that 
studies  of  potential  drugs  could  only 
use  people  as  subjects. 

• Yaakov  Stem,  MD,  a Columbia 
University  neurologist,  and  a team  of 

researchers  have  developed  the  first  prognostic  for- 
mula for  predicting  outcomes  for  Alzheimer’s 
patients.  Using  information  normally  garnered  dur- 
ing a patient  visit,  such  as  cognitive  test  scores  or 
symptoms  of  motor  skill  dysfunction,  physicians  can 
employ  a statistical  formula  to  project  the  likely 
course  of  the  disease. 

• Currendy,  more  than  60  drugs  are  being  tested 
in  trials  for  treatment  of  the  disease,  including  a 
number  of  new  acetylcholine  boosters  and 
cholinesterase  inhibitors.  Ampakines,  another  new 
group  of  drugs,  has  been  shown  to  improve  short- 
term memory  in  early  tests  of  animals  and  humans. 
In  February  1997,  the  National  Institutes  of  Health 
announced  the  pending  initiation  of  a clinical  trial  of 
CX-516,  an  ampakine  compound  designed  to  miti- 
gate Alzheimer  symptoms.  Other  substances  being 
looked  at  include  metabolic  enhancers  and  neu- 
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Alzheimer’s  online 

The  Alzheimer’s  Association  is  the  oldest 
and  largest  national  health  organization  ded- 
icated to  research  for  the  causes,  cures,  and 
prevention  of  the  disease,  in  addition  to  pro- 
viding educational  and  support  services. 
Access  their  web  site  at  http :/Avww. alz.org. 

The  Alzheimer’s  Disease  Education  and 
Referral  Center  (ADEAR)  provides  publica- 
tions and  research  news  at  http:// 
www.alzheimers.org/adear.  ADEAR  is  a ser- 
vice of  the  National  Institute  on  Aging. 

Elder  Books,  dedicated  to  publishing  prac- 
tical, hands-on  guidebooks  for  family  and 
professional  caregivers  of  persons  with  Alz- 
heimer’s, offers  a variety  of  books  on  the  web 
site,  The  Alzheimer’s  Bookshelf  (http://www. 

!nvn.com/people/elder/alzheimer.html). 
Titles  include  Failure-Free  Activities  for  the 
Alzheimer’s  Patient  and  Surviving  Alzheimer’s: 
A Guide  for  Families. 

Physicians  will  want  to  check  out  Web- 
Doctor — providing  comprehensive,  peer- 
reviewed  medical  resources  for  physicians — 
at  http://www.gretmar.com/Webdoctor/ 
home.html.  The  site  has  information  on  a 
variety  of  diseases  and  health  conditions, 
including  Alzheimer’s  disease. 

— Nancy  Propsner 


rotrophics,  two  types  of  drugs  that  may  stimulate 
i energy  utilization  in  cells,  and  nicotine,  which  ap- 
] pears  to  enhance  the  production  of  acetylcholine. 

Research  conducted  primarily  in  Europe  has  sug- 
| gested  that  two  ‘alternative’  treatments,  gingko  bilo- 
ba  extract  and  acetyl-L-camitine,  may  improve 
memory  and  slow  deterioration  in  Alzheimer 
1 patients.  Gingko  extract  is  popular  in  Europe,  where 
i it  often  is  prescribed  for  many  conditions  associated 
I with  aging.  Some  studies  indicate  that  acetyl-L-car- 

Initine,  an  amino  acid  nutrient,  may  stimulate  acetyl- 
choline production  and  improve  short-term  memory. 
Researchers  have  discovered  a number  of  intrigu- 
i ing  prospects  in  respect  to  Alzheimer’s  prevention. 


Probably  most  exciting  is  the  discovery  that  estrogen 
blocks  the  accumulation  of  amyloid-beta  protein  and 
increases  the  production  of  acetylcholine.  Several 
studies  have  confirmed  a significant  statistical  rela- 
tionship between  taking  estrogen  and  a reduced  risk 
of  Alzheimer’s.  In  evaluating  16  years  of  medical 
records  for  514  postmenopausal  women,  National 
Institute  of  Aging  researchers  found  that  women 
who  had  taken  estrogen  were  54  percent  less  likely  to 
develop  the  disease.  Other  studies  have  suggested 
that  estrogen  also  might  be  effective  in  treating 
Alzheimer’s  by  improving  cognition  and  slowing 
mental  deterioration. 

Another  promising  area  involves  the  use  of  non- 
steroidal anti-inflammatory  drugs  (NSAIDS),  such  as 
ibuprofen,  naproxen,  indomethacin,  and  meclofena- 
mate,  and  reduced  Alzheimer’s  risk.  One  study  of 
1,828  elderly  individuals  over  a 15-year  period 
found  that  those  who  took  NSAIDS  on  a fairly  regu- 
lar basis  were  30  to  60  percent  less  likely  to  develop 
Alzheimer’s  disease.  Likewise,  people  with  arthritis 
who  use  NSAIDS  appear  to  have  significantly  lower 
rates  of  Alzheimer’s.  Research  also  suggests  that 
NSAIDS  might  be  helpful  in  treating  the  illness. 

Vitamin  E and  other  antioxidants  also  may  con- 
tribute to  both  prevention  and  treatment  of  the  dis- 
ease. Potent  antioxidants  like  vitamin  E may  help 
protect  the  brain  against  the  ravages  of  free-radical 
oxidative  attacks  on  nerve  cells,  which  may  be  part 
of  the  genesis  of  Alzheimer’s.  Laboratory  tests  have 
shown  that  adding  vitamin  E to  a diet,  along  with 
extracts  of  antioxidant-rich  foods  such  as  spinach, 
strawberries,  and  blueberries,  will  protect  animals 
from  severe  memory  loss.  In  a report  released  in 
April,  researchers  with  the  Alzheimer’s  Disease 
Cooperative  Study  indicated  that  treatment  with  vit- 
amin E slowed  the  progression  of  Alzheimer’s  disease 
with  patients  who  had  moderate  impairment. 

The  burgeoning  excitement  over  Alzheimer’s 
research  may  seem  like  “too  little,  too  late”  for  vic- 
tims of  the  disease,  especially  the  families  and  care- 
takers of  patients.  However,  in  a race  against  the 
demographic  destiny  of  an  aging  population,  current 
research  may  help  lessen  the  personal,  eco-  ■■■■■■ 
nomic,  and  social  costs  of  future  generations. 
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Malpractice 
insurance 
policies  are 
strange  animals. 
Beware  of  the 
ones  with  tails. 

Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a tail 
— to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain  cov- 
erage with  us  until  retirement,  you’ll  never 
have  to  purchase  a tail,  and  you’ll  still  be 
protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We’d  like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  Managed  Care  Survival  Kit  for  Phydiciaru). 

To  receive  your  complimentary  copy  of  this 
useful  guide,  please  call  us  at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH,  PO  BOX  21  7 
ISELIN,  NJ  08830-0217 
800-684-0876  • 908-205-9800 
FAX:  908-205-9496 
E-MAIL:  bcszerlip@aol.com 

ProfejdionaL  Insurance  Serviced 
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Malaria:  Experience 

AT  TWO  HOSPITALS 


Dr.  Najam  Javeed  is 
chief  cardiology  fellow, 
Jersey  City  Medical 
Center,  Drs.  Hayath 
Javeed  and  Shahina 
Javeed  are  attending 
physicians,  Port  Richey 
Medical  Center,  Florida, 
and  Dr.  Greenberg  is 
director,  Department  of 
S Medicine  and  Department 
of  Infectious  Diseases, 
Jersey  City  Medical 
Center. 

More  than  300  million  cases 
of  malaria  occur  worldwide 
annually.'  In  the  United  States, 
malaria  is  acquired  primarily 
by  immigrants  and  travelers  to 
endemic  areas.  Malaria  ac- 
quired in  another  country  and 
diagnosed  in  the  United  States 
is  defined  as  imported  malar- 
ia.' More  than  seven  million 
, Americans  travel  to  endemic 
areas  and,  frequently,  prophy- 
laxis is  neglected.'  Imported 
malaria  is  an  increasing  health 
[ problem  in  the  United  States. 
Changing  epidemiology  and 
resistance  to  antimalarial  med- 
ications have  necessitated  mod- 
ifications in  the  prophylaxis 
and  treatment  of  malaria. 


Malaria  should  be  suspected  in 
any  patient  returning  from  an 
endemic  area,  even  when 
symptoms  are  not  typical.  We 
present  a review  of  3 1 cases  of 
diagnosed  malaria  at  two 
urban  centers  from  1990  to 
1 995,  with  emphasis  on  impor- 
tant aspects  of  medical  history, 
presenting  signs  and  symp- 
toms, laboratory  examination, 
and  treatment. 

Patients  and  methods. 
Retrospective  chart  analysis  of 
all  diagnosed  cases  of  malaria 
was  performed.  Cases  were 
identified  by  a computer  search 
of  the  diagnosis  at  discharge  at 
both  the  institutions.  A definitive 
diagnosis  of  malaria  was  made 
in  all  of  these  cases  by  demon- 
stration of  malarial  parasites  on 
peripheral  smears  stained  with 
Giemsa  or  Wright's  stain. 

Results.  Epidemiology. 
Thirty-one  cases  of  malaria 
were  diagnosed  at  Jersey  City 
Medical  Center  and  Newark 
Beth  Israel  Medical  Center 
between  1990  and  1995.  All 
patients,  except  for  1 , were 
born  outside  the  United  States 


Najam  Javeed,  MD 
Hayath  Javeed,  MD 
Shahina  Javeed,  MD 
Alan  Greenberg,  MD 

and  had  arrived  from,  or 
returned  from,  areas  endemic 
for  malaria  (Table  1).  Patient's 
ages  ranged  from  2 years  to 
81  years,  with  13  of  the 
patients  (42  percent)  1 8 years 
of  age  or  less.  About  two-thirds 
of  the  patients  were  male. 
Fourteen  patients  (45  percent) 
had  a prior  history  of  malaria. 
Most  patients  acquired  the 
infection  in  Africa  or  the  Indian 
subcontinent.  Antimalarial  che- 
moprophylaxis was  not  used 
by  any  of  these  patients. 

Symptoms  and  signs.  Most 
patients  sought  medical  atten- 
tion within  two  weeks  of  arriv- 
ing in,  or  returning  to,  the 
United  States.  The  common  pre- 
senting complaints  were  fever 
(>99° F)  in  28  patients  (90  per- 
cent) with  a mean  of  102.6°F, 
chills  in  21  patients  (68  per- 
cent), headache  in  1 1 patients 
(35  percent),  and  gastrointesti- 
nal complaints  in  17  patients 
(55  percent)  (Table  2).  Other 
complaints  included  abdominal 
pain,  anorexia,  weakness,  fa- 
tigue, diarrhea,  backache, 
chest  pain,  weakness,  and 
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Table  1. 

Malaria 

cases— epidemiology. 

Patient 

Country  of 

Country  of 

History  of  prior 

Plasmodium 

Age/Sex 

birth 

acquisition 

malaria 

species 

2/F 

India 

India 

P.  vivax 

37/M 

Sierra 

Sierra 

Yes 

Unidentified 

26/M 

India 

India 

Mixed 

58/F 

India 

India 

P.  vivax 

32/M 

India 

India 

Unidentified 

7/M 

Africa 

Africa 

Unidentified 

20/F 

India 

India 

Yes 

P.  vivax 

32/M 

Nicaragua 

Nicaragua 

Yes 

Unidentified 

73/M 

India 

India 

P.  vivax 

36/M 

Sudan 

Sudan 

Yes 

Unidentified 

9/M 

Ghana 

Ghana 

Unidentified 

54/M 

Pakistan 

Pakistan 

P.  vivax 

81/M 

USA 

Yes 

Unidentified 

7/F 

Nigeria 

Nigeria 

P.  falciparum 

18/F 

Honduras 

Honduras 

P vivax 

6/M 

India 

India 

P.  falciparum 

2/M 

Liberia 

Liberia 

P.  vivax 

11/F 

Honduras 

Honduras 

P vivax 

7/M 

India 

India 

P.  falciparum 

34/M 

Guinea 

Guinea 

Yes 

Unidentified 

24/M 

Honduras 

Honduras 

P vivax 

37/M 

Nigeria 

Nigeria 

Yes 

P.  falciparum 

49/F 

Kenya 

Kenya 

Yes 

P.  falciparum 

24/F 

Uganda 

Uganda 

Yes 

P.  falciparum 

14/M 

Ghana 

Ghana 

Unidentified 

38/F 

Nigeria 

Nigeria 

Yes 

P.  falciparum 

43/F 

Nigeria 

Nigeria 

Yes 

P.  falciparum 

7/F 

Nigeria 

Nigeria 

Yes 

P.  falciparum 

23/M 

Ghana 

Ghana 

Yes 

P.  falciparum 

10/M 

Ghana 

Ghana 

Yes 

P.  falciparum 

2/M 

Nigeria 

Nigeria 

P falciparum 

dizziness.  The  most  common 
signs  on  presentation  were  fev- 
er, tachycardia,  and  splen- 
omegaly (Table  3).  Abnormali- 
ties on  neurologic  examination 
were  not  reported.  Also  noted 
was  lymphadenopathy  in  two 
patients  ages  2 and  7 years 


and  herpes  labialis  in  a 14- 
year-old  patient. 

Laboratory  data.  Anemia 
and  thrombocytopenia  were 
common  (Table  4).  Liver  and 
renal  test  abnormalities  were 
infrequent  and  mild  when  pre- 
sent. Three  of  the  ten  patients 


tested  for  G6PD  were 
deficient. 

Diagnosis.  Malaria 
was  diagnosed 
promptly  in  3 patients 
(10  percent).  A differ- 
ential diagnosis  of 
malaria  was  included 
in  21  patients  (68 
percent)  on  presenta- 
tion, and  definitive 
diagnosis  was  made 
within  1 2 hours.  Two 
patients  were  diag- 
nosed as  pyelonephri- 
tis, 1 each  as  possible 
sepsis,  cholecystitis, 
gastrointestinal  malig- 
nancy, myocarditis, 
and  infectious  mono- 
nucleosis. Of  these  7 
patients  with  unsus- 
pected malaria,  4 
were  diagnosed  with 
malaria  within  the  first 
24  hours  and  the 
remaining  3 were 
diagnosed  within  48 
hours  of  admission. 
Four  of  these  7 
patients  received  non- 
antimalarial  antibiotics  on 
admission.  Plasmodium  species 
were  specifically  identified  in 
22  patients  (71  percent),  with 
1 0 patients  (32  percent)  having 
P.  v/Vax,  1 1 patients  (35  per- 
cent) having  P falciparum,  and 
1 patient  having  a mixed  infec- 
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Table  2.  Presenting  symptoms  of 
malaria. 

Number  of 

Symptom 

patients 

Percentage 

Fever 

28 

90 

Chills 

21 

68 

Headache 

11 

35 

<31* 

17 

55 

Fatigue/weakness 

7 

23 

Cough 

2 

6 

Back  pain 

1 

3 

Duration  of  Symptoms 

■ , <3  days 

7 

23 

i; 4-7  days 

13 

42 

8- 1 4 days 

6 

19 

>15  days 

4 

13 

* Abdominal  pain, 

nausea,  vomiting,  or 

diarrhea 

1 0 patients  with  P.  vivax  re- 
ceived primaquine  terminal 
therapy,  though  only  1 patient 
was  known  to  be  or  found  to 
be  G6PD  deficient.  All  cases 
were  successfully  treated,  with 
one  relapse  as  indicated 
above.  No  major  complica- 
tions or  fatalities  were  noted. 
Hospitalization  ranged  from  1 
to  1 2 days  with  a mean  of  4.4 
days. 

Discussion.  Because  of 
immigration  into  urban  cities  in 
the  United  States  and  increas- 
ing international  travel,  tropical 
diseases  such  as  malaria  no 
longer  are  uncommon.  The 
global  incidence  of  malaria 
has  risen  to  an  estimated  inci- 
dence of  more  than  300  million 


tion  (Table  5).  Species  identifi- 
: cation  was  not  recorded  in  9 
patients  (29  percent). 

Treatment.  Ten  of  the  1 1 
: patients  with  P.  falciparum 
i received  quinine-based  thera- 
py. Two  of  these  patients 
i received  quinine  alone,  and  1 
patient  relapsed  three  weeks 
later.  The  other  9 patients  were 
) given  a second  drug,  either 
i doxycycline,  clindamycin,  or 
i sulfadiazine  or  pyrimethamine. 
P.  vivax  infections  were  treated 
with  chloroquine-based  regi- 
mens except  for  2 patients  who 
received  quinine.  Four  of  the 


Table  3.  Signs  of  malaria  on 
presentation. 


Sign 

Number  of 
patients 

Percentage 

Temperature: 

<101°F 

6 

19 

101-103°F 

8 

26 

>103°F 

17 

55 

Tachycardia  (pulse  > 

100)  19 

61 

Hypotension  (systolic 

BPclOO)  3 

10 

Jaundice 

2 

6 

Splenomegaly 

6 

19 

Lymphadenopathy 

2 

6 

Herpes  labialis 

1 

3 
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cases  per  year  with  an  annual 
mortality  of  1 to  2 million.2  The 
increased  incidence  is  compli- 
cated by  increasing  chloro- 
quine  and  pyrimethamine/sul- 
fadiazine resistance  of  P.  falci- 
parum.'  Drug  resistance  was 
first  discovered  in  South 
America  and  appeared  in 
Africa  in  1978.'  P.  vivax  resis- 
tance to  chloroquine  has  been 
reported  in  Papua,  New 
Guinea  and  Indonesia.' 


In  our  series,  the  majority  of 
patients  were  from  India  and 
Nigeria,  followed  by  Ghana 
and  Honduras.  Studies  have 
shown  varying  incidence  of 
malaria  acquisition  from  differ- 
ent regions  of  the  world.'4 
These  variations  may  largely 
reflect  the  ethnic  groups  visiting 
their  countries  of  origin  and 
residing  in  the  vicinity  of  the 


Table  4.  Admission  laboratory  data. 

Number  of 

patients  Percentage 

Anemia  (<10  g/dL) 
Thrombocytopenia 

12 

39 

(< 150,000/mm3) 

19 

61 

Bilirubin  >2  mg/dL 

4 

13 

Creatinine  >1 .5  mg/dL 

WBC  Counts 

2 

6 

Leukopenia  (<4,000/mm3) 

4 

13 

Normal 

21 

68 

Leucocytosis  (>  1 0,000/ mm3)  6 

19 

reporting  hospitals.  Of  the  1 1 
P.  falciparum  cases,  6 were 
acquired  from  Nigeria,  2 were 
acquired  from  India,  and  1 
case  was  acquired  from  each 


Table  5. 


Plasmodium  species  among  patients 
with  malalaria. 


of  Ghana,  Uganda,  and 
Kenya.  The  incidence  of  P.  fal- 
ciparum infection  from  Africa 
was  9/1 1 cases  (82  percent). 
The  risk  of  acquiring  malarial 
infection  is  greater  in 
sub-Saharan  Africa 
where  P falciparum  is 
hyperendemic  and 
many  strains  are 


No.  of 

either  chloroquine  or 

Species 

patients 

Area  of  acquisition 

multi-drug  resistant.' 
Of  the  10  P.  vivax 

P falciparum 

11 

Nigeria — 6;  Kenya — 1 ; Uganda — 1 ; 
Ghana — 1 ; India — 2 

cases,  4 cases  (40. 
percent)  were  from 

P.  vivax 

10 

India — 4;  Pakistan — 1 ; Honduras — 3; 
Ghana — 1 ; Liberia — 1 

India,  3 cases  (30 
percent)  were  from 

Mixed 

1 

India 

Honduras,  and  1 

Unidentified 

9 

Africa — 6;  India — 2;  Central  America — 1 

case  was  from  each 
of  Pakistan,  Ghana, 

and  Nigeria. 
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Public  awareness  regarding  prophylaxis  would  help  reduce  the 
incidence  of  malarial  infection.  Physicians  should  be  aware  of 
all  prophylaxis  recommendations. 


Early  diagnosis  and  treat- 
ment reduces  the  mortality  and 
morbidity  due  to  malaria.  In 
endemic  areas,  malaria  is  a 
major  source  of  fever  and 
promptly  is  suspected.  In  the 
United  States,  however,  since 
the  disease  is  not  endemic,  the 
diagnosis  often  is  delayed  con- 
siderably. Also  the  typical 
symptoms  of  malaria — fever, 
chills,  and  other  constitutional 
symptoms — can  be  mistaken 
i easily  for  common  illnesses 
: such  as  viral  syndromes.3  In  our 
1 study,  three  patients  were  diag- 
i nosed  on  presentation,  the 
diagnosis  was  suspected  and 
demonstrated  in  21  patients 
within  12  hours,  in  4 patients 
within  the  first  24  hours,  and 
the  remaining  3 patients  were 
diagnosed  within  48  hours  of 
^ presentation.  Increased  fre- 
quency of  cases  due  to  a mix  of 
patients  with  various  ethnic 
backgrounds  and  the  previous 
experience  of  foreign  medical 
^ graduates  with  malaria  may 
have  been  important  factors  in 
^ the  relatively  early  diagnosis  of 
malaria  in  our  case  series.  No 
^ major  complication  or  mortality 
^ was  noted  in  our  study.  Earlier 
studies  have  reported  a mortal- 
3'  ! ity  of  1 percent  with  P.  falci- 


parum infections.1  Only  seven 
patients  (all  with  atypical  pre- 
sentation) were  misdiagnosed 
initially. 

None  of  the  patients  in  our 
series  had  received  chemopro- 
phylaxis for  malaria  prior  to 
travel  to  endemic  areas.  This 
reflects  the  fact  that  lack  of 
awareness  regarding  prophy- 
laxis was  a major  factor  in 
acquisition  of  malaria.  Public 
awareness  regarding  prophy- 
laxis would  help  reduce  the 
incidence  of  malarial  infec- 
tions. Physicians  also  should  be 
aware  of  the  periodic  updating 
of  the  recommendations  for 
prophylaxis  against  malaria. 
Avoidance  of  exposure  to  mos- 
quitoes and  the  use  of  insect 
repellants  also  should  be 
emphasized.  As  an  extension 
to  an  original  review,  a fol- 
lowup 1 5-year  experience 
study  at  a New  York  City  hos- 
pital revealed  no  improvement 
in  either  the  use  of  chemopro- 
phylaxis or  the  capacity  to 
properly  diagnose  malaria.4 

Because  of  the  varied  symp- 
toms of  malaria,  it  should  be 
suspected  in  patients  coming 
from  endemic  areas  presenting 
with  atypical  and  uncommon 


symptoms  of  malaria.  Rare 
cases  of  malaria  in  people 
without  a history  of  travel  to 
endemic  areas,  but  with  a his- 
tory of  employment  at  inter- 
national airports,  have  been 
reported.  Both  physicians  and 
travelers  have  a responsibility 
in  preventing  this  potentially 
lethal  imported  illness. 
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1997  (Person  of  the  year 

To  recognize  the  top  newsmaker 
in  the  state 


New  Jersey  MEDICINE  announces  competition 
for  the  1997  Person  of  the  Year.  This 
recognition  acknowledges  a prominent 
newsmaker  who  has  effected  change  in  the 
health  care  community  in  the  Garden  State. 


We  welcome  your  nomination. 

The  Person  of  the  Year  will  be  featured  in  the  cover  story  of 
the  December  issue  of  New  Jersey  MEDICINE. 


Please  complete  the  form  below  and  FAX  it  or  mail  it  along 
with  your  100-word  statement  explaining  why  this  person 
should  be  selected  to: 

New  Jersey  MEDICINE,  Two  Princess  Rd., 


Lawrenceville  NJ  08648,  FAX:  609/896-1368 

Nominations  must  be  received  on  or  before 
1 October  1.  1997. 

- 

A 

- 

□ 

tf^_ ... , 

■ ' T 

□ 

I hereby  nominate  the  following  individual  for  1997  Person  of  the  Year: 

Name  

Title/Position  

Company/Organization  

Address  

City  State Zip  

Telephone  FAX  

Nominator’s  signature  Nominator’s  name  (please  print) 

Telephone  and  FAX 

New  Jersey  Medicine  Two  Princess  Rd.,  Lawrenceville  NJ  08648  609/896-1766  (FAX)  609/896-1368 
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Rido  Cha,  MD 

Cardiac  paraganglioma  Kris  Rainear,  DO 

^Tril7  irncrT^  Elizabeth  Paczolt,  MD 

IN  JNEW  JERSEY  Darshana  Mahapatro,  MD 


The  authors  are 
affiliated  with  the 
Departments  of 
Cardiology  and 
Pathology,  Deborah 
Heart  and  Lung  Center, 
Browns  Mills. 

A 65-year-old  woman  with 
longstanding  hypertension 
required  hospitalization  in  a 
community  hospital  due  to  con- 
gestive heart  failure.  A two- 
dimensional  echocardiogram 
showed  mild  left  ventricular 
j dysfunction;  however,  a tumor 
was  noted  in  the  interatrial  sep- 
tum. Surgical  removal  of  the 
mass  was  recommended,  but 
the  patient  refused;  she  was 
treated  with  diuretics.  A few 
I months  later  she  was  sent  to 
I Deborah  Heart  and  Lung 
i Center  due  to  worsening  of 
' congestive  heart  failure. 

Her  medical  history  was 
l|i  unremarkable  except  for  hyper- 
tension, with  no  history  of  angi- 
na or  other  cardiac  symptoms. 
She  was  found  to  be  mildly 
short  of  breath,  with  a blood 
pressure  of  160/100  mmHg, 
pulse  of  1 10/min,  and  a respi- 
ration rate  of  22  breaths/min. 


No  cardiac  murmurs  were 
heard,  although  rales  were 
noted  within  both  lower  lung 
fields.  The  electrocardiogram 
revealed  sinus  tachycardia  with 
intraventricular  conduction  de- 
lay. The  chest  x-ray  demonstrat- 
ed mild  cardiomegaly  with  left 
ventricular  prominence  and 
noticeable  pulmonary  venous 
congestion.  Laboratory  tests 
were  unremarkable. 

Cardiac  catheterization  with 
coronary  angiography  dis- 
closed a mass  in  the  left  atrium 
with  rich  vascularization  from 
the  circumflex  artery  (Figure  1), 
mild  left  ventricular  systolic  dys- 
function with  left  ventricular 
end  diastolic  pres- 
sure of  20 
mmHg,  and  no 
significant  nar- 
rowing visualized 
in  the  coronary 
arteries.  Due  to 
the  intramural  ori- 
gin of  the  tumor 
located  in  the 
interatrial  septum, 
a primary  neo- 
plasm was  sus- 
pected. Left  atrial 
myxoma  and  met- 


astatic neoplasm,  which  usually 
is  manifested  intracavity,  also 
were  considered.  The  patient 
subsequently  underwent  open 
heart  surgery  for  resection  of 
the  tumor. 

Intraoperative  transesopha- 
geal echocardiography  showed 
a superiorly  located  interatrial 
septal  mass  compressing  the 
superior  vena  cava  (Figure  2). 
A median  sternotomy  was  per- 
formed under  cardiopulmonary 
bypass,  and  the  tumor  was 
completely  resected,  including 
a large  portion  of  the  interatrial 
septum  and  the  roof  of  the  left 
atrium.  This  was  re-established 
utilizing  bovine  pericardium. 


Figure  1 . Coronary  angiography  in  the  left 
anterior  oblique  projection,  showing  highly  vas- 
cular mass  seen  with  left  coronary  injection 
(delayed  image). 
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Figure  2.  Intraoperative  transesophageal  echocardiography  show- 
ing superiorly  located  interatrial  septal  mass  compressing  superior 
vena  cava. 


The  tumor  was  5 X 5 cm  in 
size  and  histologically  identi- 
fied as  a paraganglioma 
(Figure  3).  Laboratory  determi- 
nation of  urine  epinephrine, 
metanephrine,  and  VMA  were 
within  normal  limits. 

The  patient  underwent  indi- 
um-1 1 1 pentetreotide  whole 
body  scan  for  localization  of 
metastases,  which  demonstrat- 
ed intense  uptake  in  the  right 
side  of  the  neck  (Figure  4). 
Subsequent  exploration  and 
resection  of  this  mass  revealed 
it  to  be  a carotid  body  tumor, 
histologically  identical  to  the 
cardiac  paraganglioma. 

The  patient's  postoperative 
recovery  was  uneventful  and 
15  months  after  the  operation 
she  remained  asymptomatic 
with  small  doses  of  diuretics 
and  angiotensin  inhibitors. 


Comment.  The  paragan- 
glion  system  can  be  divided 
into  the  adrenal  paraganglion 
system  and  the  extra-adrenal 
paraganglion  system.  Tumors 
of  this  system  (paragangliomas) 
are  derived  from  chromaffin 
cells  of  the  neural  crest  and 
secrete  catecholamines,  primar- 


ily norepinephrine,  less  fre- 
quently epinephrine,  and  com- 
monly cause  hypertension.1 

Paragangliomas  have  been 
reported  in  all  age  groups  but  ’ 
are  more  common  in  older 
patients.  Familial  paragan- 
gliomas may  occur  as  a single 
disease  or  in  syndromes  such 
as  multiple  endocrine  neo- 
plasm, neurofibromatosis,  and  ; 
Von  Hippel-Landau  disease. | 
Ninety  percent  of  paragon-  j 
gliomas  arise  from  the  adrenal  1 
gland  (pheochromocytoma), 
and  10  percent  are  found  at 
extra-adrenal  sites.  Less  than  2 i 
percent  occur  in  the  chest  and  : 
they  are  extremely  rare  in  the 
heart.  These  tumors  are  gener- 
ally benign,  slow  growing,  and  j 
highly  vascular.  Significant 
local  invasion  and  the  presence  j 
of  chromaffin  tissue  in  sites 
where  it  usually  is  absent  are 


Figure  3.  Encapsulated  tumor,  microscopically  composed  of  cellular 
proliferation  in  a nest-like  characteristic  deposition,  separated  by  a 
vascular  stroma.  These  cells  show  a clear  eosinophilic  and  granular 
cytoplasm  (chief  cells). 
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Figure  4.  Gamma-camera  pictures  after  administration  of  indium- 
1 1 1 pentetreotide,  which  showed  uptake  in  the  right  side  of  neck. 


used  to  classify  paragan- 
gliomas as  malignant,  and 
using  these  criteria,  approxi- 
mately 1 0 percent  of  paragan- 
gliomas are  malignant.  Local 
recurrences  after  surgical  resec- 
j tion  have  been  reported,  sug- 

Igesting  the  need  for  careful  fol- 
lowup even  in  the  absence  of 
malignant  characteristics. 
Recent  advances  in  magnetic 
resonance  and  radiopharma- 
ji  ceutical  imaging  have  made 
I preoperative  localization  of 
j l paragangliomas  easier.  Metai- 
odobenzylguanidine  (l3'l  MIBG, 

1 '23l  MIBG)  is  a physiologic  ana- 
jl  log  of  norepinephrine  and 
t guanethidine  complex  with 
|i  radioactive  iodine  for  scinti- 
graphic imaging.  1231  tyr3- 

I octreotide  and  indium-1  1 1 pen- 
tetreotide, both  somatostatin 
analogs,  bind  to  somatostatin 
receptors  on  paragangliomas 
allowing  another  possible 
mechanism  for  scintigraphic 
imaging  of  these  tumors.  ,23l 


tyH-octreotide,  which  is  not  yet 
fully  approved  for  clinical  use, 
has  been  shown  to  identify 
tumors  as  small  as  1 mm  with 
high  sensitivity.6  It  is  uncertain 
and  still  being  researched  as  to 
whether  somatostatin  analog 
agents  or  ,3'l  MIBG  are  superi- 
or for  assessing  metastases  of 
paragangliomas. 

Summary.  Cardiac  para- 
gangliomas are  extremely  rare, 
especially  in  the  interatrial  sep- 
tum. The  treatment  of  choice  is 
surgical  removal  with  screening 
for  metastasis  by  either  131 1 
MIBG  or  by  a radio  labeled 
somatostatin  analog  such  as 
indium-1 1 1 pentetreotide.  Be- 
cause the  tumors  tend  to  recur, 
close  followup  is  warranted. 
There  is  no  current  consensus 
regarding  screening  for  recur- 
rence. In  the  case  of  cardiac 
neoplasms,  serial  echocardio- 
grams should  be  performed. 
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Kathleen  L.  Voldish 


Ms.  Voldish  is  director, 
Physician  Office 
Laboratory  Consultants, 
in  Haddonfield. 

A recent  survey  of  20  family 
practices  affiliated  with  a cen- 
tral New  Jersey  medical  center 
showed  that  2 offices  were 
inspected  by  the  Occupational 
Safety  and  Health  Administra- 
tion (OSHA)  because  of  an 
employee  complaint.  An  em- 
ployee complaint  is  the  number 
one  reason  why  a physician's 
office  will  be  inspected. 
Understanding  the  process  of 
how  complaints  are  filed,  how 
OSHA  responds  to  them,  and 
what  a physician's  office  must 
have  in  place  to  be  prepared 
will  help  ease  a potentially 
unpleasant  experience. 

The  most  common  com- 
plaints fielded  by  OSHA 
involve  failure  to  offer  hepatitis 
vaccines,  lack  of  educational 
information  for  safety  training, 
and  a failure  to  supply  person- 
al protective  equipment. 

During  fiscal  year  1 994, 
OSHA  received  approximately 
30,900  complaints  alleging 
safety  and  health  hazards  in 
the  workplace.  As  reported  in 


Safety  in  the  workplace: 
OSHA  INSPECTIONS 


Job  and  Safely  Quarterly,  these 
complaints  generated  23  per- 
cent of  all  OSHA  inspections. 
The  Occupational  Safety  and 
Health  Act  of  1970  (the  Act) 
gave  employees  the  right  to 
complain  about  workplace 
safety  and  health  issues,  and  it 
gave  OSHA  the  authorization 
to  conduct  workplace  inspec- 
tions to  determine  whether 
employers  are  complying  with 
the  standards  issued  by  the 
agency  for  safe  and  healthful 
workplaces.  Employees  are  not 
the  only  ones  who  can  file  a 
complaint.  Anyone  who  has 
sufficient  knowledge  of  work- 
place safety  or  of  a health  haz- 
ard can  make  a complaint.  A 
complaint  is  considered  a 
request  for  an  OSHA  inspec- 
tion, but  not  all  complaints 
result  in  inspections.  Some  are 
acknowledged  by  a letter  or 
telephone  call  and  can  be 
resolved  in  writing. 

Handling  complaints.  OSHA 
asks  employees  to  attempt  to 
resolve  safety  and  health  issues 
before  a complaint  is  filed  by 
reporting  the  problem(s)  to 
supervisors,  managers,  or  the 
safety  department.  If  the  prob- 
lem is  not  resolved,  the  employ- 


ee has  the  right  to  make  a com- 
plaint without  fear  of  discrimi- 
nation or  reprisal  by  the 
employer.  OSHA  classifies 
complaints  into  two  categories: 
formal  and  non-formal.  The  per- 
son making  the  complaint  must 
fill  out  an  OSHA-7  complaint 
form.  It  is  important  that  the 
problem  be  detailed  so  an  eval- 
uation can  be  performed  accu- 
rately. Only  signed  forms  can 
be  treated  as  formal  com- 
plaints. 

Minor  complaints  might  be 
responded  to  by  letter  from 
OSHA.  Formal  complaints  will 
be  responded  to  by  inspection. 
Serious  complaints  are  investi- 
gated within  24  hours.  OSHA 
will  give  a copy  of  the  OSHA-7 
form  to  the  employer;  however, 
the  form  that  the  employer 
receives  will  not  identify  the 
complainant.  If  OSHA  cannot 
find  reasonable  grounds  for 
believing  that  a hazard  exists, 
the  agency  must  report  this  in 
writing  to  the  complainant. 
Whether  OSHA  inspects  or 
only  contacts  the  employer  by 
letter,  the  latter  must  respond  to 
their  findings.  It  is  important  to 
correct  any  violations  as  quick- 
ly as  possible  and  write  a 
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Employers  must  keep  safety  policies  up  to  date,  implement 
policies,  maintain  accurate  records,  and  provide  safety 
training  for  employees. 


detailed  response  letter  as  soon 
as  possible. 

Inspection.  Inspections  are 
conducted  without  advance 
notice.  There  are,  however, 
special  circumstances  under 
which  OSHA  may  give 
advance  notice,  though  it  nor- 


mally will  be  less  than  24 
hours.  Special  circumstances 
include:  inspections  that  must 
take  place  after  regular  busi- 
ness hours  or  that  require  spe- 
cial preparation;  cases  where 
notice  is  required  to  assure  that 
the  employer  and  employee 
representative  or  other  neces- 
sary personnel  will  be  present; 
or  cases  where  an  inspection 


must  be  delayed  for  more  than 
five  working  days  when  there  is 
good  cause. 

Employers  who  receive 
advance  notice  of  an  inspec- 
tion must  inform  their  employee 
safety  officer  to  be  available. 
OSHA  may  not  conduct  war- 
rantless in- 
spections 
without  va- 
lid consent. 
The  agency 
does  have 
power  to 
acquire  a 
judicially 
authorized 
search  war- 
rant based 
upon  evi- 
dence of  a 
violation. 

Inspec- 
tion priori- 
ties. OSHA  cannot  inspect 
every  workplace.  Priority  is 
given  to  complaints  that  indi- 
cate the  possibility  of  imminent 
danger.  Formal  employee  com- 
plaints of  alleged  violation  of 
the  standards  or  of  unsafe  or 
unhealthy  working  conditions 
are  a secondary  priority.  The 
Act  gives  each  employee  the 
right  to  request  an  OSHA 


inspection  when  he  or  she 
believes  imminent  danger 
exists  from  a hazard  or  that 
there  is  a violation  of  an  OSHA 
standard  threatening  physical 
harm.  OSHA  maintains  confi- 
dentiality, if  requested.  Follow- 
up inspections  are  conducted 
after  an  initial  OSHA  inspec- 
tion to  verify  that  the  problems 
previously  cited  have  been  cor- 
rected. 

Inspector's  preparation.  Pri- 
or to  visiting  the  workplace,  the 
inspector  reviews  the  complaint 
and  becomes  familiar  with  as 
many  relevant  facts  as  possible 
about  the  workplace,  including 
the  inspection  history,  the 
nature  of  the  business,  and  the 
particular  laws  that  might 
apply. 

Office  inspection.  Upon  ar- 
rival, the  OSHA  inspector  will 
present  official  credentials  and 
ask  to  meet  the  employer  or 
safety  representative,  explain 
the  purpose  of  the  visit,  and 
review  the  scope  of  the  inspec- 
tion and  the  standards  that 
apply.  The  employer  will  be 
given  a copy  of  applicable 
safety  and  health  standards  as 
well  as  a copy  of  any  employ- 
ee complaint  involved.  The 
employer  or  the  safely  repre- 
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sentative  will  accompany  the 
OSHA  officer  during  the 
inspection.  The  route  and  dura- 
tion of  the  inspection  are  deter- 
mined by  the  inspector.  While 
talking  with  employees,  the 
inspector  will  make  every  effort 
to  minimize  interruptions.  The 
inspector  will  observe  safety 
and  health  conditions;  examine 
records;  survey  engineering 
controls;  consult  with  employ- 
ees privately,  if  necessary;  take 
photographs;  take  instrument 
readings,  i.e.  hood  function 
readings;  collect  air  samples; 
and  monitor  employee  safety 
practices.  Each  employee 
observed  or  questioned  by  the 
OSHA  inspector  is  protected 
under  the  Act  from  discrimina- 
tion for  exercising  safety  and 
health  rights.  OSHA  will  place 
special  importance  on  safety 
information,  posting  of  OSHA 
documents  (#2202  poster  and 
OSHA  200  form),  labels  and 
signs,  and  employee  record- 
keeping. OSHA  will  examine 
the  office's  written  standard 
operating  procedures  and 
infection  control  plan.  Material 
Safety  Data  Sheets  (MSDS)  will 
be  reviewed.  Special  attention 
will  be  paid  to  employee  safety 
training  documentation. 

During  the  inspection,  the 
inspector  will  point  out  unsafe 
or  unhealthy  working  condi- 
tions, and  discuss  possible 


action  to  correct  problems.  If  a 
problem  can  be  corrected  on 
the  spot,  the  inspection  record 
will  note  the  employers  "good 
faith"  in  compliance;  however, 
the  problem  still  will  be  noted 
in  the  citation. 

Inspection  results.  After  the 
inspection,  a closing  confer- 
ence is  held  with  the  inspector, 
employer,  and  safety  officer. 
Later,  the  employer  will  receive 
a formal  list  of  citations  and 
notices  of  proposed  penalties 
by  certified  mail.  The  employer 
must  post  a copy  of  the  citation 
at  or  near  the  place  cited  for 
violation  for  three  days  or  until 
the  violation  is  corrected.  There 
are  different  penalties  for  differ- 
ent types  of  violations:  1 ) other 
than  a serious  violation  is  a vio- 
lation that  has  a direct  relation- 
ship to  job  safety  and  health 
but  would  not  cause  death  or 
serious  physical  harm,  with  a 
discretionary  penalty  of  up  to 
$1,000  for  each  violation;  this 
penalty  may  be  reduced 
depending  on  the  employer's 
good  faith;  2)  serious  violation 
is  a violation  creating  a sub- 
stantial probability  that  serious 
physical  harm  or  death  could 
result,  with  mandatory  fines  up 
to  $1,000  for  each  violation; 
the  fine  can  be  adjusted  down- 
ward based  on  the  employer's 
good  faith;  3)  repeat  violation 
or  failure  to  correct  prior  viola- 


tion is  a civil  penalty  of  up  to 
$ 1 ,000  per  day  for  each  viola- 
tion until  it  is  corrected;  there 
are  penalties  for  falsifying 
records  or  reports,  or  not  post- 
ing OSHA  requirements,  with 
large  fines  or  civil  penalties. 

All  areas  cited  must  be  cor- 
rected as  soon  as  possible  or 
by  the  abatement  date  of  the 
citation.  If  problems  cannot  be 
corrected  by  this  date,  the 
employer  can  file  for  a new 
date  for  correction  based  on  a 
good  faith  effort  to  comply.  If 
the  citations  are  being 
appealed,  a new  date  for  cor- 
rection may  be  issued. 

Appeals  process.  If  the  em- 
ployer disagrees  with  the  find- 
ings of  the  inspection,  the 
employer  has  15  working  days 
from  the  receipt  of  the  citation 
to  request  an  informal  meeting 
and  review  of  the  citation.  The 
request  must  be  submitted,  in 
writing,  to  OSHA.  If  an  employ- 
ee who  initiated  an  inspection 
by  complaint  disagrees  with 
the  decision  not  to  issue  the 
employer  a citation,  he  or  she 
may  request  an  informal  meet- 
ing to  review  the  decision. 

Conclusion.  Addressing  all 
the  OSHA  regulations  that 
apply  to  a workplace  is  imper- 
ative. Employers  must  keep 
safety  policies  up  to  date, 
implement  policies,  maintain 
accurate  records,  and 
provide  safety  training. 
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The  introduction  of 
“606”  in  New  Jersey 


Henry  T.  Wallhauser 


Following  its 
introduction  in  1909, 
New  Jersey  physicians 
welcomed  "606" 
(salvarsan, 

arsphenamine)  with  a 
sense  of  great  promise  in 
the  treatment  of  syphilis 
but  also  with  heightened 
caution  as  their  own 
experience  with  the  drug 
increased.  Physicians 
were  hopeful  that  the 
drug  would  be  a 
powerful  new  weapon 
against  syphilis,  but  soon 
recognized  that  it  had 
limitations  and  could  be 
highly  dangerous  if  not 
handled  carefully. 


Dr.  Paul  Ehrlich,  a German 
scientist,  developed  606  in  his 
quest  for  a "magic  bullet" — a 
one-shot  remedy — against  a 
disease  that  had  plagued  the 
world  since  the  end  of  the  15th 
century,  with  little  other  than 
mercury  to  combat  it.  Assisted 
by  Japanese  bacteriologist 
Saharchiro  Hata,  Ehrlich  found 
|i  an  arsenical  compound  (the 
606th  to  be  tested)  that  effec- 
| tively  destroyed  the  spirilla  of 


rabbit  syphilis.  The  most 
remarkable  part  of  the  discov- 
ery was  the  destruction  of  the 
microorganism  with  one  large 
dose  of  the  remedy. 

Soon,  New  Jersey  physi- 
cians observed  the  failure  of 
this  one-shot  cure  in  human 
patients.  They  noted  limitations 
of  606:  it  was  effective  primar- 
ily in  the  treatment  of  cases  in 
the  early  stages  of  syphilis,  and 
it  could  produce  unfavorable, 
even  fatal,  reactions  in  patients 
whether  by  its  own  arsenical 
properties,  improper  dosages, 
or  other  factors.  Physicians  also 
became  aware  that  the  drug 
was  most  effective  when  used 
in  conjunction  with  mercury 
(later  bismuth). 

Henry  J.F.  Wallhauser,  MD, 
introduced  the  drug  in  New 
Jersey  in  November  1910.'  A 
Newark  dermatologist,  he  had 
previously  observed  the  results 
of  injections  by  physicians  in 
New  York  and  soon  after 
received  some  of  the  drug  him- 
self from  the  Rockefeller  Insti- 
tute. In  a paper  published  in  the 
Journal  of  the  Medical  Society 
of  New  Jersey,  Wallhauser 
reviewed  the  achievement  of 
Ehrlich  and  Hata  and  reported 


on  cases  that  had  been  treated 
in  Newark  with  the  new  drug. 
Wallhauser  noted  that  606 
"has  created  more  interest  and 
speculation  than  perhaps  any 
of  the  modern  medical  discov- 
eries," but  said  that  the  claim  of 
a single-dose  cure  has  not  been 
realized.  This  did  not  disprove 
its  value,  he  said,  "as  the  future 
will  no  doubt  find  many 
changes  regarding  dosage 
and  administration  before  per- 
fection has  been  reached." 
Reporting  on  the  cases,  he 
noted,  "The  most  hopeful  out- 
look would  seem  to  be  in  our 
early  cases;  here  we  have  an 
opportunity  of  destroying  the 
spirochetes  before  they  have, 
by  invasion  and  development 
of  toxins,  caused  permanent 
destruction  of  tissues." 

Representative  of  the  most 
successful  cases  reported  was 
the  very  first  patient,  a 35-year- 
old  woman  diagnosed  with 
syphilitic  periostitis  involving 
the  metacarpal  bones  of  the 
right  hand.  She  had  received 
mercury  treatments  for  several 
months.  When  her  symptoms 
worsened  with  swelling  and 
intense  pain  of  the  hand,  x-rays 
revealed  a necrosis  in  the  sec- 
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ond  metacarpal  bone.  On 
November  8,  1910,  she  re- 
ceived an  injection  of  0.5  gm, 
200  cc  preparation  of  sal- 
varsan.  This  was  followed  by 
pain  at  the  injection  site,  but 
this  subsided  and  within  24 
hours  a noticeable  improve- 
ment was  evident.  By  the  end 
of  the  week  she  had  almost 
recovered.  The  report  conclud- 
ed that  the  patient  was  under 
observation  and  apparently  in 
excellent  health.  In  a summary 
of  the  cases,  all  but  one 
showed  a positive  reaction  to 
Wassermann  tests  at  the  time  of 
injection.  After  one  or  two 
injections,  six  patients  changed 
to  negative,  but  based  on 
results  so  far,  Wallhauser  said, 
"It  is  more  than  reasonable  to 
presume  that  a negative  reac- 
tion can  be  assured  by  repeat- 
ed doses  in  all  those  that  do  not 
respond  to  the  initial  one."2 

At  this  point,  the  specific 
dangers  of  salvarsan  treatment 
still  were  uncertain.  "Necrosis 
at  the  site  of  injection  has 
occurred  in  a limited  number  of 
cases,"  Wallhauser  said,  "but 
has  not  been  considered  a seri- 
ous factor — no  treatment  hav- 
ing been  required  in  the  cases 
reported.  Cases  of  apparent 
arsenical  poisoning  resulting  in 
more  or  less  functional  distur- 
bances are  recorded."2 

In  1912,  Wallhauser  ad- 
dressed the  effectiveness  of  sal- 


varsan relative  to  the  stages  of 
the  disease.  "In  the  initial  and 
secondary  stage,  it  is  ideal  in 
causing  a rapid  disappearance 
of  lesions,  and  thus  removing 
the  danger  of  infection  to  oth- 
ers; in  advanced  cases,  no  vari- 
ety of  skin  lesion  has  resisted  its 
action;  old  ulcerations  that  had 
persisted  for  years,  and  had 
resisted  the  action  of  mercury, 
rapidly  responded;  leucoplakia 
of  the  very  resistant  hyper- 
trophic variety,  and  palmar 
syphilides  all  dis- 
appeared alike. 

In  advanced 
[neurosyphilis]  it 
has  generally 
failed,  which 
should  rather 
stimulate  us  to 
more  careful 
early  treatment 
than  to  look  for 
defects  in  the 
remedy,  as  after 
degeneration  of 
the  tissues,  we  Henry  J.F. 

can  never  hope 
for  improvement."  Each  of  his 
own  cases,  he  added,  also  had 
received  continuous  mercurial 
treatment.3 

In  1913,  Henry  W.  Pulsford, 
MD,  a South  Orange  dermatol- 
ogist, wrote  that  the  administra- 
tion of  salvarsan  and  its  new 
derivative,  neosalvarsan,  was 
"often  followed  within  six  or 


eight  hours  by  certain  symp- 
toms, which  are  known  as  a 
reaction.  Certain  of  these, 
namely  the  nausea,  vomiting, 
abdominal  pain,  and  diarrhea, 

I consider  purely  arsenical  and 
referable  either  to  a large  dose 
or  to  unusual  susceptibility  on 
the  part  of  the  patient.  The 
other  symptoms — the  chill, 
fever,  headache,  and  general 
malaise — seem  to  me  to  be 
more  in  the  nature  of  an  ana- 
phylactic reaction,  and  are  due 
to  the  destruc- 
tion of  a large 
number  of  spiro- 
chete. At  any 
rate  I have  found 
these  symptoms 
to  correspond 
rather  to  the 
floridity  of  the 
syphilis  than  to 
any  other  atten- 
dant circum- 
stances."4 


Wallhauser,  MD 


Both  the  pre- 
paration and 
size  of  dosages 
were  suspect.  Pulsford  said  sal- 
varsan in  ordinary  doses  con- 
tains many  times  the  lethal 
quantity  of  arsenic  and  that  the 
failure  to  prepare  and  adminis- 
ter it  with  precautions  had 
resulted  in  fatalities.4  In 
Wallhauser's  view,  a majority 
of  deaths  recorded  following 
the  use  of  salvarsan  "[were] 
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due  no  doubt  to  the  large  doses 
given.  We  should  remember 
that  the  original  claim  of 
'Sterilisans  Magna,'  or  possible 
cure  by  one  large  dose,  has 
failed.  Is  it  not,  therefore,  time 
that  we  apply  the  same  pre- 
cautions as  in  the  case  of  other 
dangerous  remedies,  by  giving 
small  repeated  doses  at  vary- 
ing intervals,  depending  on  the 
progress  of  the  case?"4 

As  fatalities  increased  with 
the  use  of  salvarsan,  so  did 
doctors'  concerns.  In  1914, 
Wallhauser  placed  the  deaths 
into  "two  main  classes."  The 
first  class  included  degenera- 
tions from  various  causes  such 
as  chronic  endocarditis,  aorti- 
tis, diabetes,  aneurysm,  arte- 
riosclerosis, nephritis,  cerebral 
syphilis,  tabes,  and  paralysis; 
also  in  those  anemic  and 
depleted  from  any  cause.  The 
second  class  of  fatalities  includ- 
ed those  of  a robust,  healthy 
type  in  whom  death  occurred 
quite  suddenly,  the  patient 
going  into  coma  about  the  third 
or  fourth  day  following  the 
injection.  This  second  class  was 
puzzling  to  physicians.  An 
example  of  this  fatality  class 
was  the  case  of  a 33-year-old 
woman,  apparently  in  good 
physical  condition.  She  had 
been  admitted  to  Newark  City 
Hospital  with  lesions;  the 
Wassermann  test  showed  a 


strongly  positive  reaction.  She 
complained  of  dizziness, 
headache,  loss  of  appetite, 
and  a feeling  of  weakness  and 
pain  in  both  legs.  After  injec- 
tions of  salicylate  of  mercury 
the  skin  lesions  gradually  dis- 
appeared, but  her  general  con- 
dition was  unimproved.  One 
month  after  being  admitted, 
she  received  an  injection  0.45 
gm  of  neosalvarsan,  intra- 
venously. At  first  nothing  unusu- 
al happened.  Two  weeks  later 
she  received  a second  neosal- 
varsan injection  of  0.45  gm. 
"On  the  fifth  day  following," 
Wallhauser  reported,  "all 
symptoms  became  greatly 
aggravated,  her  headache 
was  so  severe  as  to  demand 
symptomatic  treatment."  After  a 
lumbar  puncture,  blood  was 
found  in  the  cerebral-spinal 
fluid.  "Her  condition  remained 
unchanged  for  several  days, 
when  she  gradually  passed 
into  a state  of  coma  with  incon- 
tinence of  urine  and  feces,  and 
death  ensued  on  the  tenth  day 
following  the  injection."  The 
autopsy  revealed  syphilitic  mil- 
iary gummata  in  the  menninges 
with  secondary  hemorrhagic 
encephalitis.5 

Salvarsan's  toxic  effects  had 
to  be  viewed  from  a special 
perspective,  Wallhauser  said. 
"From  the  great  mass  of  clinical 
experience  in  which  thousands 


of  cases  were  treated,  it  may 
be  said  that  in  the  absence  of 
cardiovascular  disease  or  spe- 
cial idiosyncrasy  to  arsenical 
compounds,  the  remedy  may 
be  given  in  comparative  safety, 
but  in  syphilis,  we  are  dealing 
with  a condition  that  leaves  in 
its  trail  as  it  progresses,  dam- 
ages to  the  tissues  and  func- 
tions of  vital  organs  that  render 
the  individual  peculiarly  sus- 
ceptible to  its  influence  as  a 
toxic  agent;  in  other  words, 
syphilis  causes  the  very  condi- 
tion in  which  it  is  contraindicat- 
ed."5 

Other  physicians  voiced  var- 
ious opinions  about  salvarsan's 
effectiveness.  Elbert  S.  Sher- 
man, MD,  of  Newark,  said  that 
in  the  treatment  of  syphilis  of 
the  eye,  "it  does  not  displace 
our  old  friend  hydragyrum," 
but  that  "after  its  use  in  many 
thousands  of  cases  without 
damage  to  the  eye  it  seems  to 
be  safe  to  give  it  whenever  indi- 
cated."6 

Its  use  in  general  practice, 
however,  presented  serious  dif- 
ficulties, according  to  Charles 
L.  DeMeritt,  MD,  of  Hoboken: 
"Intramuscular  injections, 
according  to  reports,  are  so 
often  followed,  not  alone  by 
pain,  but  by  serious  local  dam- 
age as  well,  that  they  would 
seem  to  be  inviting  malpractice 
suits."7 
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Harrison  S.  Martland,  MD 


By  1927,  the  dangers  as 
well  as  the  best  uses  of  the  drug 
were  relatively  well  estab- 
lished. Henry  B.  Decker,  MD, 
of  Camden,  called  neoar- 
sphenamine  the  drug  of  choice 
in  treatment  of  early  syphilis  but 
also  noted  the  possibility  of 
severe  reactions  and  recom- 
mended treatment  in  conjunc- 
tion with  mercury  injections. 
"Every  patient  receiving  neoar- 
sphenamin[e]  has  a vasomotor 
reaction,"  he  said.  "In  some 
patients  the  reaction  is  more 
severe  and  accompanied  by 
nausea,  vomiting,  urticaria, 
lividity  of  the  skin,  and  even 
unconsciousness.  The  symp- 
toms that  appear  in  several 
days  or  weeks  are  due  to  the 
toxic  effects  of  arsenic  (includ- 
ing jaundice  and  dermatitis)."8 

Harrison  S.  Martland,  MD, 
the  Newark  pathologist  who 
was  to  gain  fame  for  his 
research  work,  addressed  the 
matter  of  cardiac  syphilis  in 


1927,  advocating  a course  of 
intensive  treatment  employing 
mercury  or  bismuth  followed  by 
intravenous  arsphenamine  in 
cases  of  early  aortitis  and 
aneurysm.  With  aneurysms  the 
same  treatment,  "of  perhaps  a 
little  milder  nature,"  could  be 
given  in  most  cases  but  was 
dangerous  "when  there  is  a his- 
tory of  symptoms  including 
coronary  involvement  or 
myocarditis."  In  well-developed 
cases  of  aortic  regurgitation, 
he  said,  "if  it  does  not  kill  the 
patient  [it]  gives  little  relief  or 
benefit."9 

Ehrlich's  wonderful  remedy 
had  represented  a turning  point 
in  the  battle  against  syphilis, 
but  it  was  eventually  replaced 
by  another  wonder  drug. 
During  World  War  II,  penicillin 
was  tested  and  applied  to  mili- 
tary personnel  against  syphilis 
and  gonorrhea.  By  the  begin- 
ning of  the  1 950s,  salvarsan 
had  been  eclipsed  by  Dr. 
Fleming's  accidental  discovery, 
and  penicillin  was  to  become 
widely  accepted  in  the  treat- 
ment of  all  stages  of  syphilis, 
although  still  with  imperfect 
results.10 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 
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1-800-248-7090 


AGENCY 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 
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MIS  Systems  • Group  Practice  Formation  • 
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Endorsed  Computerized  Billing, 
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Medical  Society  of  New  Jersey 
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609-734-0443  • FAX  609-243-9799 
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Computer-integrated 

surgery 


I The  operating  room  is  one 
realm  where  extreme  precision  is 
crucial  to  success.  Recently,  sur- 
geons have  begun  to  supplement 
their  skills  and  senses  with  those 
of  computers  and  robots,  achiev- 
ing higher  accuracy  and  better 
clinical  results. 

“Our  aim  is  to  use  robotics 
j and  computers  to  assist  surgeons 
not  to  replace  them,”  empha- 
sizes Johns  Hopkins  University 
researcher  Russell  H.  Taylor,  for- 
' merly  at  IBM  Thomas  J.  Watson 
Research  Center.  “We  want  to 
create  a partnership  of  human 
and  machine  to  do  tasks  better 
than  either  could  do  alone. 

| Humans  are  very  good  at  using 
judgment;  they  have  greater  eye- 
sight  and  superb  dexterity. 
| Robots,  on  the  other  hand,  are 
very  precise  and  very  good  at 
achieving  accurate,  geometrical 
i relationships  of  objects.” 

Hip  surgery  by  robot.  One  of 
the  most  advanced  efforts  at 
computer-integrated  surgery  had 
its  origins  in  1985  when  Dr. 

i Howard  Paul,  a veterinary  sur- 
geon at  the  University  of 
California  at  Davis  began  to 
study  the  effectiveness  of  hip 
replacement  surgery.  Hip 
| replacement  is  a common  opera- 
tion in  humans  as  well  as  dogs, 

I with  300,000  human  operations 
each  year.  It  is  used  when  the 
ball  of  the  femur,  or  thigh  bone, 


deteriorates.  In  the  operation, 
the  surgeon  cuts  off  the  deterio- 
rated ball,  and  hollows  out  a spe- 
cially shaped  cavity  in  the  femur. 
A similarly  shaped  titanium 
implant,  with  a titanium  ball,  is 
then  inserted  into  the  cavity, 
forming  the  new  hip  joint. 

The  problem  is  the  fit 
between  the  implant  and  the 
cavity.  If  cement  is  used  to  fill  up 
the  gaps  between  metal  and 
bone,  the  cement  itself  deterio- 
rates with  time.  But  with  a 
cementless  fit,  there  must  be 
only  a narrow  gap  for  both 
strength  and  durability.  Paul 
found  that  the  cavity,  which  the 
surgeon  forms  by  hammering  in 
a simple  broach,  is  rarely  a good 
fit.  Only  20  percent  of  the 
implant  surface  touched  the 
bone,  and  the  average  gap  was 
about  2 mm.  Paul  wondered  if  a 
robot  could  not  be  devised  to 
precisely  machine  the  cavity,  so 
as  to  greatly  improve  the  fit. 
Together  with  a group  at  IBM  led 
by  Taylor,  Paul  developed  a sur- 
gical robot  to  do  just  this,  first 
with  dogs  and  then  with  hu- 
mans. 

In  operations,  a robot  mills 
out  the  cavity  needed,  matching 
the  desired  shape  to  within  a half 
a millimeter.  To  accomplish  this, 
the  surgeon  first  has  to  tell  the 
robot  where  the  implant  is  to  go 


Eric  J.  Lemer 

in  the  femur,  and  then  the  robot 
has  to  locate  the  desired  spot  for 
the  cavity  in  the  bone  during 
surgery.  Given  the  complex 
shape  of  the  femur,  artificial  met- 
ric points  are  used  that  both 
show  up  on  computed  tomogra- 
phy (CT)  scans  and  that  the 
robot  can  locate  during  surgery. 
These  points  are  three  titanium 
pins,  temporarily  screwed  into 
the  bones  (one  in  the  greater 
trochanter  and  two  in  the 
femoral  condyles)  prior  to 
surgery. 

The  data  from  the  CT  scans, 
including  the  location  of  the 
pins,  are  fed  into  a computer- 
assisted  design  model  of  the 
bone.  The  surgeon  manipulates  a 
three-dimensional  computer 
model  of  the  implant  on  the 
screen  until  the  correct  place- 
ment and  orientation  is 
achieved.  The  computer-assisted 
surgery  (CAS)  program  then 
derives  six  numbers  indicating 
the  position  and  orientation  of 
the  implant  relative  to  the  coor- 
dinates defined  by  the  three  pins. 

During  surgery,  a fixture  firm- 
ly grasps  the  femur,  while  the 
robot  uses  a search  program  to 
locate  and  “feel”  with  its  force 
sensor  the  location  of  each  pin. 
Having  located  the  right  coordi- 
nates, the  robot,  programmed 
with  the  instructions,  mills  out 
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the  hole  with  a series  of  straight 
passes,  under  the  supervision  of 
the  surgeon.  A strain  gauge  mea- 
sures bone  movement  to  moni- 
tor for  slippage  and  a second  set 
of  joint  encoders  is  used  as  a 
checking  system. 

After  testing  the  robotics 
device  in  26  hip  replacement 
surgeries  on  dogs  who  needed 
the  operation,  with  uniformly 
good  results,  a small  start-up 
company.  Integrated  Surgical 
Systems,  used  the  system  in  clin- 
ical trials  over  the  past  year  on 
300  human  patients  at  multiple 
sites  in  the  United  States  and 
Europe,  again  with  excellent 
results. 


Virtual  reality  to  repair  faces. 
Craniofacial  surgery  is  another 
field  where  great  precision  is 
required.  It  is  used  to  repair  con- 
genital deformities  of  the  skull 
and  those  caused  by  trauma. 

For  these  complex  operations, 
computers  are  invaluable.  In  the 
mid  1980s,  Dr.  Court  B.  Cutting 
and  his  colleagues  at  New  York 
University  Medical  Center’s 
Institute  for  Reconstructive 
Plastic  Surgery  developed  a CAS 
system  for  planning  craniofacial 
surgery.  The  system,  implement- 
ed on  a large  workstation,  digi- 


tized CT  scans  of  a patient’s  skull 
and  allowed  a surgeon  to  manip- 
ulate designated  pieces  of  the 
model  skull.  Using  a unique  sys- 
tem of  measurements,  based  on 
the  natural  ridges  of  an  individ- 
ual skull,  the  system  interactive- 
ly optimized  the  placement  of 
the  pieces,  by  minimizing  the 
distance  from  an  average  face. 
The  average  face  was  derived 
from  digitized  images  of  anthro- 
pological collections  of  skulls, 
divided  according  to  age,  sex, 
and  ethnic  grouping. 

Cutting  found  that  with  his 
system,  he  could  plan  operations 
far  more  precisely  than  he  could 
implement  them. 
During  surgery,  the 
patient’s  face  swells  up, 
making  it  impossible  to 
check  at  the  time  how  a 
given  placement  looks. 
It  is  difficult  to  estimate 
by  eye  the  exact  angle 
and  orientation  of  bone 
fragments  that  need  to 
be  accurately  attached, 
because  generally,  its  not  possi- 
ble to  remove  all  overlaying  skin 
and  tissue.  Here  is  where  robotic 
guidance  for  the  surgeons  is 
needed. 

Cutting,  again  working  with 
Taylor’s  research  group,  devel- 
oped a passive  robotics  system 
that  links  to  an  improved  plan- 
ning system  to  transfer  the  pre- 
cise plans  to  the  operating  room. 
In  the  system,  bone  fragments 
are  attached  to  a passive  robot 
arm,  which  constraints  the 
motion  to  only  one  of  six  degrees 


of  freedom.  The  surgeon  then 
moves  the  fragment  into  place  in 
that  degree  of  freedom.  The  sys- 
tem uses  a beeping  tone  to  tell 
the  surgeon  when  the  right  place 
is  approached  and  a brake  to 
limit  motion  beyond  it. 

However,  when  development 
was  complete,  IBM  and  NYU 
could  not  agree  on  liability 
issues,  thus  not  allowing  IBM’s 
robot  to  be  used  during  human 
surgery.  This  delayed  clinic  trials 
while  Cutting’s  team  designed 
their  own  robots.  However, 
Cutting  is  using  a virtual  reality 
system  to  accomplish  the  same 
goal.  Sets  of  three  light-emitting 
diodes  are  attached  through  the 
skin  to  bone  fragments  and  to 
the  patient’s  skull.  An  overhead 
stereoscopic  camera  and  com- 
puter system  can  measure  the 
location  of  the  LEDs,  and  thus 
the  position  and  orientation  of 
the  bone  fragments,  to  an  accu- 
racy of  0.2  mm.  A “virtual  reali- 
ty” computer  display  near  the 
patient’s  head  uses  the  data  from 
the  camera  and  from  the  presur- 
gical  plan  to  guide  the  surgeon’s 
hands,  holding  the  bone  frag- 
ment, to  the  correct  position. 

“It’s  as  if  we  can  see  through 
the  skin — and  have  far  better 
precision  at  the  same  time,”  says 
Cutting.  Clinical  trials  on  12 
patients  in  the  past  three  years 
have  produced  results  signifi- 
cantly better  than  those  obtained 
without  the  system. 

These  two  applications  are 
only  the  first  step  toward 
fully  computer-integrat- 
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Cal  Heitzmann 


Over  the  past  86  years  many  changes  have  taken 
place  at  The  Academy  of  Medicine  of  New  Jersey 
(AMNJ),  but  the  primary  objective  of  sponsoring 
high-quality  continuing  medical  education  (CME) 
activities  has  remained. 

At  the  present  time,  AMNJ  has  2,200  members  representing  all 
of  the  medical  specialties,  plus  active  sections  in  dentistry,  basic  sci- 
ence, and  bioengineering.  AMNJ’s  sections  have  increased  by  50 
percent  and  overall  membership  has  grown  by  150  percent  in  the 
last  24  years. 

Today,  AMNJ  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  provide  and  designate  CME 
activities  for  category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Spurring  AMNJ’s  growth  over  the  last  24  years  has  been  the  ini- 
tiation of  an  innovative  administrative  and  secretarial  service  for 
specialty  societies.  Since  AMNJ  employed  full-time  staff  and  had  an 
executive  headquarters  it  offered  a management  service  to  similar 
medical  groups  that  could  not,  on  their  own,  afford  the  staff,  the 
continuity,  and  permanence  of  a headquarters  office.  The  service 
was  an  immediate  success.  Currently,  AMNJ  provides  ^0  medically 
related  societies  and  organizations  with  varying  levels  of  office 
management  including  convention  management,  staff  attendance 
at  meetings,  budget  and  financial  report  planning  and  preparation, 
direct  secretarial  and  clerical  sevices,  and  expert  guidance  with 
CME  endeavors.  Today  the  combined  memberships  of  AMNJ  and 
the  various  groups  it  serves  total  over  10,000  individuals. 

As  AMNJ  looks  to  the  future,  it  plans  to  continue  the  expansion 
of  its  institutional  membership  program  and  to  provide  CME  assis- 
tance to  institutions  in  need  of  physician  education.  Services 
include  indepth  assistance  with  the  organizational  aspect  of  man- 
aging a CME  department,  as  well  as  providing  speakers  from  the 
speakers  bureau. 

The  goal  of  AMNJ’s  CME  program  is  to  provide  a conduit  where 
practicing  physicians  from  urban  and  rural  settings  in  New  Jersey 
can  advance  their  knowledge  and  improve  their  practice  skills  by 
selecting  CME  activities  from  the  broadest  spectrum  of  major  sym- 
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posia,  one-hour  Roving  Symposia™, 
specialty-oriented  meetings,  and  cours- 
es. Through  a grant  from  The  Robert 
Wood  Johnson  Foundation,  AMNJ  has 
developed  and  implemented  a Roving 
Symposia™  Series  addressing  domestic 
violence. 

AMNJ  works  closely  with  the  New 
Jersey  Department  of  Health  and  Senior 
Services  (DHSS)  to  meet  the  needs  of 
New  Jersey  physicians.  AMNJ  has 
received  several  contracts  and  grants 
from  DHSS  for  statewide  physician 
education  on  HIV/AIDS,  and  HIV  relat- 
ed topics.  AMNJ  publishes  New  Jersey 
AIDSLINE,  a monthly 
newsletter  with  a circula- 
tion of  2,500  health  care 
workers.  Also,  AMNJ  is 
entering  the  eighth  year  of 
the  highly  successful  and 
innovative  cooperative 
medical  education  pro- 
gram called  “Topics  in 
Public  Health:  A Series  of 
Seminars  on  Public 
Health  and  Preventive 
Medicine”  for  physicians 
in  DHSS.  AMNJ  also  pub- 
lished Identification  and 
Management  of  the  HIV- 
infected  Persons  in  New  Jersey,  Third 
Edition,  which  covers  both  the  adult 
and  child.  This  publication  was  distrib- 
uted to  more  than  8,000  New  Jersey 
physicians  in  January  1997. 

As  a teaching  arm  of  the  Medical 
Society  of  New  Jersey  (MSNJ),  AMNJ 
helps  develop  and  implement  CME 
activities.  At  the  MSNJ  Annual  Meet- 
ing, AMNJ  sponsored  “The  Role  of 
DHSS  in  Shaping  the  Future  of  Health 
Care  in  New  Jersey,  ” “Domestic  Violence 
Issues  for  Physicians  and  Allied  Health 
Care  Providers,  ” and  “Physician  Disem- 
powerment:  Its  Impact  on  Patient  Cen- 
tered Medical  Ethics.” 


_ 
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Cal  Heitzmann 


AMNJ  is  concentrating  attention  on 
the  practical  aspects  of  managing  those 
changes  necessary  to  increase  the  per- 
sonal, professional,  and  institutional 
capacities  required  to  respond  to  the 
rapidly  changing  health 
care  system.  The 
success  of 

health  care  re-  COMMENTARY 

form  will  de- 
pend upon  the  ex- 
tent to  which  physicians  develop 
patient  management  strategies  that 
continuously  improve  the  efficiency, 
effectiveness,  appropriateness,  and 
humaneness  of  care. 

To  achieve  these  goals 
in  this  environment, 

AMNJ  is  increasing 
efforts  to  expand  the 
role  of  CME  as  a cost- 
effective  and  political- 
ly sound  mechanism 
for  continuously  en- 
hancing a physician’s 
Hr^^  lifelong  learning  and 
W ||||j  improving  patient 
care  outcomes. 

AMNJ  recently 
launched  its  web  site, 
www.acadmed.org. 

AMNJ  is  among  the 
first  CME  providers  of  “real-time”  edu- 
cational programs  over  the  Internet. 

Future  on-line  plans  include  real- 
time physician  chat  and  discussion 
forums,  which  will  offer  our  fellows  an 
opportunity  to  discuss  current  issues 
directly  with  a recognized  expert.  Our 
on-line  lifestyle  M edi-Zine  will  be  a 
forum  written  for  and  by  physicians. 

The  site  also  will  include  an  on-line 
directory  of  AMNJ  fellows,  and  several 
New  Jersey  and  regional  medical  spe- 
cialty societies. 

Mr.  Heitzmann  is  AMNJ’s 
executive  director. 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 

SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 


NOW  in  NEW  JERSEY. 


In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 

For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  iNEWS 


J E 7 R S E Y 


391  george  street  new  brunswick  nj  08901 
tel  908.246.7677  fax  908.249.8952  website  http://www.bnjol.com 
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Obstetrics/Gynecology  Cutting 
Edge  '97  informational  Update 

August  13-15, 1997 
Ocean  Place  Hilton,  Long  Branch 
908/870-5179 


Comedic 
Health  Seminar 

September  17, 1997 
Lower  Bucks  Hospital,  Langhorne,  PA 
215/482-0181 


Adolescent  Pregnancy 
Prevention  Conference 

October  30,1997 
Harrah's  Casino,  Atlantic  City 
609/665-6000 


Comedic  Health  Seminar 

August  29, 1997 
Block  Hexter  Resort,  Poyntelle,  PA 
215/482-0181 


Ob/Gyn  Annual  Meeting 

September  1 9, 1 997 
PNC  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 


Comedic  Health  Seminar 

November  7, 1997 
Paoli  Hospital,  Paoli,  PA 
215/482-0181 


Comedic  Health  Seminar 

September  10, 1997 
Saltzman  House,  Cherry  Hill 
215/482-0181 


NJ  Women  & AIDS  Network 

October  6,1997 
Sheraton  Hotel,  Newark 
908/846-4462 


Update  in  Gastroenterology 

December  5-6, 1997 
Columbia  University,  NYC 
212/781-5990 


r~ 

Have  you  recently  moved? 

""1 

Please  notify  us  of 
your  address  change. 

Name: 

New  address: 

City 

State  Zip 

Please  send  to: 

L 

New  Jersey  MEDICINE 

2 Princess  Road,  Lawrenceville  NJ  08648 
FAX  609/896-1368 
e-mail  info@MSNJ.org 

- J 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

I*  MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 
and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 
net  worth  individuals. 

To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 

Endorsed  by  the 


Medical  Society  -Jew  Jersey 


MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 
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Our  prescription 
for  online 
health  care  news. 

http://www.msnj.org 

Your  online  source 
for  health  care  news. 

Medical  Society  of 
New  Jersey 

Physicians  dedicated  to  a healthy 
New  Jersey  since  1766. 

http://www.msnj  .org 
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editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 

Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.’1 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 

The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  33  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus : 1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  flfffj 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  W per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE  — 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 

Minimum  $45  $ 

Member  Physician 

Discount— 33V3%  ($ ) 

Per  Issue  $ 

x Number  of  Issues 

AMOUNT  DUE  $ 


Display  Ad  in  Classified  Section 


1st  Inch  = $60.00  $ 

Add ’I  W x $30.00  $ 

Total  $ 

Member  Physician 
Discount— 33V3%  ($ 

PER  ISSUE  $ 

x NUMBER  OF  ISSUES 

AMOUNT  DUE  $ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CALL  TODAY!  (800)282-1390 
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A GREAT  WAY  TO  SERVE 


CLASSIFIED  ADS 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e’s.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


110  OPENINGS 
PHYSICIANS 


CARDIOLOGIST- ESSEX  COUNTY 

BC/BE  non-interventional  cardiologist  want- 
ed to  join  extremely  active,  well  established 
and  respected  Essex  County,  New  Jersey 
practice  of  two  Board  Certified  interventional 
cardiologists  affiliated  with  five  well  known 
area  hospitals.  Competitive  salary  and  ex- 
cellent benefits  package.  Please  FAX  CV  to 
(201)  746-3387. 

DIAGNOSTIC  RADIOLOGY  RESIDENT 

You  hold  yourself  and  your  work  to  a higher 
standard.  At  Atlantic  Health  System,  we 
share  your  commitment  to  achievement— 
and  by  working  together,  we  can  attain  our 
most  ambitious  goals.  We  have  an  op- 
portunity for  a full-time  Diagnostic  Radiology 
Resident  (first  year  position  available  July  1 , 
1998)  at  Overlook  Hospital  in  Summit,  NJ,  a 
major  teaching  affiliate  of  Columbia  Universi- 
ty College  of  Physicians  & Surgeons.  All 
Diagnostic  Modalities  including  MRI.  We 
offer  a competitive  salary  and  benefits 
package.  For  consideration,  forward  your  re- 
sume to:  Mary  E.  Hynes,  Department  of 
Medical  Education,  Overlook  Hospital,  99 
Beauvoir  Avenue,  Summit,  NJ  07902.  EOE 


FAMILY  PRACTICE -CENTRAL 
JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900. 


PHYSICIANS 

Per  diem  positions  available  for  licensed 
physicians  to  serve  as  rehabilitation 
supervisors  in  the  following  areas: 
Mercerville,  Princeton,  Hillsborough, 
Freehold,  Metuchen,  Somerville,  Basking 
Ridge,  Randolph,  Hackensack  and  through- 
out New  Jersey.  Excellent  supplemental  in- 
come potential.  Call  1-800-220-2522  to 
schedule  an  interview. 


PRIMARY  CARE-SOUTH  JERSEY 

Cherry  Hill  practice  looking  for  additional  BC/ 
BE  Internal  Medicine  Physician.  Competitive 
salary  plus  benefits.  Very  established  prac- 
tice located  in  excellent  community.  Send  CV 
FAX  1-609-429-1926  Attention:  S.  Pulley. 


130  OPPORTUNITY  WANTED 


GENERAL  OB-GYN 

I am  43  years  old  Board-Certified  male  physi- 
cian with  good  communication  skills.  I wish 
to  relocate  from  North  Carolina  to  New 
Jersey  for  family  reasons.  Seeking  FT/PT  op- 
portunity. Please  call  704-362-2240  (home). 

PRIMARY  CARE 

M.D.,  FACS— 36  yrs  primary  care— All  Office 
Surg  & Gyn  Procedures;  B.C.  Gen'l  Surg., 
BE.  Gyn;  MIIX  Ins.  Am.  Grad.  Speak 
Spanish.  Contact  Box  No.  134,  NEW  JERSEY 
MEDICINE,  370  Morris  Avenue,  Trenton,  NJ 
0861 1 . 


200  PRACTICE  FOR  SALE 


SUSSEX  COUNTY 

FOR  SALE:  Well  established  family  practice 
and  office  in  beautiful  Sussex  County.  1 ,000 
sq.  ft.  in  prestigious  Professional  Ctr.  Price 
and  terms  extremely  reasonable  and  ex- 
tremely flexible.  Call  201-729-4606. 


300  OFFICE 
RENTALS  AND  LEASES 


ATLANTIC  CITY 

2,700  sq.  ft.  in  professional  bldg.  With 
elevator  service  at  4401  Ventnor  Ave., 
Chelsea  section.  Ideal  for  internist,  family  or 
specialty  practice.  Join  present  bldg.  Ten- 
ants: OB/GYN  & Pediatrics.  Will  alter  space 
to  needs.  (609)  652-1 453- Ext.  12. 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.,  fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/| 
incl.  util.— busy  medical  bldg,  w/active  d 
tal/psych/chiro  practices,  ideal  busy  locati 
perfect  for  new  or  2nd  practi 
212-476-7789  days.  215-860-8491  eves. 

MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  F 
equipped,  turn  key.  Rent,  day,  1/2  day,  ni< 
Call  201-376-8670. 


OFFICE  SPACE-FLEXIBLE 
SUBLEASE  AVAILABLE 

Levinson  Plaza— next  to  JFK  Med 
Center— Between  the  Garden  State  Park1, 
and  Interstate  287— Atrium  Lobby—'; 
Elevators— Wheelchair  Accessible— Plent 
Parking— Fully  Furnished  and  Equippe 
Rent  Day,  Half  Day  or  Evening.  Please  Cj 
908-906-0015. 


310  OFFICES  TO  SHARE 


FORT  LEE 

OFFICE  TO  SHARE-Fort  Lee,  Bergen  Ccj 
ty.  Professional  office  space  available  ' 
chiropractor.  Fully  furnished.  Ample  Park 
(201)  886-6755. 


460  PRACTICE  MARKETINl 
. SERVICES 


SOMETIMES  A DOCTOR  NEEDS 
SPECIALIST  TOO! 
PHYLLIS  KESSEL  ASSOCIATES.  I 

Jersey’s  leading  public  relations/marke 
firm  for  the  medical  community,  has  j 
panded  its  Medical  Marketing  Divii 
throughout  the  metropolitan  area  to  haij 
special  needs  of  medical  providers.  To 
out  how  your  practice  can  benefit,  witl 
obligation,  call  908-542-9898. 


500  MEDICAL  EQUIPMEN: 
FOR  SALE 


SLEEP  APNEA  MONITOR  & 
COMPUTER 

Take  home  unit.  Records  6 channels.  a| 
matically  scores  apneas  & desaturatij 
$10,000  or  best  offer.  Call  Marilyn  (1 
633-0808. 


900  ANTIQUE  FURNITURE  | 


NO  CHARGE 


Examining  table  from  yesteryear  use'i 
busy  medical  office,  also  chair.  No  chi 
Call  Ruth  Madara,  609-935-2220. 
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Physician  Opportunities 


Earn  supplemental  income 

WHILE  BECOMING  PART  OF 

A NEW  MEDICAL  WEIGHT  LOSS 

MANAGEMENT  PROGRAM. 

We  are  seeking  physicians  to  perform  medical 
screenings  in  our  clinics  one  or  more  evenings 

per  week.  Flexible  schedules  available 
choice  of  single  or  multiple  clinic  site; 

in  a 

Forward  C.  V.  to:  N-_ 

Nutri/System  L.P. 

410  Horsham  Road 

Horsham,  PA  19044  ^ 

(215)  442-5426  or  H 

(215)  442-0299  fax  n 

rsBE&nnsi'  § 

R.  MARTIN  OLIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

J.  BAR  1972  PATENT  BAR  1972  N Y.  BAR  1974 


Specializing  in  the 

Business  of  Health  Care 


’hysician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramgs  New  York  City 
Call  us  at  800-235-9381 
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T.  Rowe  Pdce  Summit  Funds 

THE  ROAD  TO  HIGHER  YIELDS 
IS  RAVED  WITH  LOWER  EXPENSES 


T.  Rowe  Price 
Summit  Funds 

Give  your  money  more  earning 
power  with  Summit  Funds:  six 
no-load,  tax-exempt,  and  taxable 
bond  and  money  market  funds 
that  offer  investors  an  opportu- 
nity to  earn  more. 

High  yields  and 
lower  expenses 
A $25,000  minimum  initial 
investment  per  fund  is  the  rea- 
son you  pay  less  in  expenses. 
Summit  Funds'  higher  account 
balances  help  us  manage  more 
cost-effectively  and  keep  fees 
low.  In  fact,  Summit  Funds'  fees 
are  substantially  lower  than  the 
average  cost  of  comparable  fixed 
income  mutual  funds*  All 
things  being  equal,  lower 
expenses  can  provide  higher 
yields  and  help  you  keep  more 
of  what  your  money  earns.  Of 
course,  yield  and  share  price  will 
fluctuate  with  interest  rate 
changes.  Past  performance  can- 
not guarantee  future  results. 

Free  checkwriting.**  No  sales 
charges  of  any  kind. 


Call  24  hours  for  a free 
report  and  prospectus 

1-800-341-5517 


SUMMIT 
INCOME  FUNDS 


SUMMIT 

MUNICIPAL  FUNDS 


All  exempt  from  federal  income  taxes* 


SUMMIT 
CASH  RESERVES 


SUMMIT  MUNICIPAL 
MONEY  MARKET 


Current  7-day  yield  as  of  6/5/97: 

5.25% 

Objective:  Preserve  capital  and 
provide  liquidity 
Invests  in:  High-quality 

money  market  securities 


Current  7-day  yield  as  of  6/5/97: 

3.37% 

Objective:  Capital  preservation 
and  liquidity 

Invests  in:  High-quality  municipal 
money  market  securities 


SUMMIT 

LIMITED-TERM  BOND 


SUMMIT 

MUNICIPAL  INTERMEDIATE 


Current  30-day  yield  as  of  5/31/97: 

6.41% 

AVERAGE  ANNUAL  RETURNS ;t 
l-year:  4.46% 

Since  inception  (10/29/93):  3.74% 
Objective:  High  level  of  current  income 
Invests  in:  Investment-grade 
corporate  bonds 


Tax-equivalent  yield  36%  tax  rate: 

7.14% 

Current  30-day  yield  as  of  5/31/97: 

4.57% 

AVERAGE  ANNUAL  RETURNS ;t 
l-year:  5.21% 

Since  inception  (10/29/93):  5.26% 
Objective:  High  income 
Invests  in:  Investment-grade  municipals 


SUMMIT 

MUNICIPAL  INCOME 


Current  30-day  yield  as  of  5/31/97: 

6.76% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  5.03% 

Since  inception  (10/29/93):  5.52% 
Objective:  Highest  possible 
current  income 

Invests  in:  High-quality,  government 
mortgage-backed  securities 


Tax-equivalent  yield  36%  tax  rate: 

8.44% 

Current  30-day  yield  as  of  5/31/97: 

5.40% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  6.87% 

Since  inception  (10/29/93):  5.29% 
Objective:  Highest  possible  income 
Invests  in:  Long-term,  investment-grade 
municipals 


Mill  11— I ■III  »■  II 


Invest  With  Confidence' 

T.  Rowe  Price 


Cjgl 

•Ik 


I 1 


t Average  annual  returns  are  for  the  periods  ended  3/31/97  and  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  return  and  prii 
value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase. 

* Figures  are  for  Taxable  Money  Market,  Short-Term  Corporate,  GNMA,  Municipal  Money  Market,  Municipal  Intermediate,  and  Municipal  General  Bond  Fund  categories,  respective 
of  3/31/97.  Source:  Lipper  Analytical  Services,  Inc. 

**$500  minimum. 

***Some  income  may  be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  Read  the  prospectus  carefully  before  investing. 

T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  SUM03 
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AMNJ  installs 
new  president 

The  Academy  of  Med- 
icine of  New  Jersey 
(AMNJ)  welcomes  MSNJ 
member  Sofia  Anthony, 
MD,  as  its  new  president. 
Anthony  is  the  director  of 
the  Family  Practice  Res- 
idency Program  and  the 
Department  of  Family 
Practice  at  Mountainside 
Hospital,  and 
is  the  presi- 
dent of  the 
New  Jersey 
Academy  of 
Family  Prac- 
tice (NJAFP) 
Foundation. 

| a Anthony,  MD  She  is  a paSt- 

president  of 
I the  NJAFP — serving  as  the 
first  woman  president. 
| Other  involvements  in- 
clude the  MSNJ  Biomedical 
j Ethics  Committee  and 
1 New  Jersey  HealthDe- 
I cisions. 

The  other  officers  at 
i AMNJ  are:  president-elect, 
Robert  R.  Rickert,  MD;  first 
i vice-president,  John  W. 
Sensakovic,  MD,  PhD;  sec- 
ond vice-president,  Ber- 
nard A.  Rineberg,  MD;  sec- 
; retary,  Connie  Uy,  MD;  and 
t treasurer,  Joseph  Reich- 
man,  MD. 


MSNJ  member  Anita  Falla,  MD,  was  awarded  the  Physician  Award  for 
Community  Service  by  Wyeth-Ayerst  Laboratories  at  ceremonies  at 
MSNJ’s  Annual  Meeting.  Falla  has  put  forth  much  effort  to  encourage  the 
prevention  of  violence — violence  within  the  family,  violence  against 
women  and  children,  street  violence,  as  well  as  violence  in  the  media, 
and  uses  all  areas  of  the  media  to  present  various  educational  programs. 
She  has  the  distinction  of  serving  as  the  first  woman  president  of  both  the 
New  Jersey  Chapter  of  the  American  College  of  Surgeons  and  of  the 
Essex  County  Medical  Society.  Falla’s  affiliations  at  MSNJ  include  a dele- 
gate to  the  House  of  Delegates,  a member  of  the  Committee  on  Women 
in  Medicine,  and  chair  of  the  Judicial  Council. 

Cancer  care  booklet  available 


The  Northwest  Covenant  Community  Health  Trust  has  published  A 
Guide  to  Cancer  Screening  & Prevention  in  Morris  & Sussex  Counties. 
This  easy- to-read  resource — tailored  for  Morris  and  Sussex  County  resi- 
dents— reviews  common  forms  of  cancer,  points  on  cancer  protection, 
screening  guidelines,  and  where  to  obtain  help.  Call  800/217- 
7777  to  obtain  a free  copy. 
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A GOOD  BUY 


A benefit  of  MSNJ 
membership  is  the  MIIX 
Buying  Service.  The  Buying 
Service  saves  physicians  up  to 
50  percent  on  the  products  and 
services  they  use  every  day,  for 
all  medical  and  office 
equipment,  including 
computers,  telephone  systems, 
and  furniture. 

This  new  service  offers 
MIIX  Line,  an  equipment 
leasing  line  of  credit  with  no 
application  fee,  no 
commitment  fee,  and  no 
obligation.  Lease  payments  are 
structured  to  match  specific 
cash  flow  situations,  especially 


important  for  new  and 
expanding  practices.  Step 
payments  allow  members  to 
keep  their  working  capital  in 
the  practice  where  it  does  the 
most  good.  And,  Buying 
Service  members  can  tap  into 
the  professional  expertise  of 
the  MIIX  Buying  Service  to 
analyze  existing  leases  and 
pending  transactions.  For  more 
information,  call  800/227- 
MIIX,  ext.  3725. 


DNR  orders  for  non-hospital  patients 

Training  for  out-of-hospital  do-not-resuscitate 
(DNR)  orders  is  proceeding  among  emergency  medical 
technicians  and  other  personnel.  Last  year,  MSNJ’s 
Committee  on  Biomedical  Ethics,  acting  in  concert 
with  other  groups,  developed  a mechanism  for  identi- 
fying patients  living  at  home  or  in  other  non-hospital 
settings  who  would  not  want  resuscitation  in  an  emer- 
gency situation. 

Under  the  MSNJ  approach,  patients  with  valid  DNR 
orders  would  be  identified  through  forms  prominently 
posted  in  the  patients  residential  setting.  In  accordance 
with  the  patient’s  (reversible)  decision,  emergency 
medical  personnel  who  are  summoned  to  the  scene 
would  supply  appropriate  palliative  and  comfort  care 
only  to  the  patient. 

To  obtain  a copy  of  the  approved  out-of-hospital 
DNR  form,  contact  the  staff  of  the  Committee  on 
Biomedical  Ethics  at  telephone  609/896-1766,  exten- 
sion 263. 


ACP  board  election 

Mary  T.  Herald, 

MD,  has  been  elected 
to  the  American 
College  of  Physicians 
(ACP)  Board  of  Re- 
gents. Herald  has 
served  several  posi- 
tions with  ACP,  in- 
cluding representative 
to  a coalition  for  women’s  health 
and  ACP  governor  for  New 
Jersey.  For  over  two  decades,  she 
has  been  active  at  Camp  NEJE- 


DA,  the  New  Jersey  Camp  for 
Children  with  Diabe- 
tes, facilitating  various 
positions  such  as  pres- 
ident of  the  Foun- 
dation and  chair  of  the 
Board  of  Trustees.  Her- 
ald also  is  a member  of 
the  Medical  Society  of 
New  Jersey  and  of  the 
Union  County  Medical  Society. 
She  is  an  endocrinologist  in 
Westfield. 

continued  on  page  63 
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For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 


“White  you  deliver 
patient  care,  we  help 
manage  the  business 
of  medicine.” 


. . . managed  care  contracts . . . reduced  overhead . . . equipment 
financing. . . personal  asset  management. . . reputation  protection 


Today's  complex  healthcare  market  poses  more  challenges  than  ever  to  physicians. 
MUX’s  Powerful  Partnerships  offer  relief  to  those  challenges  through  our  services 
developed  by  and  for  physicians. 


♦ Insurance  - to  protect  your  reputation 
and  assets 

♦ Investment  Advisory  Services  - to  help  you 
maximize  your  wealth  and  meet  personal 
financial  goals 


♦ Equipment  Leasing  - financial  alternatives 
for  all  your  equipment  needs 

♦ MIIX  Buying  Service  - a group  buying  ser- 
vice that  passes  discounts  back  to  you 


M E 


1-800-234- MI  IX 

DICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTNERSH 


P S 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 


AUG  12  1997 


University  of  Maryland 
Health  Sciences  Library-Serials 
1 1 1 South  Greene  St. 
Baltimore,  MD  21201 


PRACTICE 


MADE  MORE 

PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 


If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  steen  Companies 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 

The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 


New  Jersey  medicine 


JM 

JM 

JM 

JM 

JM 
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This  year,  the  American  Medical 
Association  (AMA)  celebrates  its 
1 50th  anniversary.  For  a century 
and  a half,  the  AMA  has  been  the 
dominant  voice  for  physicians  and 
their  patients.  Through  the  Journal 
of  the  American  Medical 
Association  (JAMA)  and  American 
Medical  News,  as  well  as  other 
publications,  the  AMA  provides 
members  with  information  that 
helps  physicians  improve  their 
practices  and  enhance  their 
understanding  of  important  public 
and  private  sector  issues. 

Advocating  for  members  and  patients. 
The  AMA  continues  to  be  the  most  vocal 
and  influential  advocate  for  physicians 
and  patients  in  the  nation.  The  AAAA 
actively  represents  their  interests  on  a 
national  level  before  Congress,  the 
administration,  federal  agencies,  and  key 
state  level  organizations.  At  the  federal 
level,  the  AMA  has  developed  one  of  the 
most  effective  grassroots  networks  in  the 
nation.  The  AAAA  relies  heavily  on  active 
physicians  who  articulate  its  positions  on 
key  issues  better  than  anyone. 

During  the  current  Congressional  bud- 
get reconciliation  process,  the  AAAA  has 
been  actively  lobbying  Congress  and  the 
Clinton  administration  on  a myriad  of 
issues,  including:  transforming  Medicare 
through  enhanced  choice  for  beneficia- 
ries, strengthening  the  existing  medical 
savings  account  pilot  project,  working  to 
ensure  that  HCFA  is  instructed  to  develop 
a reasonable  and  valid  basis  for  deter- 
mining practice  expenses,  promoting 
managed  care  fairness/patient  protection 


provisions,  promoting  provider-sponsored 
organizations,  making  fraud  and  abuse 
provisions  fair  and  consistent,  promoting 
liability  reform,  promoting  expansion  of 
health  care  coverage  for  uninsured  chil- 
dren, and  other  important  issues. 

Partnering  with  state  medical  societies 
to  maximize  value  for  members.  The 
AMA  is  committed  to  providing  optimal 
value  to  its  members,  many  of  whom 
belong  to  their  state  society,  specialty  soci- 
ety, and  the  AMA.  Through  effective  part- 
nerships, the  AAAA  is  in  the  process  of 
redefining  its  relationship  with  these  orga- 
nizations in  a manner  that  will  make  dues 
dollars  go  farther  and  make  each  organi- 
zation more  effective  and  efficient.  Three 
activities,  including  the  Advocacy 
Resource  Center,  the  Office  of 
Representation,  and  the  AMA  Litigation 
Center,  illustrate  the  AMA's  commitment  to 
strengthening  partnerships  with  compo- 
nent medical  societies. 

The  new  Advocacy  Resource 
Center  (ARC)  is  promoting  a closer  rela- 
tionship between  the  AMA  and  the  state 
societies  on  advocacy  efforts.  Through 
ARC,  the  AMA  will  provide  member  med- 
ical societies  with  advocacy  support  ser- 
vices and  materials  that  will  enhance  their 
efforts  and  reduce  costs.  By  creating 
partnerships  with  the  state  society  mem- 
bers, ARC  also  will  provide  a more 
strategic  approach  to  organized  medi- 
cine's national  advocacy  campaigns  on 
behalf  of  physicians  and  patients. 

The  AAAA's  Office  of  Represent- 
ation is  an  outgrowth  of  ARC,  through 
which  the  AAAA  will  partner  with  local 
medical  societies  to  effectively  represent 
physicians'  interests  in  the  private  sector. 
AAAA  attorneys  are  working  with  labor 
experts  to  establish  an  effective  program 
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for  advocating  on  behalf  of  physicians. 
The  AAAA  plans  will  provide  state  and 
county  medical  societies  with  information 
and  tools  for  negotiating  with  health  plans 
in  areas  including  clinical  decision  mak- 
ing, quality  assurance,  "hassle" 
factor/administrative  issues,  physician 
input  into  health  plan  decision  making, 
and  issues  relating  to  contracting. 

The  Litigation  Center  is  a partner- 
ship between  the  AAAA  and  over  40  state 
medical  societies,  including  MSNJ.  The 
Litigation  Center  pursues  litigation  in  a tar- 
geted manner  on  issues  of  utmost  impor- 
tance to  physicians  and  patients.  The 
Litigation  Center  has  been  involved  in 
failure  of  managed  care  organizations  to 
provide  due  process  for  physicians  on 
deselection  decisions;  inappropriate  state 
reimbursement  for  treating  Medicaid- 
Medicare  "dual  eligibles"  at  the 
Medicaid  rate;  and  a challenge  to  ERISA 
pre-emption  of  medical  negligence  claims 
against  managed  care  organizations  that 
interfere  with  medical  decision  making. 

Promoting  the  public  health.  A primary 
focus  for  the  AAAA  continues  to  be  improv- 
ing public  health  through  a combination 
of  public  and  private  sector  advocacy, 
education  for  physicians,  and  public  rela- 
tions. For  example,  the  AMA  has  long 
been  a leader  of  the  anti-tobacco  move- 
ment. Recently,  the  AMA  has  stepped  up 
these  efforts  through  a major  public  rela- 
tions campaign  featuring  the  Extinguisher, 
a cartoon  superhero  who  visits  with  chil- 
dren's groups  to  teach  them  about  the 
dangers  of  smoking.  Other  anti-tobacco 
activities  include  our  active  role  in  the  set- 
tlement negotiations  with  the  tobacco 
industry  to  ensure  that  public  health  is  pro- 
tected; and  the  Smokeless  States  pro- 
gram, which  is  a joint  AMA-The  Robert 


Wood  Johnson  Foundation  effort  that  is 
being  administered  in  30  states.  Also  on 
the  public  health  front,  we  have  been 
involved  in  several  anti-violence  initiatives 
and  have  called  on  the  medical  profes- 
sion to  strengthen  its  vigilance  in  screen- 
ing patients  for  domestic  violence. 


The  AAAA  also  is  a leader  in  promoting 
quality  end-of-life  care  for  patients.  Our 
new  grant-funded  program,  Compas- 
sionate Competent  Care,  is  aimed  at 
educating  physicians  on  how  to  improve 
end-of-life  care.  Specifically,  the  program 
will  teach  physicians  how  to  integrate 
advance  directive  planning  into  routine 
patient  care  activities. 

Setting  standards  for  the  profession.  In 
close  collaboration  with  medical  special- 
ty, state,  and  local  medical  societies,  the 
AAAA  has  continued  rapid  development  of 
the  American  Medical  Accredita- 
tion Program  (AAAAP),  which  is  a 
major  initiative  designed  to  accredit 
physicians.  The  AAAA  expects  to  imple- 
ment the  program  on  a state-by-state 
basis.  New  Jersey  is  one  of  the  initial 
states  in  which  AAAAP  will  be  introduced. 

The  National  Patient  Safety 
Foundation  at  the  AAAA  is  leading  a 
national  patient  safety  movement  to 
reduce  errors  in  health  care  delivery.  This 
Foundation  will  fund  research  and  devel- 
op practical  tools  to  reduce  errors  that 
contribute  to  avoidable  patient  injuries. 
The  Foundation  also  plans  to  become  a 
clearinghouse  and  dissemination  vehicle 
for  research  findings,  information  "best 
practices"  protocols,  and  preventive  tools. 


P.  John  Seward,  MD 
Executive  Vice-President, 
AMA 
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Fas  t Facts 

Princeton  Insurance  Company 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 
insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 


together  rank  as  the 
nation's  eleventh- 
largest  medical 
malpractice  insurer. 


with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


More  Benefits 
of  Princeton 
Protection 

In  addition  to  a strong 
defense  against 
meritless  claims,  we 
offer  professional 
liability  policyholders: 

♦ Preferred  prices  for 
physicians  with 
favorable  claims 
experience. 

♦ Premium  discounts 
for  doctors  in  their 
first  and  second  year 
of  practice,  and  those 
who  work  part-time. 


Surplus*  Growth 


The  difference  between  assets  and  liabilities,  surplus  provides  a 
cushion  against  large,  unanticipated  financial  losses. 


Policyholders 

In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  in  the 
New  Jersey  courts.  In 
all,  we  managed  1,212 
cases  last  year,  1,140  of 
which  were  favorably 
disposed  through 
dismissal,  summary 
judgment,  or  a trial 


Win  Most  Court  Cases 


that  resulted  in  a 
defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 
have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 
settlement.  Our 
approach  serves 


policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


♦ A discount  on  the 
Princeton  Office 
Package  policy. 

♦ An  optional, 
competitively  priced 
workers'  compensa- 
tion insurance  policy. 


I 1 

fYES!  I'd  like  more  information  on  the  I 

following: 

□ Professional  liability  insurance 
□ Workers'  compensation  insurance  j 

□ Princeton  Office  Package  policy 

| Name: j 

j Specialty: j 


j Address: 


How  to  Reach  Us 

746  Alexander  Road  Visit  us  on  the  Internet  at: 

I Princeton,  NJ  08540  http://www.pinsco.com 

(800)  433-0157 
(609)  452-9404 


| City: | 

State,  Zip: j 

Phone  Number:  ( ) | 

Fax  Number:  ( ) | 

Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 
P.0.  Box  5322,  Princeton,  NJ  08543-5322  I 

i 
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T.  Rowe  Price  Summit  Funds 

THE  ROAD  TO  HIGHER  YIELDS 
IS  PAVED  WITH  LOWER  EXPENSES 


T.  Rowe  Price 
Summit  Funds 

Give  your  money  more  earning 
power  with  Summit  Funds:  six 
no-load,  tax-exempt,  and  taxable 
bond  and  money  market  funds 
that  offer  investors  an  opportu- 
nity to  earn  more. 

High  yields  and 
lower  expenses 
A $25,000  minimum  initial 
investment  per  fund  is  the  rea- 
son you  pay  less  in  expenses. 
Summit  Funds'  higher  account 
balances  help  us  manage  more 
cost-effectively  and  keep  fees 
low.  In  fact,  Summit  Funds'  fees 
are  substantially  lower  than  the 
average  cost  of  comparable  fixed 
income  mutual  funds*  All 
things  being  equal,  lower 
expenses  can  provide  higher 
yields  and  help  you  keep  more 
of  what  your  money  earns.  Of 
course,  yield  and  share  price  will 
fluctuate  with  interest  rate 
changes.  Past  performance  can- 
not guarantee  future  results. 

Free  check  writing.**  No  sales 
charges  of  any  kind. 


SUMMIT 
INCOME  FUNDS 


SUMMIT  x 
CASH  RESERVES^! 


Current  7-day  yield  as  of  7/11/97: 

5.27% 

Objective:  Preserve  capital  and 
provide  liquidity 
Invests  in:  High-quality 

money  market  securities 


SUMMIT 

LIMITED-TERM  BOND 


Current  30-day  yield  as  of  7/6/97: 

6.16% 

AVERAGE  ANNUAL  RETURNS ;t 
l-year:  6.72% 

Since  inception  (10/29/93):  4.18% 
Objective:  High  level  of  current  income 
Invests  in:  Investment-grade 
corporate  bonds 


SUMMIT 

GNMA 


Current  30-day  yield  as  of  7/6/97: 

6.79% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  8.82% 

Since  inception  (10/29/93):  6.21% 
Objective:  Highest  possible 
current  income 

Invests  in:  High-quality,  government 
mortgage-backed  securities 


SUMMIT 

MUNICIPAL  FUNDS 

All  exempt  from  federal  income  taxes*** 


SUMMIT  MUNICIPAL 
MONEY  MARKET** 


Current  7-day  yield  as  of  7/11/97: 

3.32% 

Objective:  Capital  preservation 
and  liquidity 

Invests  in:  High-quality  municipal 
money  market  securities 


SUMMIT 

MUNICIPAL  INTERMEDIATE 


Tax-equivalent  yield  36%  tax  rate: 

6.78% 

Current  30-day  yield  as  of  7/6/97: 

4.34% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  7.69% 

Since  inception  (10/29/93):  5.73% 
Objective:  High  income 
Invests  in:  Investment-grade  municipals 


SUMMIT 

MUNICIPAL  INCOME 


Tax-equivalent  yield  36%  tax  rate: 

8.23% 

Current  30-day  yield  as  of  7/6/97: 

5.27% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  9.77% 

Since  inception  (10/29/93):  6.00% 
Objective:  Highest  possible  income 
Invests  in:  Long-term,  investment-grade 
municipals 


Call  24  hours  for  a free 
report  and  prospectus 

1-800-341-0033 


Invest  With  Confidence 

T.Rowe  Price 


m 

•Ik 


iverage  annual  returns  are  for  the  periods  ended  6/30/97  and  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  return  and  principal  value 
11  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase. 

figures  are  for  Taxable  Money  Market,  Short-Term  Corporate,  GNMA,  Municipal  Money  Market,  Municipal  Intermediate,  and  Municipal  General  Bond  Fund  categories,  respectively  as  of 
30/97.  Source:  Upper  Analytical  Services,  Inc.  * *$500  minimum.  ***Some  income  may  be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  Read  the  prospectus 
trefully  before  investing. 

FThese  funds  are  neither  insured  nor  guaranteed  by  the  U.S.  government,  and  there  is  no  assurance  that  they  will  be  able  to  maintain  a stable  $ 1 .00  net  asset  value. 

cRowe  Price  Investment  Services,  Inc.,  Distributor.  SUM037443 
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MSNJ's  expert  panel  on  late-term  abortion 

By  Anthony  P.  Caggiano,  Jr,  MD;  Paul  W.  Armstrong,  JD,  LLM 

HEALTH  CARE  FEATURE 
One  breath  at  a time:  Treating  asthma 
By  Diane  Haring  Cornell 

CLINICAL  REPORT 
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By  Julie  K.  Timins,  MD 

PUBLIC  HEALTH  ADVANCES 
Kids  having  kids:  The  teen  birth  rate 
By  Sheila  Smith  Noonan 

PUBLIC  HEALTH  ADVANCES 

New  Jersey's  Clinical  Laboratory  Improvement  Service 

By  Rose  Ann  La  Fisca 

COMPUTERS  IN  MEDICINE 
Patient  privacy  in  the  electronic  age 
By  Eric  J.  Lerner 


Controlling  asthma  i; 
the  hands  of  both 


physician  and  the  patie 
Asthma  is  a chronic  cor 
tion  that  patients  have 
deal  with  every  day.  1 
story  begins  on  page  3 
Cover:  © Conrad  Gloo 


LEGAL  FEATURE 

PIP  21 -day  rule  adds  to  physicians'  burdens 
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By  Larry  Downs 
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IF  CALIGOR  CAN'T 
CUT  YOUR  COSTS 


WE'LL 

PUT 

$100  IN 

YOUR 

POCKET! 


Caligor  is  so  confident  we  can  make  your  operation  more 
cost-efficient  that  we'll  put  $ 1 00  in  your  pocket,  if  we  can't 
...  guaranteed. 

• Free  analysis  of  your  medical  needs  and  operation. 

• Programs  that  will  cut  your  cost  on  ordering  and  maintaining  inventory. 

• Big  savings  on  over  56,000  medical  and  office  supplies. 

• In-office  laboratory  equipment  and  programs  to  turn  your  out-of-office 
expenditures  into  new  revenue. 

CALIGOR'S  $100  GUARANTEE.  IT'S  LIKE  MONEY  IN  YOUR  POCKET. 


/ Caligcr 

Physicians  & Hospital  Supply 

ONE  SOURCE. 
ONE  SOLUTION. 

For  more  information  call: 

(800)  225-9906  ext.  999 
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New  Jersey  Medicine 


Oath  of  office 

On  June  6,  1 976,  after  four 
years  of  study  I graduated 
from  the  Philadelphia  College 
of  Osteopathic  Medicine,  one 
of  the  happiest  days  of  my  life. 
The  ceremony  concluded  with 
my  class  reciting  the  osteo- 
pathic oath,  enumerating  the 
duties  and  responsibilities  of 
the  osteopathic  physician  as 
first  pronounced  by  our 
founder.  Dr.  Andrew  Taylor 
Still,  in  the  latter  half  of  the 
1 9th  century.  As  we 
approach  the  beginning  of  the 
2 1 st  century,  it  appears  a new 
oath  must  be  developed  to 
reflect  accurately  the  changes 
that  have  taken  place  in  medi- 
cine during  the  intervening 
years. 

• I do  hereby  affirm  my  loy- 
alty to  the  managed  care 
organization  (MCO)  with 
whom  I am  about  to  sign  a 
contract.  I will  be  mindful 
always  of  my  great  responsi- 
bility to  preserve  the  financial 
interests  of  the  MCO,  and  its 
CEO,  board  of  directors,  and 
stockholders  in  order  to  contin- 
ue to  care  for  its  subscribers; 
to  temper  my  speech  about  its 
policies  regardless  of  how  I 
feel  about  them;  to  uphold  the 
terms  of  the  contract  to  which  I 
will  affix  my  signature  with 
scrupulous  honor  and  fidelity 
though  I may  be  sued  for 


doing  so;  to  perform  faithfully 
my  professional  duties  employ- 
ing only  those  methods  of 
treatment  with  which  it 
approves  in  order  to  practice 
only  cost-effective  medicine 
keeping  in  mind  that  its  profit 
margin  must  be  maintained  at 
all  costs. 

• I will  be  ever  vigilant  in 
aiding  the  general  welfare  of 
the  community  by  administer- 
ing the  requisite  number  of  flu 
shots,  pneumonia  shots,  and 
cholesterol  tests  so  that  my 
provider  profile  will  not  in  any 
way  bring  shame  or  discredit 
upon  the  MCO  in  negotiations 
with  corporations  in  order  to 
maintain  its  share  of  the  health 
care  market. 

• I will  give  no  drugs  for 
deadly  purposes  though  it  be 
asked  of  me  unless  they  are 
on  the  MCO  pharmaceutical 
formulary. 


• I will  endeavor  to  work 
with  MCO  medical  directors  in 
a spirit  of  progressive  cooper- 
ation and  never  by  word  or 
act  cast  imputation  upon  them 
or  their  decision  making  prac- 
tices when  pre-authorizations 
for  subscriber  services  are 
denied. 

• I will  look  with  respect 
and  esteem  upon  all  those 
who  have  taught  me  my  art 
because  they  used  to  practice 
medicine  in  "the  good  old 
days." 

• To  my  college,  I will  be 
loyal  and  strive  always  for  its 
best  interests  but  only  if  it  is  on 
the  list  of  participating  institu- 
tions. 


• To  the  students  who  will 
come  after  me,  I offer  this 
piece  of  advice:  Read  the  fine 
print.  ___ 

Miles  A.  Brumberg,  DO  |^j| 


Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368),  e-mail 
(info@MSNJ.org),  or  mail  your  letter  to  New  Jersey  MEDICINE, 
Two  Princess  Road,  Lawrenceville  NJ  08648.  Letters  should  be 
typed  and  double-spaced  and  should  be  no  longer  than  400 
words  with  up  to  4 references,  if  necessary.  Include  your  full 
name,  affiliation,  address,  and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief 
and  are  subject  to  editing  and  abridgment.  Letters  may  be  pub- 
lished on  MSNJ’s  web  site,  http://www.msnj.org.  Financial  asso- 
ciations or  other  possible  conflicts  of  interest  must  be  disclosed. 
Letters  represent  the  opinions  of  the  authors. 
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To  recognize  the  top  newsmaker 
in  the  state 


New  Jersey  MEDICINE  announces  competition 
for  the  1997  Person  of  the  Year.  This 
recognition  acknowledges  a prominent 
newsmaker  who  has  effected  change  in  the 
health  care  community  in  the  Garden  State. 


The  Person  of  the  Year  will  be  featured  in  the  cover  story  of 
the  December  issue  of  New  Jersey  MEDICINE. 

Please  complete  the  form  below  and  FAX  it  or  mail  it  along 
with  your  100-word  statement  explaining  why  this  person 
should  be  selected  to: 

New  Jersey  MEDICINE,  Two  Princess  Rd., 
Lawrenceville  NJ  08648,  FAX:  609/896-1368 

Nominations  must  be  received  on  or  before 


I hereby  nominate  the  following  individual  for  1997  Person  of  the  Year: 

Name  

Title/Position  

Company/Organization  

Address  

City  State  Zip  

Telephone  FAX  

Nominator’s  signature  Nominator’s  name  (please  print) 

Telephone  and  FAX 

New  Jersey  Medicine  Two  Princess  Rd.,  Lawrenceville  NJ  08648  609/896-1766  (FAX)  609/896-1368 


We  welcome  your  nomination. 


October  1,  1997. 
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EWSMAKERS 


State  epidemiologist 

Herman  M Ellis,  MD,  will 
bring  his  wide  range  of  medical 
experience  in  business,  teaching, 
and  the  military  with  him  to  his 
new  position  as  the  state  epidemi- 
ologist/assistant commissioner  of 
the  Division  of  Communicable  Diseases.  Ellis's 
work  experience  includes  executive  vice-president 
and  chief  medical  officer  at  Workers  Comp 
Management,  and  corporate  medical  director  at 
Rohm  and  Haas  Company.  Ellis  is  affiliated  with 
the  United  States  Olympic  Committee,  supervising 
drug  testing  of  athletes. 


Physician  of  the  year 

Raritan  Bay  Medical  Center  has 
named  Anangur  Swanina- 
than,  MD,  the  Distinguished 
Physician  of  the  Year,  recognizing 
his  outstanding  efforts  in  promoting 
medical  staff,  administration,  and 
Board  of  Directors  solidarity.  Swaninathan  has  been 
affiliated  with  Raritan  Bay  for  15  years.  He  is  a sur- 
geon at  Raritan  Bay  and  vice-president  of  the  med- 
ical staff,  and  served  on  the  Executive  Committee, 
the  Cancer  Committee,  and  the  Quality  Assurance 
Committee.  In  addition,  he  is  a clinical  associate 
professor  at  UMDNJ. 


Herman  M. 
Ellis,  MD 


Anangur 

Swaninathan, 

MD 


Fellowship  program  call  for  nominations 


Each  year,  six  health  professionals  in 
academic  and  community-based  settings 
are  selected  to  spend  a year  at  the  nation's 
capital  to  get  a better  understanding  of  the 
health  policy  process.  The  Robert 
Wood  Johnson  Foundation  Health 
Policy  Fellowships  Program  "seeks 
to  blend  the  practical,  real-world  knowl- 
edge of  the  health  care  system  with  nation- 
al and  local  efforts  about  how  to  improve 


it,"  says  Rush  Russell, 
senior  program  officer  at 
The  Robert  Wood  John- 
son Foundation. 

The  deadline  for  nomi- 
nations is  November  1 9, 

1 997.  For  more  informa- 
tion about  the  program  contact  Marion  Ein 
Lewin  at  202/334-1506,  fax  202/334- 
3862,  or  e-mail  hppf@nas.edu. 


Rush  Russell 


Medicine  & art 

For  years,  the  AMA  has  featured  reproductions 
of  fine  art  on  its  covers  of  The  Journal  of  the 
American  Medical  Association  (JAMA).  Now  read- 
ers can  enjoy  a collection  of  treasured  artwork, 

The  Art  of  JAMA  One  Hundred  Covers 
and  Essays  from  The  Journal  of  the 
American  Medical  Association.  To  order  a 
copy,  call  800/621-8335. 


Nurses  of  distinction 

Morton  Samuels  Awards  for  Excellence  in 
Nursing  were  presented  to  Patricia  Betz-Primer, 
RN  (Burn  Step  Down  Unit);  Grace  Brunner, 
BSN,  RN  (Renal  Unit);  Joy  Fey,  BSN,  RN  (Medi- 
cal Surgical  Unit  4200);  Evelyn  Meade,  RN 
(Labor  and  Delivery);  Antonia  M.  Reo,  BSN,  RN 
(Short  Stay  Surgical  Unit);  and  Ginelle  Veen- 
huizen,  BSN,  RN  (Neonatal  Intensive  Care  Unit). 

continued  on  page  12 
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what  if 

you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 

BlueCross  BlueShield 
of  New  Jersey 


a 


If  you’re  an  individual  or  If  you  run  a small  business, 

have  a family  to  support,  choose  from: 

choose  from: 


• Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$A  BlueSM  plan 
with  its  tax  advantages! 


• HMO^^ 

• HMO Prime 

• Blue  Select™ 

• Blue  Choice® 

• Blue  Choice  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


INDIVIDUAL  & 
SMALL  EMPLOYER 
DIVISION 


Ask  us  for  a free 
copy  of  the  SEH 
Buyer’s  Guide. 


Call  Blue  Cross  and  Blue  Shield  of  New  Jersey 
for  complete  details  on  these  endorsed  plans  for 


members: 

MSNJ 


1-800-682-7694  (8:30  &m.-5:00  p.m.,  Monday-Friday) 


® and  SM  Registered  Marks  and  Service  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  Association  of  Independent  Blue  Cross  and  Blue  Shield  Plans.  Blue  Cross  and  Blue  Shield  of  New  Jersey  and 
HMO  Blue  are  Independent  Licensees  of  the  Blue  Cross  and  Blue  Shield  Association.  HMO  Blue  Is  a subsidiary  of  Blue  Cross  and  Blue  Shield  of  New  Jersey. 
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continued  from  page  10 

People  in  the  news 

The  New  Jersey  Senate 
approved  the  nomination  of 

Harold  L.  Colburn,  MD,  of 

Mount  Laurel  as  a member  of 
the  Health  Care  Administration 
Board. 

John  Zhang, 

MD,  PhD,  joins 
the  Deborah  Re- 
search Institute,  in 
Browns  Mills,  as  a 
research  scientist. 

Karen  M. 

O'Keefe,  RN, 

MS,  CHE  was  pro- 
moted to  senior  vice- 
president  of  Patient 
Care  Services  at 
Jersey  City  Medical 
Center. 

Patricia  B Ora 
pall©  has  been 
named  vice-president 
of  clinical  services  at 
AtlantiCare  Beha- 
vioral Health. 

Pascale  Ba- 
stien,  MD,  has 
joined  the  pedi- 
atrics department 
of  Mercer  Medical 
Center. 

Shyan  Sun,  MD,  director 
of  neonatology  at  Saint 
Barnabas  Medical  Center,  was 
honored  for  his  achievements 
by  the  New  Jersey 
Neonatal  Society. 

Jamie  Robert 
Wisser,  MD,  now  is 
affiliated  with  Mercer 
Medical  Center's  plas- 
tic and  reconstructive 
Wisser,  MD  surgery  division. 


Pascale 
Bastien,  MD 


Karen  M. 
O'Keefe,  RN, 
/VIS,  CHE 


John  Zhang, 
MD,  PhD 


AMA  picks  first  female  president 


Nancy  W.  Dickey,  MD,  will 
become  the  first  woman  president  of 
the  American  Medical  Association 
(AMA)  when  she  begins  her  term  in 
June  1 998.  A family  practitioner  from 
Texas,  Dickey  is  known  as  "very 
bright,  compassionate,  tough  as 
nails.  A good  advocate  for  her  posi- 
tions. She  can  get  right  to  the  core  of 
issues,"  according  to  Richard  F. 
Corlin,  MD,  speaker  of  the  AMA 
House  of  Delegates. 


Nancy  W. 
Dickey,  MD 


Applause  for  the  winner 


Atlantic  City  Medical  Center's  Tender  Lov- 
ing Cuddler  (TLC)  program  was  awarded  the 
1997  Applause  Award.  The  award  is  presented 
by  the  New  Jersey  Hospital  Association  to  rec- 
ognize an  outstanding  hospital  volunteer  pro- 
gram. Carol  Bubeck,  director  of  volunteers,  said 
that  TLC  trains  volunteers  to  complement  profes- 
sional nursing  roles  by  providing  a warm  and 
nurturing  experience  for  newborns  and  infants  at 
the  medical  center. 


Carol  Bubeck 


A boost  for  generalists 

In  an  effort  to  increase  the  number  of  generalist  physicians — and 
increase  access  to  primary  care — The 
Robert  Wood  Johnson  Foundation,  in 

Princeton,  has  awarded  almost  $3  million  in 
grants  under  the  fifth  round  of  funding  of  the 
Foundation's  Generalist  Physician  Faculty 
Scholars  Program. 

Selected  medical  schools  each  received  up 
to  $240,000  for  four  years  to  support  one 
outstanding  junior  faculty  member  in  family 
medicine,  general  pediatrics,  or  general  internal  medicine.  The 
scholars  will  serve  as  role  models  and  mentors  for  medical  stu-  PWff* 
dents  considering  careers  as  generalist  physicians. 
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Lowest  Premiums  for  Quality 
Malpractice  Insurance 

The  Joseph  A.  Britton  Agency  can  help  make  it  happen. 
If  you  are  a preferred  risk1,  you  can  qualify  for  preferred 
rates2.  Compare  these  annual  premiums  at  occurrence 
limits  of  $ 1 ,000,000/$3,000,000: 


• anesthesiologists  $ 9,524 

• general  surgeons  $18,453 

• internists  $ 5,331 

• ob-gyns  $34,068 

• occupational  medicine  $ 2,771 

• plastic  surgeons  $18,453 

• psychiatrists  w/ect  $ 2,937 

• urologists  $11,993 


With  over  25  years  experience,  the  Britton  Agency  has 
proven  exceptional  in  packaging  malpractice  insurance. 
Our  professional  staff  and  size  assure  you  the  benefits  of 
^specialized,  personal  service  while  offering  you  insurance 
at  the  lowest  cost. 

(Call  today  for  a free  consulation.  Start  saving  tomorrow. 

(3S 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

•Underwriting  approval  required. 

2May  need  groups  of  3 or  more  depending  on  specialty. 


DialThis  One 
Number  for 
Intensive  Office 
Care 


201-763-7394 

Total  Office  Set-ups 
Reorganizing  of  Your  Office 
Hiring  & Training  of  Personnel 
Selling  of  Practices 
Fee  Schedule  Updates 
Billing  & Collections 
ICD  & CPT  Coding  Updates 

Mary  Ann  Hamburger 

ASSOCIATES 


Office  management  not  handled  efficiently,  can  be  the 
post  stressful  part  of  your  practice.  Let  us  handle  it  for  you. 


OUR  TEAM,  OF  LAWYERS  COUNSELS 

HEALTHCARE 

PROVIDERS 

IN  A COMPREHENSIVE  RANGE  OF 
HEALTH  LAW  MATTERS. 


Formation  and  Capitalization 
of  Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary  Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid  Reimbursement 
Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information 
or  a copy  of  our 

New  Jersey  Health  Law  Advisory, 
please  contact 

Alma  L.  Saravia,  Special  Counsel 

5 1 Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher  llp 

A Pennsylvania  Limited  Liability  Partnership 


Cherry  Hill  and  Newark,  New  Jersey 
Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
Wilmington  and  Dover,  Delaware 
New  York,  New  York  ♦ Washington,  D.C. 
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Cancer  care  on  the  net 

In  the  specialty  of 
cancer,  doctors,  med- 
ical personnel,  and 
the  public  searching 
for  cancer  informa- 
tion will  first  want  to 
check  out  these  sites, 
suggest  Robert  Sikor- 
ski,  MD,  PhD,  and  Richard  Peters,  MD,  PhD, 
in  their  article,  “Oncology  ASAP”  (JAMA , May 
14,  1997).  The  National  Cancer  Institute  web 
site  (http://www.nci.nih.gov)  is  their  number 
one  choice.  Also  pay  attention  to  CancerNet 
(http://cancernet.nci.nih.gov);  the  Universi- 
ty of  Pennsylvania’s  OncoLink  (http:// 
oncolink.upenn.edu/);  the  American  Cancer 
Society  (http://  www.cancer.org/);  and  Cancer 
Care,  Inc.  (http://. www.cancercareinc.org/). 
To  review  Sikorski  and  Peter’s  complete  listing 
of  the  best  United  States  cancer  sites,  access 
their  article  from  the  AMAs  web  site 
(http://ama-assn.org) . 

Consumer  health  news 

To  compliment  its  award-winning  web  site, 
the  AMA  has  added  a consumer  web  page  to 
provide  the  public  with  health  and  medical 
news — AMA  Health  Insight.  Get  to  AMA 
Health  Insight  at  http://ama-assn.org.  You’ll 
find  healthy  recipes,  info  on  health  condi- 
tions, and  women’s  and  adolescent’s  health 
sections.  Go  on  a “point  and  click”  tour  of  the 
human  body  or  leam  guidelines  for  basic  first 
aid. 

Web  sites  for  women 

Women  looking  for  web  sites  just  for 
women,  don’t  have  to  search  far  anymore: 
New  Jersey  Association  of  Women  Business 
Owners  (www.womenconnect.com/wlc/ 
community/organization_list/orb2040.html); 
Women’s  Organizations  (www.womenconnect. 
com/wco/orgsndx.html);  Women’s  Resource 
Directory  ( www.  ghgcorp . com/wordweb/) ; 
and  Women’s  Web  (www.womensweb 
magazine,  com/)  are  a few  sites. 


MSNJ  resources 

Want  more  information  about  the 
Medical  Society  of  New  Jersey  (MSNJ)  1 
and  its  programs?  Access  MSNJ’s  web  | 
site  (http://www.  msnj.org)  and  start 
with  the  New  Jersey  “MSNJ  Re- 
sources” option.  Read  the  highlights 
from  the  latest  Board  of  Trustees  meet- 
ing. Find  out  MSNJ’s  position  on  a [ 
number  of  policies  from  medical  waste 
to  routine  AIDS  testing.  Get  the  latest 
member  news.  Explore  MSNJ’s  various 
councils  and  committees.  Leam  about 
the  Physicians’  Health  Program,  a 
resource  for  impaired  physicians. 


Bookmarks 

www.rwjf.org 

Check  out  what’s  going  on  at  The 
Robert  Wood  Johnson 
Foundation,  based  in 
Princeton,  the  nation’s 
largest  philanthropy 
devoted  exclusively  to 
health  and  health  care. 

www.cmhc.com/selfhelp/ 

Maintained  by  the  American  Self-Help 
Clearinghouse,  access  The  Self-Help 
Sourcebook  Online  for  local  groups  in 
New  Jersey,  with  information  on  nation- 
al organizations  and  group  models. 

www.fda.gov 

Access  the  Food  and  Drug  Adminis- 
tration’s site  for  up-to-date  notices  con- 
cerning drugs,  medical  devices,  foods, 
and  cosmetics. 
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Complete  Financing*  For  Your  Medical  Practice 


The  Money  Store 
Is  Behind  You 
All  The  Way 

The  Money  Store®  offers  excellent  terms  on  loans  up  to 
$2,500,000*  for  owner-user  commercial  real  estate,  practice 
acquisition,  equipment,  working  capital  and  more.  Rates  are 
competitive,  application  is  easy  and  the  approval  process  is 
surprisingly  fast. 

Call  The  Money  Store®  first,  and  take  advantage  of  this 
exceptional  financing  opportunity  for  your  medical  practice. 


The  Money  Store* 


America's  Partner  for  Growing  Businesses 

South  Jersey-^  Narozny 
Central  New  Jersey-Don  Dietz 
Northern  New  Jersey-Atf  Toriello 

(800)  722-3066 


* Loan  programs  may  be  offered  by  The  Money  Store  Investment  Corporation  (TMSIC)  or  The  Money  Store  Commercial 
Mortgage,  Inc.  (TMSCMI),  subsidiary  corporations  of  The  Money  Store  Inc.  Loan  terms  and  conditions  may  vary  based 
upon  lending  program,  subsidiary  and  applicant  qualification. 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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Health  Care  in  the  Garden  State 


CONTINUING 

EDUCATION 

Pages  60,  63,  65,  67 

CALENDAR 

Page  64 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


]■ 
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James  Stiles  Todd,  MD 
1931-1997 


My  wife  Sally  and  I had  the  pleasure  of  din- 
ing with  Jim  Todd  and  his  wife  Pat  at  the 
Officer’s  Dinner  on  April  30,  1997,  at  the 
MSNJ  Annual  Meeting.  Jim  looked  a little 
pale,  a bit  tired,  and  a trifle  older  than  when 
we  last  saw  him.  But,  within  eight  weeks,  Jim 
was  gone. 

Most  of  us  know  about  his  recent  activities. 
After  five  years  as  the  American  Medical 
Association  (AMA)  Senior  Deputy  Executive 
Vice-President  (EVP)  and  four  months  as  the 
Acting  EVP,  Jim  was  appointed  the  AMAs 
chief  executive  by  the  Board  of  Trustees  in 
June  1990,  and  he  served  them  and  all  of  us 
with  class  and  distinction  until  a year  ago. 

But  Jim  also  was  a personal  friend,  an  inspi- 
ration, and  a mentor.  He  was  a very  big  fish  in 
a very  big  pond.  If  I developed  into  a medium- 
sized fish  in  a small  pond,  it  was  because  of 
him.  When  first  elected  to  the  MSNJ  Board  of 
Trustees  in  1972,  Jim  was  there  to  steer  me 
and  to  give  advice  in  his  special  insightful  and 
incisive  way.  When  slots  opened  in  the  New 
Jersey  delegation  to  the  AMA  because  of 
increased  membership,  Jim  was  elected  as  a 
delegate  and  I was  his  alternate.  (Of  course,  he 
almost  immediately  became  the  head  of  the 
delegation.  And  1 was  happy  to  be  in  the  dele- 
gation when  he  was  elected  to  the  AMA  Board 
of  Trustees  and  was  later  named  Senior 
Deputy  EVP)  He  served  five  years  as  chair  of 


the  MSNJ  board,  and  in  that  ca- 
pacity urged  me  in  1979  to  run 
for  second  vice-president.  Who 
could  refuse  him?  Then,  when 
given  the  opportunity,  I became  a 
member  of  the  board  of  New 
Jersey  State  Medical  Underwrit- 
ers, the  management  arm  of  MIIX,  to  serve 
under  the  chair  of  that  body,  Jim  Todd,  who 
had  been  a pivotal  figure  in  the  establishment 
of  both  MIIX  and  of  the  Physician  Insurers 
Association  of  America. 

Jim  was  a multifaceted  talent.  He  had  a dev-  KB 

Bfc 

astating  rapier-like  wit,  although  it  was  not 
used  to  cut  up  others.  I’ll  never  forget  the 
introduction  he  gave  for  Frank  Begin,  a Bergen 
County  urologist,  who  became  the  183th  pres- 
ident of  MSNJ.  Jim  pointed  out  the  tremen- 
dous  advantage  Frank  would  have  in  focusing 
on  the  problems  of  the  society  because  the 
years  he  spent  looking  through  a cystoscope 
had  given  him  tunnel  vision. 

Ik 

The  AMA  issued  a memorial  to  Jim  on  June 
25.  He  was  called  a surgeon,  an  ethicist,  a 
visionary,  and  an  eloquent  orator  who  had 
established  the  AMA  (and  himself)  as  the 
voice  of  medicine,  who  “articulated  the  pro-  j|| 
fession’s  prescription  for  the  future  with  com- 
mon sense  and  a recognition  that  the  status 
quo  was  no  longer  acceptable.”  Daniel  H. 
Johnson,  Jr,  AMA  president  from  Metairie, 
Louisiana,  said,  “Jim  was  the  rarest  of  human  feiL- 


Howard  D.  Slobodien , MD 
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EDITOR’S 


DESK 


There  often  seems  to  he  a playfulness  to  wise  people,  as  if  either  their  equanimity  has 
as  its  source  this  playfulness  or  the  playfulness  flows  from  the  equanimity;  and  they  can 
persuade  other  people  who  are  in  a state  of  agitation  to  calm  down  and  manage  a smile. 

Edward  Hoagland,  Other  Lives,  1973 


spirits,  who  was  able  to  lead  with  warmth  and 
persuade  with  a smile.  He  did  not  have  to 
demand  your  respect  because  everything 
about  him — from  the  sharpness  of  his  mind  to 
the  twinkle  in  his  eye — led  you  toward  his 
ideas;  and  his  ideas  helped  lead  medicine  to 
where  it  needed  to  be  ...  . When  the  history 
of  the  AMA  is  written,  Jim  Todd  will  have  a 
unique  and  very  esteemed 
place  among  the  great  insti- 
tution’s greatest  accomplish- 
ments. History,  known  to 
choose  its  players  very  care- 
fully, will  make  no  better 
selection  than  Jim  Todd.” 

Jim  was  focused  and  con- 
sistent. In  1991,  in  an  inter- 
view by  Dennis  Breo  in  The 
Journal  of  the  American 
Medical  Association  (JAMA), 
he  said,  “The  medical  pro- 
fession is  at  a crossroads.” 

He  had  great  concerns  about  “the  failure  of 
collective  action  by  doctors  when  they  are 
threatened  ....  Doctors  are  marvelous  indi- 
vidualists ...  but  this  trait  also  can  work 
against  collective  actions.”  In  1996,  Jim  wrote 
a commentary  in  JAMA,  saying  there  were 
three  forces  affecting  us,  the  third  of  which 
“worries  me  more  than  anything  else  ....  I’m 
talking  about  the  loss  of  collegiality  among 
physicians  . . . Collegiality  is  the  hallmark  of 
professionalism.”  But  these  same  thoughts 
were  expressed  long  before  he  took  residence 
at  the  AMA.  On  June  5,  1976,  speaking  as 
chair  of  the  MSNJ  Board  of  Trustees  at  anoth- 
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er  Officer’s  Dinner  in  Cherry  Hill,  he  said  “You 
know  we  as  physicians  have  a peculiar  trait 
and  that  is  our  individuality  ....  How  easy  it 
is  to  forget  that  we  are  basically  physicians, 
with  basically  common  interests  and  goals.” 

His  basic  philosophy  was  clearly  depicted 
in  another  portion  of  his  1996  commentary: 
“Whoever  said  that  being  a physician  was 
meant  to  be  easy  or  secure? 

It  never  was,  and  it  never 
will  be.  But  whatever  our  tri- 
als and  tribulations,  and 
there  are  many,  never  should 
we  forget  that  this  is  the 
most  exacting,  the  most 
exciting,  the  most  rewarding 
profession  there  is.  We 
should  be  proud  to  be  a part 
of  it,  and  we  should  be  will- 
ing to  sacrifice  for  it.  My  col- 
leagues, be  not  cast  down. 
Hold  your  heads  high.  There  is  no  one  in 
America  more  important  to  the  people  of 
America  than  you — the  physicians  of 
America.  I have  always  been  proud  to  be  a 
part  of  it  all,  and  I’ve  always  been  proud  to  be 
part  of  all  this,  with  you.” 

We  also  have  been  proud  of  you,  Jim,  and 
will  miss  you  terribly.  So  will  Kendall  and  Pat, 
whose  loss  is  even  greater  than  ours,  and  to 
whom  we  send  our  deepest  sympathy  and 
regrets. 

Goodbye,  old  friend.  God  be  with  you. 

Howard  D.  Slobodien,  MD  IMI 


Stuart  M.  Hochron,  M.D.,  Esq. 


Physician  Legal  Representation 

• Group  Practice  Formation 

• Physician  Litigation 

• Federal  Regulation 

• Board  of  Medical  Examiners 


Practicing  Physician,  Twenty  Years 
Clinical  Professor,  UMDNJ-RWJMS 
Research  as  Highlighted  on  CNN 
AMA  Physician  Referral  Service 
Partner,  Richmond,  Hochron  & Burns 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


phone:  (732)  821-0200  fax:  (732)  422-9444  e-mail:  MDLAWSMH@aol.com 

209  North  Center  Drive  North  Brunswick,  New  Jersey  08902 
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Consultants 


Dear  Doctor: 

Yes  - It  is  Finally  here!  Looking  For  Quick  Cash  Turn 
Around  on  your  Medical  Claims  without  The  Hassle  of 
Dealing  with  Insurance  Carriers?  Want  your  claims 
Paid  in  14  Days? 


Call  Mike  Day,  609-875-5370  OR  800-700-1659,  Code  63 
4 Shoppers  Lane,  Suite  255,  Turnersville,  NJ  08012 

WE  CAN  HELP  YOU... 

WITH  ELECTIONIC  MEDICAL  CLAIMS 
PROCESSING 

* Low  Cost  * Efficient  Service  * Same  Day  Claims  Pick-up 

We  work  yvith  your  existing  staff. 


R.  MARTIN  0LIVERAS,  J.D.  & M.D. 

Registered  Patent  Attorney  & Physician 

MEDICAL,  SURGICAL  & 
BIO-TECHNOLOGY  INVENTIONS 
PATENTING  AND  MARKETING 

(201)  866-5980  FAX  (201)  866-5899 

Offices  in  New  Jersey  and  New  York 

N.J.  BAR  1972  PATENT  BAR  1972  N.Y.  BAR  1974 


Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 

• Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


-nottS 


1-800-TOYOTA-6 
1-800- HUMMER- 8 


Shop  by  phone. 


Delivery  to  your  home 
or  office  - call  for  info. 
Trade-ins  bought  by  phone. 
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SPOTLIGHT 


Interview  with 
Paul  E.  Wallner,  DO 


A radiation  oncologist, 
Paul  E.  Wallner,  DO,  is 
chief,  Department  of 
Radiation  Oncology, 
Cooper  Hospital/ 

University  Medical  Center. 
Wallner  is  a consultant  to 
the  West  Jersey  and 
Kennedy  Memorial 
Hospital  Systems,  and 
Rancocas,  Our  Lady  of 
Lourdes,  Underwood, 
Millville,  and  Salem 
Hospitals.  He  is  a 
member  of  the  MSNJ 
Council  on 

Communications;  vice- 
chair, MSNJ  Council  on 
Public  Health;  and  chair 
of  the  New  Jersey 
Breathes  Coalition. 

Q.  As  chair  what  functions 
does  New  Jersey  Breathes 
Coalition  serve? 

A.  After  three  years  of 
work,  the  New  Jersey  Breathes 
Coalition  is  involved  in 
educational  outreach  and 
behavior  modification. 

Q.  How  is  the  New  Jersey 
Breathes  Coalition  involved 
with  anti-smoking? 
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A.  We  are  involved  in  a 
variety  of  programs.  We  work 
with  the  New  Jersey  Nets  on 
tobacco  control  projects  and 
with  the  American  Heart  and 
Lung  Associations,  the 
American  Cancer  Society,  and 
the  New  Jersey  Department  of 
Health  and  Senior  Services 
(DHSS).  As  an  example,  New 
Jersey  GASP  has  risen  to  the 
forefront  in  legislative  and 
lobbying  activities.  The 
Medical  Society  of  New  Jersey 
(MSNJ)  has  provided  in-kind 
support  in  lobbying  activities, 
because  it  was  not 
appropriate  to  lobby  with 
funds  from  The  Robert  Wood 
Johnson  Foundation.  DHSS 
has  been  very  involved  in 
some  of  the  public  health, 
community,  and  educational 
issues,  as  has  the  American 
Cancer  Society.  We've  also 
funded  mini-grants  to 
community  organizations  and 
schools  that  have  designed 
effective  tobacco  education 
programs. 

Q.  Where  should  the  anti- 
tobacco forces  be  focusing 
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their  efforts?  Some  people 
argue  now  that  the  best  thing 
to  do  is  to  raise  the  cigarette 
tax. 

A.  Well,  I think  that's  the 
most  effective  approach  in  the 
short  term,  since  we  are  not 
prepared  to  reinvent  the 
Volstead  Act  and  have 
prohibition.  As  a society  we 
generally  are  going  to  accept 
the  fact  that  there  is  a certain 
level  of  personal  choice.  The 
issue  then  becomes  that  most 
people  start  smoking  as 
children,  and  that  as  a society 
we  protect  children  from  a lot 
of  things.  We  decide  when 
they  can  drive  cars,  when  they 
can  consume  alcohol,  and 
how  long  they  should  go  to 
school. 

For  the  young,  tobacco  is  a 
cost-sensitive  product  and  all 
countries  in  the  civilized  world 
have  recognized  this  except 
the  United  States.  So  by  virtue 
of  the  fact  that  we  have  the 
lowest  tax  per  pack  on 
cigarettes,  we  are  indirectly 
subsidizing  their  use.  In 
Canada,  Australia,  and  most 


European  countries,  cigarette 
taxes  are  two  to  four  times 
what  they  are  in  this  country. 

Q.  We're  speaking  at  a 
propitious  time  in  terms  of  the 
tobacco  issue  because  the  two 
sides  seem  to  be  sitting  down 
at  the  table.  The  tobacco 
industry  is  apparently  willing, 
if  not  anxious,  to  accept  more 
regulations  over  advertising 
and  other  marketing  issues  in 
return  for  freedom  from 
liability  for  consequences  of 
tobacco  use.  What  do  you 
think  about  this? 

A.  There  should  not  be 
blanket  removal  of  liability — 
that  would  be  a mistake.  I 
think  what  we're  seeing  now 
are  trial  balloons.  People  are 
focusing  on  the  companies' 
offer  to  give  $300  billion  over 
a 25-year  period  to  the  states 
for  health-related  advertising. 
When  you  play  the  numbers 
out  that  translates  to  25  to  50 
cents  a pack,  which  is 
peanuts. 

I think  there  is  validity  in 
some  arrangement  with  the 
tobacco  companies  that 
recognizes  our  ability  to 
regulate  cigarettes  and  their 
content,  and  our  ability  to 
regulate  how  they're 
marketed.  We  need  to  get 
away  from  this  endless  cycle 


of  litigation.  It's  not  good  for 
the  tobacco  companies  if  you 
look  at  it  from  a commercial 
perspective,  and  it's  not  good 
for  the  litigants  because  they 
very  well  may  lose,  as  we  saw 
in  Florida.  But  I also  think  that 
there  should  not  be  a blanket 
removal  of  their  liability.  I think 
there  should  be  some 
limitations.  I also  think  that 
there  should  not  be  a change 


Paul  E.  Wallner,  DO 


in  who  regulates  them.  It 
should  be  the  Food  and  Drug 
Administration. 

Q.  One  of  the  other  public 
health  areas  you've  been 
involved  in  is  the  Core  Clinical 
Advisory  Group.  What  exactly 
is  this  group? 

A.  A number  of  years  ago, 

I was  asked  by  then 
Commissioner  of  Health  Bruce 
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Siegal  to  chair  a group  that 
had  been  created  by 
legislative  mandate  called  the 
Core  Clinical  Advisory  Group. 
The  Core  Clinical  Advisory 
Group  is  without  portfolio  and 
acts  upon  specific  needs  as 
they  arise  at  the  request  of  the 
commissioner.  As  an  example, 
recently  we  were  asked  to 
give  an  opinion  regarding 
pneumonia  vaccinations  for 
the  elderly.  We  do  not  set 
policy.  We  outline  the  pros 
and  cons,  the  costs  and  risks, 
and  the  benefits  and  leave  it 
up  to  the  commissioner  to  set 
policy. 

Q.  What  was  your 
recommendation  on  this  issue? 

A.  The  recommendation 
was  that  we  should  attempt  to 
vaccinate  all  individuals  over 
the  age  of  65  years. 
Pneumoccal  pneumonia  is  the 
fourth  leading  cause  of  death 
in  the  elderly.  It  is  clearly 
preventable — not  as  easily 
treated  as  it  is  prevented.  It  is 
inexpensive  and  safe  to 
prevent,  and  yet  New  Jersey 
ranks  50  out  of  50  states  in 
vaccinations.  The  Centers  for 
Disease  Control  recommends 
that  a minimum  of  80  percent 
of  the  risk  population  be 
vaccinated,  and  we  are  at  1 1 
percent. 
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Q.  What  other  issues  have 
you  been  asked  for 
recommendations? 

A.  We've  looked  at 
cardiac  catheterization, 
certificate-of-need  issues,  and 
cardiac  surgical  issues,  and 
we  have  made  some 
recommendations  in  the  area 
of  transplants.  Next,  we  may 
look  at  some  stroke  issues. 

Q.  Obviously  much  of  your 
professional  work  has  been 
involved  with  cancer,  and 
! New  Jersey  is  infamous  in 
I terms  of  cancer  rates  or 
j cancer  risk.  I know  that  you 
were  involved  in  coming  up 
with  a state  plan  for  cancer. 

1 What  exactly  is  that  plan? 

A.  Yes — there  is  a state 
plan,  which  I helped  put 
together  a few  years  back. 

| The  plan  was  a blueprint  for 
the  future,  and  was  never 
■ designed  to  be  a step-by-step 
' action  plan.  It  was  designed — 
and  this  was  where  I think 
people  misunderstood  it — to 
be  a general  plan  for  all 
sectors  of  society  in  diagnosis, 
treatment,  research,  education, 
screening,  and  other  areas, 
j For  example,  we  were  not 
attempting  to  say  what  was 
the  best  surgical  procedure  for 
colon  cancer.  It  was  an 
attempt  to  make  available  to 


all  citizens  of  New  Jersey  the 
best  surgical  care,  if  you  will, 
which  is  a very  different  issue. 

Q.  To  what  extent  has  this 
plan  been  implemented? 

A.  I suspect  that  if  you  look 
at  the  public  and  private 
sectors  that  we  have  been 
able  to  begin  to  act  upon  or 
complete  many  of  the  things 
that  we  had  hoped  to  do.  For 
example,  one  element  was  to 
increase  the  availability  of 
mammographies  in  inner 
cities,  and  that  has  been  done. 
Another  was  to  increase  the 
amount  of  tobacco  control 
education  in  the  curriculum 
and  that  has  been  done. 

Q.  You've  spent  much  of 
your  professional  career 
practicing  in  urban  areas.  To 
what  degree  do  you  think  that 
this  experience  has  shaped 
some  of  your  attitudes  toward 
health  care? 

A.  Well,  I think  we  owe  it 
to  the  members  of  our  society 
to  give  them  an  even  baseline 
of  excellent  health  care.  We 
are  wealthy  enough  to  have 
the  resources  to  provide  every 
individual  with  basic  health 
care.  In  a capitalistic  society 
there  always  will  be  lots  of 
people  who  can  afford  more 
than  I can,  and  whether  they 
buy  a yacht  or  own  a Lear  jet 


or  go  to  the  Bahamas  every 
winter,  that's  their  business.  But 
we  need  to  have  a basic  level 
of  health  care  for  everyone  in 
this  society,  or  we're  cheating 
ourselves  and  cheating  the 
future.  But  that's  not  what 
we're  doing. 

Q.  Do  you  think  the  shift 
toward  managed  care  is 
positive  or  negative  in  that 
regard? 

A.  I think  the  potential  for 
reductions  in  the  total  cost  of 
health  care  to  be  realized  by 
the  shift  to  managed  care 
coverage  have  been 
exaggerated. 


Q.  Do  you  think  it's 
managed  cost  rather  than 
managed  care? 

A.  Exactly.  There  is  very 
little  evidence  that  for-profit 
managed  care  lowers  health 
care  cost.  What  it  does  is 
redistribute  the  dollar.  Now,  if 
you  want  to  talk  about  not-for- 
profit  managed  care  or  a 
single  payer  system  where 
various  organizations  are 
contracted  to  provide  the  care 
in  the  same  way  they  do  for 
Medicare,  that's  a different 
story.  I think  there  are  other 
methods  that  can  work,  but 
for-profit  managed  care  is  not 
the  answer  to  the  health 
care  problems  of  the  nVTTI 
country. 
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A healthy  heart  can  pump  your  entire 
blood  supply  in  just  one  minute. 


When  Ivan’s  heart  didn’t,  he  consulted 
the  experts  at  New  Jersey’s  only 
comprehensive  heart  failure  program. 


Ivan  Rella , participant  in  the 
Investigational  Drug  Trial  Program, 
with  his  wife,  Evelyn. 


We’re  right  here  when  you  need  us. 

■ ■ NEWARK  BETH  ISRAEL 

■ ■ MEDICAL  CENTER 

An  affiliate  of  the  Saint  Barnabas  Health  Care  System 


For  more  information  and  a brochure, 
please  caU  1 (888)  8-HEART- 1. 


Take  the  experience  of  Ivan  Rella.  One  morning 
while  brushing  his  teeth,  he  suddenly  stopped 
breathing.  He  was  rushed  to  the  hospital  and 
diagnosed  with  chronic  heart  failure.  Four  years 
later,  a stroke  left  him  unable  to  walk  or  talk. 
Although  Ivan  regained  his  speech  and  learned  to 
walk  again,  his  heart  was  permanently  damaged. 
His  physician,  and  his  condition,  led  him  to 
Newark  Beth  Israel  Medical  Center. 

Ivan  was  not  eligible  for  a heart  transplant 
Instead,  Hillel  Ribner,  M.D.,  Director 
of  Cardiology,  enrolled  him  in  an 
investigational  drug  trial  program  in 
which  he  did  extremely  well.  Within  three 
weeks  Ivan  began  regaining  strength 
and  feeling  better.  Today,  he’s  leading  / 
a more  active  life,  spending  time  with 
his  family  and  enjoying  the  outdoors. 


If  you  suffer  from  heart  failure,  you’re  not  alone. 

It  afflicts  over  three  million  people  in  the  United 
States.  At  the  Heart  Failure  Treatment  and 
Transplant  Center  at  Newark  Beth  Israel  Medical 
Center,  affiliated  with  the  Saint  Barnabas  Health 
Care  System,  we’re  dedicated  to  providing  the  most 
outstanding  treatment  for  patients  with  heart  failure. 


We’re  able  to  deliver  this  premier  level  of  care  by 
offering  the  most  experienced  and  only  comprehensive 
program  in  New  Jersey.  Our  team  approach  com  bines 
life-enhancing  investigational  drug  therapies, 
innovative  treatments  such  as  the  Left  Ventricular 
Assist  Device  (LVAD),  and  a 
record  of  successful  heart 
transplantation . 
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FEATURE 


MSNJ’S  EXPERT  PANEL 
ON  LATE-TERM 
ABORTION 


Anthony  P Caggiano,  Jr,  MD 
Paul  W.  Armstrong,  JD,  LLM 


At  its  231st  Annual 
Meeting,  the  House  of 
Delegates  of  the  Medical 


(MSNJ)  addressed  the 
important  concerns 
surrounding  pending 
state  legislation 
proscribing  abortion 
procedures  involving  the 
use  of  intact  dilatation 
and  extraction.  On  May 
2,  1 997,  the  House  of 
Delegates  adopted  the 
following  substitute 
resolution  establishing  an 
expert  panel  to  be 
appointed  and  convened 
by  the  MSNJ  president: 

Substitute  Resolution 
for  Resolutions 
#45,  50,  and  51 

Termination  of  late- 
term  pregnancies 
Resolved , that  MSNJ 
oppose  the  use  of  intact  dilata- 
tion and  extraction  (scxalled 
"partial  birth  abortion  "j  in  nor- 
mal pregnancies;  and  be  it  fur- 
ther 

Resolved,  that  the  lan- 
guage of  the  present  bills,  A- 


1 668  and  A-2409,  be  revised 
so  as  to  be  more  medically  pre- 
cise; and  be  it  further 

Resolved,  that  an  expert 
panel  be  appointed  and  con- 
vened by  the  president  of 
MSNJ  to  define  the  issue  of 
late-term  abortion  and  report  to 
the  Board  of  Trustees  and  the 
members  of  the  House  of  Dele- 
gates within  45  days. 

Following  the  mandate  of 
this  resolution,  President  Carl 
Restivo,  Jr,  MD,  on  May  8, 
1997,  appointed  Anthony  P. 
Caggiano,  Jr,  MD,  and  Paul 
W.  Armstrong,  JD,  LLM,  to  the 
expert  panel  and  designated 
them  as  co-chairs  of  the  panel. 
President  Restivo  also  appoint- 
ed the  following  MSNJ  mem- 
bers to  service  on  the  expert 
panel:  Joseph  J.  Apuzzio,  MD, 
Daniel  J.  Colombi,  MD,  Patricia 
G.  Klein,  MD,  Ronald  J. 
Librizzi,  DO,  Joseph  A.  Riggs, 
MD,  Gilbert  R.  Sugarman,  MD, 
and  James  P.  Thompson,  MD. 
The  expert  panel  was  directed 
by  President  Restivo  to  prepare 
for  MSNJ's  Board  of  Trustees 
and  the  members  of  the  House 
of  Delegates  a report  of  its 
deliberations,  findings,  and 
recommendations  by  June  15, 
1997. 


The  expert  panel  was  creat- 
ed as  a diverse  body  with 
prominent  expertise  and  a 
broad  spectrum  of  opinions 
and  perspectives.  In  keeping 
with  the  traditions  of  MSNJ,  the 
composition  of  the  expert  panel 
ensured  that  a wide  range  of 
serious  and  competing  points 
of  view  were  ably,  forcefully, 
and  openly  articulated.  In  fos- 
tering a balanced  and  compre- 
hensive response  to  the  ques- 
tion of  legislating  medical  deci- 
sion making  surrounding  late- 
term  abortion,  the  panel  makes 
specific  recommendations  con- 
cerning the  obligations,  duties, 
and  responsibilities  of  patients, 
health  care  professionals,  poli- 
cymakers, and  the  wider  com- 
munity. It  is  hoped  that  the 
expert  panel  with  its  represen- 
tative character,  combined  with 
its  open  deliberative  process, 
will  facilitate  the  acceptance  of 
its  recommendations  by  the 
professional  community,  gov- 
ernment officials,  and  the  pub- 
lic. 

The  expert  panel's 
process.  In  fulfilling  its  man- 
date, the  expert  panel  has  had 
a unique  opportunity  to  review 
the  significant  contributions  of 
MSNJ's  Committee  on  Biomedi- 
cal Ethics  (opposing  proposed 
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legislation),  its  Council  on 
Legislation  (taking  no  position 
on  proposed  legislation),  its 
Council  on  Public  Health  (sup- 
porting proposed  legislation), 
its  Board  of  Trustees  (straw  vote 
in  support  of  proposed  legisla- 
tion), and  its  reference  commit- 
tee (authors  of  the  original 
Substitute  Resolution).  Panel 
members  acknowledge  the 
valuable  insights  and  cumula- 
tive labor  of  many  MSNJ 
groups  and  individuals  over  the 
past  several  months. 

In  recognition  of  MSNJ's 
central  role  in  the  public  policy 
process  and  to  insure  that  all 
MSNJ  members  were  assured 
an  opportunity  to  voice  their 
opinions,  co-chairs  Caggiano 
and  Armstrong,  on  May  9, 
1 997,  mailed  to  approximately 
9,500  physician  members  a 
notice  of  the  expert  panel's 
hearing  to  be  held  at  MSNJ's 
executive  offices  on  June  4, 
1997.  To  accommodate  those 
physicians  who  would  be 
unable  to  attend  the  hearing, 
the  notice  issued  a call  for  writ- 
ten submissions  to  the  panel.  At 
this  hearing,  member  testimony 
and  extensive  written  responses 
addressed  the  medical,  ethical, 
legal,  and  social  dimensions  of 
the  legislative  initiatives  in  New 
Jersey,  and  offered  a range  of 
helpful  suggestions  for  proper 
public  policy  responses. 

Mindful  of  the  scope  and 
implications  of  state  and  feder- 
al measures  limiting  late-term 


abortion  procedures,  the  expert 
panel  reviewed  the  delibera- 
tions and  recommendations  of 
several  prominent  national 
organizations,  includ- 
ing the  American 
Medical  Association 
(AMA)  and  the  Ameri- 
can College  of  Obste- 
tricians and  Gynecolo- 
gists (ACOG),  as  well 
as  the  analyses  of 
numerous  sister  state 
medical  associations. 

Panel  members  acknowledge 
the  generous  efforts  of  the  com- 
missioner and  staff  of  the 
Department  of  Health  and 
Senior  Services  (DHSS)  and  the 
president  and  members  of  the 
state  Board  of  Medical 
Examiners  (BME)  who  have 
aided  the  panel's  efforts.  The 
expertise  and  support  of  the 
administration  and  staff  of 
MSNJ  have  provided  invalu- 
able assistance  to  the  integrity 
of  this  process  and  the  factual 
and  policy  evaluations. 

The  expert  panel  received 
and  reviewed  several  legal 
analyses  (including  the  April 
1 1 , 1997,  legal  opinion  of  the 
bipartisan  legislative  counsel 
of  New  Jersey's  Office  of 
Legislative  Services)  suggesting 
that  the  legislative  initiatives 
concerning  late-term  abortion 
do  not  comply  with  the  federal 
and  state  constitutional  require- 
ments of  Roe  v.  Wade  (410 
U.S.  113,  1973)  and  Right  to 
Choose  v.  Byrne  (91  N.J.  287, 


1 982)  and  their  legal  progeny 
(the  constitutional  core  of  the 
argument  is  that  the  statute  is 
vague,  fails  to  protect  the  life 
and  health  of  the  moth- 
er, and  restricts  previa- 
bility abortions).  The 
panel  members  wish  to 
underscore  that  while 
constitutional  concerns 
have  genuine  signifi- 
cance, it  is  the  pro- 
posed law's  effect 
upon  the  traditional 
prerogatives  of  medicine,  the 
doctrine  of  informed  consent 
and  the  physician-patient  rela- 
tionship that  impels  the  ultimate 
findings,  conclusions,  and  rec- 
ommendations. (While  the  pro- 
posed legislation  has  under- 
gone several  amendments 
since  the  passage  of  the  substi- 
tute resolution,  these  particular 
legislative  changes  do  not  alter 
the  general  substance  of  the 
panel's  report.) 

MSNJ's  expert  panel 
believes  that  this  openness  to 
member  participation  and  pub- 
lic scrutiny  accurately  reflects 
the  public  policy  role  given  to  it 
by  the  House  of  Delegates.  The 
open  process  has  positively 
shaped  the  quality  of  the  expert 
panel's  deliberations,  and 
should  establish  a foundation 
for  public  confidence  in  its 
work.  As  the  expert  panel's  pro- 
posals are  submitted  for  con- 
sideration, it  is  hoped  that  this 
will  foster  the  necessary  basis 
for  informed  support  by  the 


Anthony  P. 
Caggiano,  Jr,  MD 
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House  of  Delegates,  Board  of 
Trustees,  the  state's  governor, 
Legislature,  citizens,  and  pro- 
fessional communities. 

Medical  background.  A 

1 fundamental  concern  of  the 
expert  panel  is  the  failure  of  the 
proposed  legislation  to  delin- 
eate a specific  procedure  rec- 
ognized in  the  medical  litera- 
ture (the  phrase  "partial  birth 
abortion"  is  not  a medical 
term).  Accordingly,  the  panel 
joins  ACOG  and  the  AMA  in 
concluding  that  legislative  ini- 
tiatives addressing  late-term 
abortion  procedure  employ  the 
four-part  definition  of  intact 

(dilatation  and  extraction  (D&X) 
developed  by  ACOG:  deliber- 
ate dilatation  of  the  cervix,  usu- 
j ally  over  a sequence  of  days; 
instrumental  conversion  of  the 
fetus  to  a footling  breech; 
breech  extraction  of  the  body 
excepting  the  head;  and  partial 
i evacuation  of  the  intracranial 
contents  of  a living  fetus  to 
effect  vaginal  delivery  of  a 
dead  but  otherwise  intact  fetus. 

Panel  members  emphasize 
that  these  elements  are  part  of 
established  obstetrical  tech- 
niques and  that  unless  all  four 
elements  are  sequentially  pre- 
sent, the  procedure  is  not  a 
proper  (D&X)  intact  dilatation 
and  extraction.  [This  procedure 
is  clearly  distinct  from  dilatation 
and  evacuation  (D&E)  proce- 
dures commonly  used  to  induce 
abortion  after  the  first  and  most 
of  the  second  trimester.] 


The  House  of  Delegates'  sub- 
stitute resolution's  concern  over 
the  Legislature's  use  of  medical- 
ly imprecise  and  misleading 
language  leads  the  expert 
panel  to  urge  legislative 
draughtsmen  to  employ  only 
those  terms  promulgated  and 
accepted  by  members  of  the 
state  and  national  medical 
communities. 

Panel  recommenda- 
tions. The  expert  panel 
remains  deeply  committed  to 
the  principle  that  physicians, 
through  the  arts  of  medicine 
and  science,  are  best  suited  to 
promulgate  clinical  standards 
and  that  the  physician-patient 
relationship  affords  the  med- 
ically, legally,  and  eth- 
ically acceptable 
medium  for  the  exer- 
cise and  protection  of 
patient  informed  con- 
sent. This  context  of 
physician  responsibili- 
ty informs  and  authen- 
ticates the  following 
policy  suggestions  and 
serves  as  the  basis  for 


mendation  of  their  adoption  by 
the  Board  of  Trustees: 

I.  MSNJ  reaffirms  its  policies 
maintaining  abortion  as  a mat- 
ter of  individual  decision  based 
upon  personal  values  and 
beliefs  and  respecting  individ- 
ual physician  views  regarding 
abortion  procedures.  Person- 
ally held  moral  principles 
remain  the  polestar  for  physi- 
cian participation. 


II.  MSNJ  views  abortion  as  a 
medical  procedure  to  be  per- 
formed by  a physician,  in  keep- 
ing with  good  medical  prac- 
tice. 

III.  The  termination  of  an 
early  pregnancy  remains  a 
medical  matter  guided  by 
patient  informed  consent  and 
physician  clinical  judgment 
within  appropriate  facilities. 

IV.  On  May  2,  1 997,  the 
MSNJ  House  of  Delegates 
adopted  its  substitute  resolution 
proscribing  "the  use  of  intact 
dilatation  and  extraction  in  nor- 
mal pregnancies."  By  the  exer- 
cise of  its  parliamentary  pow- 
ers, MSNJ  has  prop- 
erly promulgated  the 
accepted  medical 
standard  to  be 
adhered  to  by  every 
licensed  physician  in 
the  state  of  New 
Jersey.  Deviation 
from  this  standard 
now  subjects  a physi- 
cian to  the  general 

jurisdiction  of  BME  in  which  the 
Legislature  has  vested  the  gov- 
ernmental authority  and 
responsibility  for  ensuring  the 
integrity  of  the  medical  profes- 
sion. To  the  extent  that  pending 
legislation  attempts  to  alter  this 
regulatory  scheme  (including 
criminalizing  medical  practice 
or  procedures),  MSNJ  calls  for 
unwavering  opposition  to  their 
enactment. 


Paul  W.  Armstrong, 
JD,  LLM 
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V.  The  physician-patient  rela- 
tionship imposes  strict  medical, 
ethical,  and  legal  duties  and 
responsibilities  upon  the  physi- 
cian concerning  the  life  and 
health  of  the  maternal  patient. 
Legislative  enactments  proscrib- 
ing ending  late  pregnancy 
must  address  the  complex  clini- 
cal and  informed  consent  con- 
cerns surrounding  decisions  to 
deliver  a viable  infant  or  the 
uncommon  necessity  to  employ 
intact  dilatation  and  extraction 
or  alternative  procedures  that 
pose  materially  greater  risk  to 
the  mother  and  must  afford 
physicians  the  discretion  to 
make  that  judgment  guided  by 
the  standards  of  good  medical 
practice  and  the  best  interests 
of  the  patient.  One  proven 
alternate  public  safeguard  of 
private  medical  decisions 
involves  the  use  of  ethics  com- 
mittees pioneered  by  the  New 
Jersey  Supreme  Court  in  In  re 
Quinlan  (70  NJ.  10,  1976). 
Plausible  arguments  suggest 
such  committees  may  prove  effi- 
cacious in  effecting  difficult 
decisions  inherent  in  an  extra- 
ordinary election,  i.e.  a case 
involving  serious  fetal  anom- 
alies incompatible  with  life,  to 
end  a late  pregnancy. 

VI.  As  the  time  of  fetal  viabil- 
ity may  vary  with  each  specific 
pregnancy,  physicians,  using 
the  latest  available  diagnostic 
technologies,  must  remain 
responsible  for  the  determina- 
tion of  viability  of  the  individual 


fetus.  (These  responsibilities 
become  particularly  necessary 
in  the  second  trimester.) 

VII.  Members  of  MSNJ  will 
assist  the  state  and  national 
efforts  of  ACOG  and  the 
American  Academy  of  Pedia- 
trics in  developing  clinical 
guidelines,  including  indica- 
tions and  contra-indications,  for 
induced  abortions  after  the 
22nd  week  of  gestation. 

VIII.  MSNJ  will  support  the 
commissioner  and  staff  of 
DHSS  in  efforts  to  provide  reli- 
able empirical  information,  by 
developing  confidential  (ensur- 
ing the  anonymity  of  patient, 
physician,  and  facility)  and 
detailed  (prevalence,  gestation- 
al age,  type  of  procedure, 
maternal  age,  indications  for 
the  procedure,  and  type  of 
facility)  surveillance  and  data 
collection  procedures  concern- 
ing elective  abortion. 

IX.  MSNJ,  in  cooperation 
with  medical  specialty  societies 
and  public  and  private  partici- 
pants, will  renew  educational 
efforts  and  pregnancy  preven- 
tion strategies  designed  to  min- 
imize or  preclude  the  need  for 
elective  abortion. 

Conclusion.  It  remains  the 
unanimous  understanding  of 
the  members  of  MSNJ's  expert 
panel  on  late-term  abortion 
that,  within  the  physician- 
patient  relationship,  physicians 
have  a legal  and  ethical  duty  to 
ensure  that  informed  medical 
decisions  are  made  that  foster 


and  protect  the  patient's  best  j 
interest.  Historically,  society  has 
granted  and  safeguarded,  i 
through  its  laws,  the  responsi- 
bility for  promulgating  clinical 
standards  to  members  of  the  j 
medical  profession.  The  MSNJ 
House  of  Delegates,  by  adopt-  j 
ing  its  substitute  resolution  of 
May  2,  1997,  has  exercised  j 
this  traditional  prerogative  of 
medicine  and  created  a stan- 
dard that  opposes  "the  use  of 
intact  dilatation  and  extraction 
(so  called  'partial  birth  abor-  i 
tion')  in  normal  pregnancies."  It 
is  the  opinion  of  the  expert 
panel  that  this  medical  stan- 
dard now  obviates  the  necessi- 
ty for  any  action  by  the  New 
Jersey  Legislature  (some  panel 
members  maintain  that  contin- 
ued legislative  activity  may  con- 
stitute a gratuitous  intrusion  into 
the  traditional  prerogatives  of 
medicine). 


While  the  panel  emphasizes 
this  position,  it  is  mindful  that 
lawmakers  may  decide  to 
address  the  complex  medical, 
ethical,  and  legal  issues  sur- 
rounding late  abortion.  It  is  the 
unanimous  opinion  of  the 
expert  panel  that  any  such  leg- 
islative scheme  must  address 
the  patient  and  physician  con- 
cerns and  conditions  highlight- 
ed in  this  report  in  order  to 
obtain  the  support  of  MSNJ 
and  to  merit  enactment  by  New 
Jersey's  Legislature  and 
chief  executive.  II  pllil 
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Child  Support.  Alimony. 
Division  of  Assets.  Custody  Rights. 


Iven  in  the  best  of  circumstances,  divorce  can  be  an  intimidating  process. 

But  for  a physician,  divorce  often  comes  with  more  complicated  issues. 
Issues  that  involve  protecting  future  earnings  and  assets  tied  to  a medical 
practice.  Or  working  through  what  are  often  very  nontraditional  schedules. 

The  firm  of  Klein  & Halden  has  special  expertise  representing  physicians  in 
matters  of  matrimonial  law.  And  we  have  an  intricate  understanding  of  the 
impact  managed  care  has  on  the  value  of  your  practice. 

Because  todays  evolving  health  care  industry  means  changes  when  a marriage 
dissolves  as  well,  it  is  important  to  develop  appropriate  strategies  - 
strategies  that  ensure  a smooth  divorce  process  and  fair  settlement  in  cases 
where  asset  and  income  protection  is  of  critical  concern. 

If  you  would  like  further  information  or  a consultation,  contact  us  at 
(609)  429-2700  or  (609)  654  -1771. 

Klein  s Halden 
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With  offices  in  Burlington.  Camden  and  Gloucester  Counties  and  serving  all  of  Southern  New  Jersey 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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One  breath  at  a time: 
Treating  asthma 


Eleven-year-old  Jared 
Husch  is  active  and 
athletic  and  asthmatic.  If 
those  things  seem 
mutually  exclusive, 
they’re  not.  According  to 
asthma  specialists,  having 
this  chronic  disease  may 
be  inconvenient,  but  it 
doesn’t  have  to  be 
restrictive. 

Since  he  was  diagnosed  at  age 
three,  Jared  and  his  parents  have 
educated  themselves  about  the 
disease  and  learned  to  cope  with 
it.  At  times  it’s  not  easy — Jared’s 
mother  vacuums  his  room  daily 
and  washes  his  bedding  weekly 
in  an  effort  to  control  dust  mites, 
and  also  keeps  tabs  on  the 
weather  because  his  condition 
seems  to  worsen  on  humid 
days — but  all  this  means  that 
Jared  can  control  his  asthma  and 
not  let  the  disease  control  his 
young  life. 

A sports  enthusiast,  Jared 
loves  to  play  baseball,  basketball, 
and  soccer  and  he  does  all  this 
by  taking  his  inhaler  along  with 
him  in  his  gym  bag.  In  fact,  he 
has  an  inhaler  close  by  at  all 
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times — at  home,  in  the  car,  and 
in  his  backpack  at  school.  Oyer 
the  years  he  has  learned  to  rec- 
ognize the  signs  of  an  asthma 
attack  and  thanks  to  check-ins 
with  a peak-flow  meter,  he  can 
ward  off  most  severe  episodes. 

Although  Jared  and  his  family 
have  learned  that  asthma  can  be 
controlled,  many  others  diag- 
nosed with  the  disease  fail  to 
take  responsibility  for  their  con- 
dition and  too  often  wind  up  in 
the  emergency  room. 

“Asthma  is  something  you 
have  to  deal  with  every  day,  even 
when  you  don’t  have  symp- 
toms,” says  D.  Loren  Southern, 
MD,  an  asthma  specialist  and  a 
founder  of  Princeton  Allergy  and 
Asthma  Associates.  Southern 
and  his  associates,  Andrew 
Pedinoff,  MD,  and  Julie  Cau- 
cino,  DO,  spend  one-half  of  their 
time  conducting  clinical  trials  of 
new  therapies  and  new  medical 
devices  for  pharmaceutical  com- 
panies. 

“When  1 went  to  medical 
school  we  were  all  taught  that 
asthma  meant  bronchospasm 
and  when  you  had  an  attack  you 
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Diane  Hating  Cornell 


took  an  oral  or  inhaled  bron- 
chodilator,”  says  Southern  who 
attended  medical  school  from 
1967  to  1971.  “The  difference 
that  has  occurred  in  the  last  ten 
years  is  that  asthma  has  come  to 
be  viewed  as  a chronic  problem. 
The  bronchospasms  all  patients 
experience  are  only  the  tip  of  the 
iceberg.  It  is  the  inflammation 
that  causes  the  problems  associ- 
ated with  asthma  and  all  the 
recent  advances  are  directed  at 
finding  the  cause  of  that  inflam- 
mation and  controlling  or  elimi- 
nating it.” 

He  and  other  specialists  say 
many  patients  are  their  own 
worst  enemy  when  it  comes  to 
controlling  asthma.  Some 
patients  are  in  denial  about  their 
disease  and  do  nothing  until 
they  have  an  attack,  while  others 
purposefully  under-medicate 
themselves  so  they  do  not  have 
to  buy  their  medication  as  often 
or  out  of  an  unfounded  fear  of 
the  side  effects  of  using  inhaled 
steroids.  Oral  use  of  steroids  has 
been  associated  with  significant 
side  effects  when  used  long 
term,  but  the  side  effects  of  a 
topical  or  inhaled  steroid  are 
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minimal,  such  as  a hoarse  voice,  coughing  from 
upper-airway  irritation,  or  thrush,  if  the  sterioids  are 
used  improperly. 

The  American  Lung  Association  (ALA)  says  there 
were  5,197  deaths  nationwide  from  asthma  among 
both  adults  and  children  in  1993,  the  latest  year  for 
which  statistics  are  available.  In  New  Jersey,  the  ALA 
estimates  that  there  are  more  than  118,000  children 
with  the  disease;  they  are  among  4.8  million  children 
afflicted  across  the  country.  Up  until  last  year,  the 
death  and  hospitalization  rates  for  those  with  asth- 
ma— especially  among  African-Americans  and 
Hispanics — had  risen. 

“It  was  a paradox,”  says  Southern.  “We  had  all 
these  new  medications  available  to  control  asthma 
better  and  the  death  rate  was  rising.  No  one  under- 
stood exactly  why  it  was  going  up — even  if  you  con- 
trolled for  socioeconomic  factors,  African-Americans 
and  Hispanics  still  had  higher  death  and  hospitaliza- 
tion rates  than  whites  with  the  disease.” 

Theories  abounded,  the  latest  of  which  is  a study 
conducted  by  researchers  at  the  Albert  Einstein 
College  of  Medicine  in  Morris  Park,  New  York.  In 
this  study,  the  households  of  asthmatic  children  in 
seven  cities  were  examined  to  determine  the  impor- 
tance of  roaches,  dust  mites,  cats,  and  other  house- 
hold critters  in  transmitting  allergies.  Researchers 


vacuumed  dust  from  the  households  and  examined 
it  in  their  laboratories. 

The  results  showed  that  roaches  contributed  to 
asthma  in  about  one  in  four  cases.  The  report  con- 
cluded that  roach  saliva  and  droppings  trigger  strong 
allergic  reactions  that  lead  to  breathing  difficulties. 
The  study,  published  in  May  in  The  New  England 
Journal  of  Medicine,  is  coming  under  attack  from 
those  who  say  that  cockroaches  have  been  around 
for  thousands  of  years  in  relatively  the  same  num- 
bers, so  why,  they  ask,  has  there  only  recently  been 
an  upsurge  in  asthma  cases? 

Leonard  Bielory,  MD,  of  UMDNJ-New  Jersey 
Medical  School  in  Newark,  says  asthma  in  children 
and  adults  can  be  attributed  to  allergies,  environ- 
mental factors,  genetics,  or  a combination  of  those 
three  factors.  Bielory  is  an  associate  professor  of 
medicine,  pediatrics,  and  immunology  at  the  med- 
ical school  and  director  of  both  the  Asthma  and 
Allergy  Research  Center  and  the  Division  of  Allergy, 
Immunology,  and  Rheumatology. 

Bielory  says  each  factor  can  be  represented  in 
varying  degrees  in  each  patient.  For  example,  some 
people  have  no  family  background,  but  have  known 
allergies  to  substances,  which  trigger  their  attacks.  It 
is  very  individualized.  That’s  why  physicians  diag- 
nosing asthma  take  careful  patient  histories,  to  clue 
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them  into  why  an  attack  has  occurred.  In  general, 
the  younger  the  patient  the  more  likely  the  cause  is 
due  to  an  allergic  reaction.  A viral  infection  also  can 
trigger  asthma,  although  this  is  least  likely  to  cause 
chronic  asthma,  unless  there  is  a family  history. 

At  times  the  diagnosis  of  asthma  is  missed  in  chil- 
dren, reports  Lourdes  R.  Laraya-Cuasay,  MD,  direc- 
tor of  pediatric  pulmonology  and  the  cystic  fibrosis 
program  and  a professor  of  clinical  pediatrics  at 
UMDNJ-Robert  Wood  Johnson  Medical  School  in 
New  Brunswick.  Laraya-Cuasay  says  she  has  seen 
cases  where  a parent  reports  that  a toddler  gets  blue 
discoloration  around  the  lips  and  mouth  after  exer- 
cise. She  says  this  is  a sign  that  the  child  may  have 
reactive  airway  disease,  a precursor  to  asthma  or 
bronchospasms.  She  also  has  seen  toddlers  who  have 
been  treated  repeatedly  for  a croup-like  cough, 
which  is  a variant  of  asthma,  but  a diagnosis  of  asth- 
ma was  never  made  (wheezing  need  not  always  be 
present  for  a diagnosis).  A persistent  cough  in  chil- 
dren may  indicate  asthma. 

“This  is  a serious  disease  that  requires  a firm  diag- 
nosis, constant  monitoring,  and  continual  moderat- 
ing of  drug  therapy,”  says  Laraya-Cuasay.  “There  is  a 
science  and  an  art  to  giving  these  drugs.  Dosages  can 
vary  depending  on  the  degree  of  the  disease.” 

Laraya-Cuasay  and  Southern  report  that  they  are 
seeing  sicker  patients  who  are  being  referred  to  spe- 


cialists later  and  later  because  of  the  managed  care 
system.  Now  patients  with  moderate  and  severe  asth- 
ma, who  years  ago  would  have  been  referred  to  a spe- 
cialist, instead  are  being  managed  longer  by  their  pri- 
mary care  physician.  Laraya-Cuasay  worries  that 
many  of  these  patients  could  have  been  spared  their 
worsening  asthma  if  a consultation  was  sought  soon- 
er. “A  stethoscope  is  a poor  substitute  in  estimating 
asthma.  A patient  should  be  seen  by  an  asthma  spe- 
cialist to  measure  lung  function.” 

Laraya-Cuasay  also  reports  seeing  younger  and 
younger  patients  being  diagnosed  with  asthma — 
some  as  early  as  four  months  old  especially  when  the 
parents  are  allergic.  The  babies  initially  acquire  a 
viral  infection,  most  likely  bronchiolitis,  a viral  infec- 
tion that  causes  inflammation  of  the  bronchioles,  the 
smaller  airways  that  branch  off  the  bronchi.  Because 
of  that  family  history  for  allergy,  the  potential  to 
develop  asthma  is  high. 

She  says  most  of  her  patients’  episodes  can  be 
traced  to  environmental  factors,  such  as  improper 
heating  and  cooling  systems.  “Many  patients  live  in 
apartments  where  they  can’t  control  the  heat  and 
they  don’t  have  air  conditioners.  The  apartments  get 
too  hot  and  this  triggers  an  asthma  attack.  Or  they  go 
from  a very  hot  room,  into  the  cold  air  and  the  sud- 
den change  in  temperature  leads  to  an  asthma 
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episode.”  The  ideal  temperature  for  those  with  asth- 
ma is  about  65°  F with  50  percent  humidity. 

During  an  asthma  attack,  the  muscles  that  sur- 
round the  bronchial  tubes  go  into  bronchospasm, 
causing  them  to  narrow.  The  lining  of  the  tubes 
becomes  inflamed  and  swollen,  secreting  a thick, 
mucus  that  makes  it  even  more  difficult  to  breathe. 

For  many  years,  asthma  treatment  focused  on 
relieving  the  bronchospasm  through  the  use  of  bron- 
chodilators,  which  relaxed  the  bronchial  smooth 
muscle.  But  in  doing  so,  only  symptomatic  relief  was 
provided.  While  bronchodilators — primarily 

albuterol — still  are  a staple  to  relieve  acute  symp- 
toms (and  may  be  the  only  treatment  needed  for 
mild  asthma),  current  asthma  treatment  targets  the 
chronic  inflammation  of  bronchial  tissue,  which  is 
the  underlying  cause  of  the  condition. 

This  long-term  management  approach  is  due  to  a 
growing  understanding  of  the  biochemistry  of  asth- 
ma and  focuses  on  specific  chemicals  released  during 
an  asthma  attack,  such  as  leukotrienes.  Researchers 
believe  that  leukotrienes  cause  the  inflammation  and 
increased  mucus  secretion  that  are  characteristic  of 
an  asthma  attack.  Today,  the  newest  pharmacological 
weapons  to  fight  asthma  focus  on  blocking  the 
chemical  (zafirlukast  or  Accolate®)  or  preventing  its 
release  entirely  (zileuton  or  Zyflo®).  They  are 
thought  to  be  more  directed  than  traditional  anti- 
inflammatory steroids. 

But  physicians  are  not  certain  how  big  a role 
leukotriene  blockers  or  inhibitors  eventually  will 
play  in  controlling  the  disease.  “Leukotriene  antago- 
nists work  on  some  patients  very  well  and  on  others 
not  so  well,”  says  Southern.  “Unfortunately,  there  is 
no  understanding  yet  who  will  benefit  from  the  new 
leukotriene  antagonists  and  who  won’t  benefit. 
Steroids  work  on  almost  everybody.”  For  this  reason 
many  adult  patients  and  young  children  who  have 
moderate  or  severe  asthma  are  prescribed  inhaled 


corticosteroids  or  cromolyn  sodium,  a nonsteroid 
anti-inflammatory  drug. 

Researchers  believe  that  the  chronic  airway 
inflammation  many  asthmatics  experience  often 
leads  to  heightened  airway  sensitivity.  This  increased 
sensitivity  makes  the  asthmatic  more  susceptible  to  a 
second  attack  and  leads  to  the  perpetuation  of  severe  t 
asthma. 

On  the  horizon  is  a promising  therapy  using  mon- 
oclonal antibodies  that  can  combine  with  the  anti- 
body immunoglobulin  E (IgE).  IgE  is  produced  in 
response  to  an  allergic  reaction  and  binds  with  mast 
cells  in  the  lungs,  causing  them  to  burst,  releasing 
histamine  and  other  inflammatory  molecules.  ■! 
Southern  says  the  new  therapy,  if  approved,  would 
mean  two  or  three  injections  for  patients  before  the 
start  of  allergy  season.  “Once  the  IgE  is  activated, 
patients  would  experience  a marked  reduction  in 
symptoms  and  the  need  for  medication,”  he  says,  i 
Southern  says  that  in  controlled,  double-blind  clini- 
cal trials  the  responses  of  patients  to  the  therapy  was  jl 
so  dramatic  it  was  obvious  to  both  researchers  and 
patients  who  was  receiving  the  treatment  and  who 
was  getting  a placebo. 

But  for  now,  physicians  are  recommending  topical 
steroid  use  for  moderate  to  severe  asthmatics  to  con- 
trol chronic  inflammation.  Clinical  trials  now  are 
underway  to  determine  the  dosage  and  safety  of  the 
drugs  in  young  children. 

Physicians  also  report  that  regular  use  of  a peak- 
flow  meter  can  help  prevent  an  asthma  attack  or 
enable  a patient  to  administer  medication  to  make  an  ; 
attack  less  severe.  Children  age  five  years  and  older 
have  the  ability  to  blow  forcefully  into  the  meter  to 
monitor  their  lung  function. 


Like  all  patients  with  a chronic  ailment  who  want 
to  lead  a normal  life,  Jared  understands  that  taking  a 
few  minutes  to  monitor  his  condition  and  medicate 
appropriately  will  save  him  a visit  to  the  hospital 
emergency  room.  Because  of  this  diligence,  fltff] 
he  and  his  family  can  breathe  easier.  ■■■■ 
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HEALTH  CARE  CAN 
BE  A MOVING 
TARGET 7 


WHEN  YOU  CAN'T  AFFORD  TO  MISS  . . . 


HANNOCH  WEISMAN  HAS  A RECORD  OF  HITTING 
THE  MARK  WHEN  ADVISING  PHYSICIANS  ON: 

S Practice  formation,  management  and  operations 
^ Review  and  negotiation  of  managed  care  contracts 
S Corporate  transactions  including  mergers  and  acquisitions  and  joint  ventures 
S Licensing,  peer  review  and  disciplinary  matters 
^ Professional  liability  and  risk  management 
S Governmental  and  payor  inquiries  and  investigations 
^ Medical  staff  relations  and  credentialing 
S Employee  relations  and  benefits 


For  assistance  or  information  contact: 

Lisa  D.  Taylor,  Esq, 

James  J.  Shrager,  Esq. 

Hannoch  Weisman,  A Professional  Corporation 
4 Becker  Farm  Road,  Roseland,  NJ  07068 
201-535-5300 

1997  by  Hannoch  Weisman,  A Professional  Corporation 
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DO  YOU  HAVE  THE  RIGHT  TIME; 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


Si 


INTERNATIONAL  UNDERWRITERS  AGENCY 


1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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Screening  for 

COLORECTAL  CANCER 

Julie  K.  Timins,  MD 


Dr.  Timins  is  a 
diagnostic  radiologist  in 
private  practice  in 
Morristown.  She  is  a 
member  of  the  MSNJ 
Council  on  Medical 
Services,  a councilor  to 
the  American  College  of 
Radiology,  and  a past- 
president  of  the 
Radiological  Society  of 
New  Jersey. 

Cancer  of  the  colon  is  the 
second  most  common  cancer  in 
men  and  women,  and  the  sec- 
ond leading  cause  of  cancer 
death.  If  detected  in  its  early 
stages  or  in  the  premalignant 
phase  of  adenomatous  polyp, 
there  is  evidence  to  indicate  a 
significant  decrease  in  cancer 
mortality.  By  the  time  symptoms 
appear  the  chances  of  cure 
decrease  markedly.  Several 
screening  strategies  have  been 
suggested  for  early  detection 
and  colon  cancer  prevention. 

Colorectal  cancer  accounts 
for  approximately  60,000 
deaths  each  year,  with 
150,000  new  cases  diag- 
nosed annually.  An  individual 
with  no  risk  factors  has  a 6 per- 
cent chance  of  developing  a 
colon  malignancy  in  his  life- 
time, and  a 3 percent  chance 
of  dying  from  the  disease.  Risk 


factors  include  family  history  of 
colon  cancer,  personal  history 
of  inflammatory  bowel  disease 
or  adenomatous  polyps  in  the 
colon,  and  personal  history  of 
previous  colon  malignancy.' 
People  with  these  risk  factors  or 
with  clinical  signs  and  symp- 
toms of  colon  disease  such  as 
gastrointestinal  bleeding  or 
abdominal  pain  should  not  be 
included  in  the  general  screen- 
ing population;  they  should 
consult  their  physicians. 

It  is  widely  recognized  that 
colon  cancers  usually  arise 
from  adenomatous  polyps  in 
the  adenoma-carcinoma  se- 
quence. The  risk  of  carcinoma 
is  highly  correlated  with  size  of 
the  polyp.  An  adenomatous 
polyp  of  less  than  5 mm  has  a 
0.1  percent  risk  of  containing 
carcinoma,  a polyp  5 to  9 mm 
has  a 1 percent  risk,  a 1 to  2 
cm  polyp  has  a 1 0 percent  risk, 
and  an  adenomatous  polyp 
over  2 cm  has  a 30  percent  risk 
of  carcinoma.  It  is  estimated 
that  only  1 in  20  adenomas  of 
5 mm  size  will  progress  into 
cancers.1  How  long  this  pro- 
gression takes  is  uncertain,  with 
estimates  ranging  from  7 to  10 
years  or  longer.2  Hyperplastic 
polyps  are  not  associated  with 
malignancy.  The  incidence  of 
polyps  is  age-related,  and 
increases  significantly  after  age 
50.  There  is  a corresponding 


later  increase  in  the  incidence 
of  colon  cancer,  with  median 
occurrence  at  70  years.  The 
prevalence  of  adenomatous 
polyps  at  age  50  is  11  to  28 
percent,  and  at  age  65  is  40  to 
60  percent.3 

Early  detection  and  removal 
of  both  adenomatous  polyps 
and  colon  cancers  are  felt  to  be 
beneficial  in  increasing  long- 
term survival.  One  study 
showed  a 60  percent  decrease 
in  risk  of  mortality  from  cancer 
of  the  rectum  or  distal  colon  in 
patients  who  received  screen- 
ing rigid  sigmoidoscopy,  com- 
pared to  nonscreened  controls, 
with  the  protective  effects  of  sig- 
moidoscopy extending  over  a 
ten-year  period.  Benefit  was 
confined  to  the  portion  of  the 
colon  visualized  by  sigmoi- 
doscopy, with  the  study  and 
control  groups  having  a similar 
incidence  of  cancer  above  the 
reach  of  the  sigmoidoscope.4  A 
prospective  multicenter  study 
showed  a 76  to  90  percent 
reduction  in  the  expected  inci- 
dence of  colon  cancer  in 
patients  who  underwent  col- 
onoscopic polypectomies.5 

Available  screening 
tests.  Screening  tests  for  col- 
orectal cancer  include  fecal 
occult  blood  test,  sigmoi- 
doscopy, barium  enema,  and 
colonoscopy.  These  tests  vary 
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in  sensitivity,  specificity,  ease  of 
performance,  and  cost.  They 
may  be  performed  individually 
or  in  combination. 

Fecal  occult  blood  test 
(FOBT)  is  the  least  expensive 
and  the  easiest  screening  test  to 
perform.  However,  there  is  a 
high  incidence  of  false-positive 
results  and  false-negative 
results.  For  FOBT  to  detect  a 
lesion,  there  must  be  active 
bleeding.  This  is  more  apt  to 
happen  with  a carcinoma  than 
with  an  adenomatous  polyp, 
and  with  a larger  rather  than 
smaller  tumor,  thus  slanting 
detection  toward  less  curable 
lesions.  It  is  estimated  that 
fewer  than  30  percent  of  can- 
cers and  large  polyps  bleed 
enough  to  be  detected  by 
FOBT.  In  symptomatic  patients 
the  estimated  sensitivity  of 
FOBT  for  the  detection  of  col- 
orectal cancer  is  50  to  92  per- 
cent, and  for  adenomatous 
polyps  is  10  to  39  percent.2  In 
an  asymptomatic  screening 
population  FOBT  sensitivity 
decreased  significantly  to  25  to 
33  percent  for  colon  cancer, 
and  1 3 percent  for  polyps 
greater  than  1 cm.  The  test  is 
technique  dependent.  When 
performed  on  rehydrated 
slides,  sensitivity  increases  but 
specificity  decreases.  The  resul- 
tant large  number  of  false  posi- 
tives increases  the  cost  of 
screening  by  requiring  addi- 
tional diagnostic  workup.  The 
low  sensitivity  of  FOBT  in 
detecting  polyps — the  precur- 
sors of  carcinoma — detracts 
from  its  effectiveness  as  a sole 
screening  tool. 


Flexible  sigmoidoscopy  is 
generally  considered  superior 
to  rigid  sigmoidoscopy.  Flex- 
ible sigmoidoscopes  come  in 
two  lengths,  35  cm  and  60  cm. 
Under  optimal  circumstances, 
the  60  cm  sigmoidoscope  will 
detect  50  to  60  percent  of 
colon  adenomas  and  carcino- 
mas, the  remainder  being  locat- 
ed beyond  the  reach  of  the 
instrument.  The  sigmoidoscope 
cannot  be  inserted  to  its  full 
length  in  all  patients.  Diverticu- 
losis  of  the  sigmoid  colon  may 
further  impede  diagnosis. 
Approximately  10  percent  of 
neoplasms  of  1 cm  or  larger  in 
the  visualized  colon  will  be 
missed  at  flexible  sigmoi- 
doscopy.6 The  false-positive 
rate  is  presumed  to  be  zero. 
The  advantages  of  flexible  sig- 
moidoscopy include  its  relative- 
ly low  cost,  its  availability  in  the 
office  of  primary  care  physi- 
cians, and  relative  ease  of  per- 
formance. The  amount  of 
endoscopy  training  of  physi- 
cians performing  sigmoi- 
doscopy varies  greatly,  more 
so  than  with  colonoscopy,  and 
expertise  can  be  expected  to 
vary  as  well.  Although  biopsies 
can  be  performed  during  sig- 
moidoscopy, most  primary  care 
physicians  who  perform  sig- 
moidoscopy refer  patients  with 
lesions  to  gastroenterologists  or 
surgeons  for  biopsy. 

Barium  enemas  can  be  per- 
formed as  either  single  contrast 
or  double  contrast  studies.  In 
the  best  hands,  both  single  and 
double  contrast  barium  enemas 
have  sensitivities  of  90  to  95 


percent  for  detecting  polyps  1 
cm  or  larger,  and  sensitivities  of 
92  to  100  percent  in  detecting 
colon  carcinoma.  Optimally, 
barium  enema  can  be  compa- 
rable to  colonoscopy.  How- 
ever, the  quality  of  barium  ene- 
mas varies  greatly  from  institu- 
tion to  institution,  and  is  depen- 
dent on  bowel  preparation, 
radiographic  technique,  quality 
control,  and  interpretive  skills  of 
the  radiologist.79  Some  radiolo- 
gists argue  that  it  is  more  diffi- 
cult to  perform  a good  single 
contrast  examination  than  it  is 
to  perform  a good  double  con- 
trast enema.9  In  a recent  study 
involving  general  clinical  prac- 
tice and  university  hospitals,  the 
overall  sensitivity  of  barium 
enemas  in  the  detection  of 
colon  cancer  was  83  percent. 
Double  contrast  barium  ene- 
mas demonstrated  a sensitivity 
of  85  percent  and  single  con- 
trast barium  enemas  had  a sen- 
sitivity of  82  percent.'0  The  dou- 
ble contrast  study  is  more  sensi- 
tive than  single  contrast  in  the 
detection  of  polyps  of  less  than 
1 cm  in  size — 88  versus  72 
percent.  Double  contrast  bari- 
um enemas  often  are  more  dif- 
ficult to  interpret;  perceptive 
errors  by  the  radiologist 
account  for  50  to  90  percent  of 
the  polyps  missed,  with  these 
lesions  evident  on  the  films  in 
retrospect.  The  false-positive 
rate  for  colonic  polyps  on  dou- 
ble contrast  barium  enema 
averages  8 percent.7 

Colonoscopy  is  considered 
the  "gold  standard"  in  the  diag- 
nosis of  colon  cancers  and 
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Table.  Costs  of  colorectal  cancer  screening  and 

diagnostic  technologies  in  1995.* 

Description 

Average  Fee 

Fecal  Occult  Blood  Test 

$4 

Sigmoidoscopy,  diagnostic 

$80 

Diagnostic  Colonoscopy 

$285 

Colonoscopy,  lesion  removal 

$434 

Contrast  x-ray  exam  of  colon 

$131 

! Source:  Office  of  Technology  Assessment  report,  April  1 995,  based  upon 
the  Medicare  Fee  Schedule  published  in  the  Federal  Register,  vol.  59,  no. 

235,  12/8/94,  p.  63434ff. 

*Fees  paid  for  procedures  performed  in  physician's  office  including  professional,  tech- 
nical, and  malpractice  components.  Fees  vary  geographically  based  on  geographic 

adjusters.  Amounts  paid  for  procedures  performed 

in  outpatient  hospital  and  ambula- 

tory  surgery  centers  differ  from  those  above  based  < 

Dn  institutional  costs. 

polyps.  The  generally  accepted 
sensitivity  of  colonoscopy  is 
approximately  90  percent  in 
detecting  polyps  and  95  per- 
cent in  detecting  cancers.37  '0  It 
is  presumed  to  have  a false- 
positive rate  of  zero.  Polyps 
under  7 mm  size — "diminutive 
polyps" — are  more  readily 
detected  by  colonoscopy.  This 
is  of  questionable  value  be- 
cause polyps  this  small  are 
rarely  malignant,  and  are  more 
likely  to  be  hyperplastic  polyps 
that  are  not  premalignant.  A 
recent  study  on  the  accuracy  of 
colonoscopy  showed  an  over- 
all 24  percent  miss  rate  in  the 
detection  of  colonic  adenomas, 
with  a 6 percent  miss  rate  for 
adenomas  of  1 cm  size  or  larg- 
er." This  study  involved  a high- 
er risk  population  and  utilized 
attending  gastroenterologists 


trained  in  endoscopy  who  had 
performed  at  least  500  colono- 
scopies apiece.  Another  study 
by  the  same  researchers  found 
that  colonoscopy  performed  by 
gastroenterologists  was  97  per- 
cent sensitive  in  the  detection  of 
colon  cancer,  but  when  per- 
formed by  nongastroenterolo- 
gists it  was  only  87  percent 
sensitive.'0  Sometimes  the  entire 
colon  cannot  be  visualized  with 
colonoscopy;  trained  endo- 
scopists do  not  reach  the  cecum 
in  1 0 percent  of  patients.'2  One 
great  advantage  is  that,  in 
addition  to  being  a diagnostic 
test,  colonoscopy  allows  for 
biopsy  of  tumors  and  removal 
of  polyps  in  one  procedure.  It  is 
the  most  expensive  screening 
examination. 

Risks  of  screening  tests. 

False-positive  test  results  are  a 


risk  of  screening.  They 
require  workup  of  the 
entire  colon,  with  either 
colonoscopy  or  barium 
enema.13  Compli- 
cations of  screening 
tests  must  also  be  con- 
sidered, as  they  add 
risk  and  cost  to  the 
screening  process. 
One  of  the  most  signifi- 
cant complications  is 
bowel  perforation.  The 
risk  of  perforation  with 
colonoscopy  is  1 in 
500  to  1,000  cases. 
Barium  enema  has  one 
tenth  the  risk  of  perfo- 
ration, or  1 in 
10, 000. 14  Sigmoid- 
oscopy has  an  interme- 
diate rate  of  significant 
complications — 1 in 
2,000  procedures.2  Perfora- 
tion incurs  a 5 to  10  percent 
mortality  rate  and  usually  re- 
quires surgery.  Additional  com- 
plications attributable  to 
colonoscopy  include  medica- 
tion-induced cardiorespiratory 
events.15  Barium  enemas  in- 
volve radiation  exposure,  on 
the  order  of  600  mrads  for  an 
examination.'4  Screening  is 
recommended  at  3-to-5-year 
intervals  beginning  at  age  50. 
The  resultant  low  level  of  radia- 
tion exposure  has  not  been 
shown  to  have  adverse  effects 
in  this  older  patient  population. 

Quality  assurance.  Sig- 
moidoscopy, colonoscopy,  and 
barium  enemas  are  operator- 
dependent,  with  efficacy  vary- 
ing significantly  between  insti- 
tutions and  individual  procedu- 
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ralists.  One  recommendation  is 
that  hospital  continuous  quality 
improvement  committees  track 
the  sensitivity  of  barium  enemas 
and  colonoscopy  for  individual 
radiologists  and  colonoscopists 
in  their  institutions,  and  require 
additional  training  and  remedi- 
ation when  sensitivity  rates  fall 
below  an  acceptable  stan- 
dard.10 The  American  College 
of  Radiology  is  working  on  a 
multifaceted  educational  pro- 
gram to  improve  the  quality 
and  interpretation  of  barium 
enemas,  including  tutorial 
workshops  and  minifellow- 
ships. 14,5 

Screening  frequency. 

Screening  frequency  is  derived 
from  the  estimated  preclinical 
interval:  the  time  it  takes  a 
detectable  benign  adenoma  to 
develop  into  an  invasive  colon 
cancer.  Using  an  estimate  of  7 
to  10  years  for  the  adenoma- 
carcinoma  sequence,  and 
dividing  this  in  half  gives  a 
screening  interval  of  3 to  5 
years  for  the  more  sensitive, 
less  costly  screening  tests — flex- 
ible sigmoidoscopy  and  bari- 
um enema.  FOBT  is  less  sensi- 
tive for  adenomatous  polyps 
and  therefore  is  recommended 
annually  by  many  organiza- 
tions; a minority  feel  that  FOBT 
probably  is  not  cost  effective 
for  this  very  reason  and  can  be 
omitted.3  Statistical  analysis  of 
the  efficacy  of  barium  enema, 
sigmoidoscopy,  and  colonos- 
copy shows  that  performing 
any  of  these  tests  every  3 to  5 
years  preserves  approximately 
90  percent  of  the  effectiveness 


of  an  annual  examination,  with 
substantial  reduction  in  incon- 
venience, cost,  and  risk.'3  Since 
colonoscopy  has  been  estimat- 
ed to  be  5 to  15  percent  more 
effective  than  barium  enema 
but  costs  two  or  three  times 
more,  some  suggest  colonos- 
copy every  3 to  5 years  if  cost 
is  not  an  issue.  Others  feel  that 
colonoscopy  is  unacceptable 
for  routine  screening  due  to  the 
cost  in  dollars  and  in  years  of 
life  lost  related  to  the  risks  of  the 
procedure.3  Another  suggestion 
is  a single  screening  colonos- 
copy performed  at  50  to  59 
years  of  age,  to  detect  and 
remove  polyps.'6  This  ap- 
proach is  being  studied  and 
has  not  yet  been  validated. 

Relative  costs  of  screen- 
ing tests.  When  considering 
cost  effectiveness  of  a screen- 
ing procedure,  factors  consid- 
ered should  include  the  cost  of 
the  procedure,  recommended 
frequency,  sensitivity  in  detect- 
ing disease,  cost  of  diagnostic 
followup  of  a positive  screen- 
ing test,  cost  of  treatment  of 
complications  of  screening, 
and  potential  savings  from 
treating  cancer  in  earlier  stages 
or  preventing  cancer.  In  1995, 
the  Medicare  fee  schedule  for 
colorectal  cancer  screening 
quoted  the  following  average 
fees,  rounded  off  to  the  nearest 
dollar:  $4  for  FOBT,  $80  for 
diagnostic  sigmoidoscopy, 
$ 1 3 1 for  barium  enema,  $285 
for  diagnostic  colonoscopy, 
and  $434  for  colonoscopy 
with  lesion  removal  (Table). 
Reimbursement  rates  of  private 


insurance  carriers  vary.  One 
study  involving  Pennsylvania 
Blue  Shield  high-option  con- 
tracts quoted  total-component 
reimbursement  rates  of  $121 
for  double  contrast  barium  en- 
ema performed  in  a private 
office,  $21  1 for  barium  enema 
performed  in  the  hospital, 
$502  for  diagnostic  colonos- 
copy in  a private  office,  and 
$767  for  diagnostic  colonos- 
copy performed  in  the  hospital. 
The  cost  of  diagnostic  colon- 
oscopy (not  including  polypec- 
tomy) was  more  than  triple  the 
cost  of  a barium  enema.17  The 
greater  cost  and  greater  risks  of 
colonoscopy  make  barium 
enema  an  attractive  alternative 
to  government  agencies  and 
third-party  carriers,  despite  the 
trade-off  in  sensitivity.'5  Reim- 
bursement for  flexible  sigmoi- 
doscopy varies  between  $80 
and  $150,  usually  less  than  for 
barium  enema.  Although  dou- 
ble contrast  barium  enema  is  a 
little  more  costly  than  flexible 
sigmoidoscopy,  the  Office  of 
Technology  Assessment  (OTA) 
found  it  more  effective  in  pre- 
vention and  early  detection  of 
cancers.  The  OTA  felt  that  col- 
onoscopy did  not  perform  well 
as  a screening  tool  due  to  cost 
and  risks,  although  it  is  the 
acknowledged  procedure  of 
choice  for  patients  at  high  risk 
for  colorectal  cancer  and  with 
positive  screening  tests.3 

Screening  recommen- 
dations. It  is  recommended 
that  screening  for  colorectal 
cancer  should  start  at  age  50 
years  in  low-risk  patients.  Most 


40  sy  Medicine  august  1997 


HH3 


FEATURE 


organizations  recommend 
FOBT  annually  due  to  its  low 
cost,  although  this  is  least  effec- 
tive in  detecting  premalignant 
adenomatous  polyps  and  early 
cancers.  Flexible  sigmoi- 
doscopy or  barium  enema 
should  be  performed  every  3 to 
5 years,  or  may  be  alternated 
at  3-to-5-year  intervals  to  com- 
bine more  optimal  examination 
of  the  rectosigmoid  with  visual- 
ization of  the  entire  colon.  If 
cost  is  not  of  concern,  both  flex- 
ible sigmoidoscopy  and  bari- 
um enema  may  be  considered 
every  3 to  5 years,  or  the  more 
expensive  option  of  colonos- 
copy every  5 years.  Once  a 
patient  is  diagnosed  as  having 
an  adenomatous  polyp  or 
colon  cancer,  the  patient  is 
placed  in  a high-risk  group, 
and  the  low-risk  screening 
schedule  no  longer  applies. 
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Kids  haying  kids: 
The  teen  birth  rate 


Birth  rates  to  New 
Jersey  teenagers  are 
declining,  but  there  still 
are  9,000  infants  born  to 
kids  each  year. 
Socioeconomic  influences, 
teens'  physiology,  or  a 
combination  of  factors 
often  contribute  to 
premature  or  low- 
birthweight  babies. 
Reaching  the  teen  mother 
early  and  consistently 
during  pregnancy 
becomes  crucial  for  her 
and  her  baby's  future. 

New  Jersey  is  making 
progress  in  preventing  teen 
pregnancies.  There  were 
10,355  recorded  births  to  girls 
aged  10  to  19  years  in  1990, 
dropping  to  9,609  teen  births 
in  1994 — a decrease  of  7 per- 
cent, according  to  Celeste 
Wood,  acting  assistant  commis- 
sioner for  the  Division  of  Family 
Health  Services,  Department  of 
| Health  and  Senior  Services. 
Comparing  1 992  pregnancy 
rates  nationwide,  New  Jersey 
ranks  1 4th  lowest,  reported  the 
Alan  Guttmacher  Institute. 

"Unfortunately,  we  don't 
have  substantiated  reasons  as 
to  why  rates  have  gone  down," 
says  Wood.  "Most  of  our  infor- 
mation is  anecdotal  or  comes 
from  surveys.  We  believe,  how- 
; ever,  it's  a combination  of 
improved  standards  for  family 
life  education,  better  access  to 


contraception,  more  peer  coun- 
seling, and  heightened  aware- 
ness of  HIV/AIDS.  From  our 
sources,  we  notice  an  increase 
in  contraceptive  use  among 
sexually  active  teens — though 
not  as  much  as  we'd  like — and 
an  increase  in  abstinence." 

Despite  the  overall  good 
news,  troubling  statistics 
remain.  As  is  true  nationally, 
teen  birth  rates  in  New  Jersey 
are  higher  among  African- 
Americans — about  100  per 
1 ,000  births — than  among 
white  youths,  whose  rate  is 
25.4  per  1,000  births.  Wood 
notes  another  area  of  special 
concern:  Births  to 
girls  aged  10  to 
14  years  in- 
creased from  241 
in  1 990  to  284  in 
1 994.  These  preg- 
nancies, she  says, 
are  often  the  result 
of  abuse  or  coer- 
cion. 

Whether  it's 
contraception  or 
abstinence  being 
preached,  the 
message  often  es- 
capes adolescents,  who  are 
subject  to  peer  pressure  and 
who  receive  incorrect  informa- 
tion about  sex.  Teens  also  are 
prone  to  defiant  behavior,  feel- 
ings of  invincibility,  and  whims. 
Kelly  Ruscitti,  LCSW,  coordina- 
tor of  the  Dickinson  Adolescent 
Health  Center,  a school-based 
clinic  in  Jersey  City,  says,  "One 


girl  had  a baby,  kept  the  baby, 
and  then  got  pregnant  again — 
she  wanted  to  have  a baby 
with  her  new  boyfriend." 

And  for  some  inner-city 
teens,  having  a baby  is  consid- 
ered success.  "They  see  no 
brighter  future  for  themselves," 
says  Elaine  Diegmann,  CNM, 
ND,  director  of  the  Nurse 
Midwifery  Education  Program 
at  UMDNJ-School  of  Health 
Related  Professions.  "These 
girls  may  be  doing  poorly  at 
school  and  have  no  support 
system  at  home." 

Prenatal  care,  good  nutri- 


rettes  and  illegal  drugs  during 
pregnancy  are  the  order  for 
any  pregnant  woman,  but  for 
teens,  these  can  be  vulnerable 
areas.  "Pregnant  teens,  provid- 
ed they  get  into  the  health  care 
system  early,  usually  deliver 
healthy  babies,"  says  Theodore 
Barrett,  MD,  a clinical  instructor 
of  obstetrics  and  gynecology  at 


The  staff  of  the  Nurse  Midwifery  Education  Program. 
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UMDNJ-New  Jersey  Medical 
School.  "But  many  are  in  a 
state  of  denial  and  don't  come 
in  for  prenatal  care  until  late  in 
the  second  trimester.  They  may 
have  no  health  insurance;  they 
have  overwhelming  social 
problems  or  they  simply  can't 
afford  cab  fare  to  the  doctor's 
office." 

Barrett  associates  lack  of 
early  prenatal  care  with  pre- 
mature births,  the  latter  a prob- 
lem affecting  15  to  20  percent 
of  teenagers,  but  only  1 0 per- 
cent of  older  women.  By  post- 
poning prenatal  care,  he  says, 
teens  miss  out  on  early  blood 
tests  that  can  detect  abnormali- 
ties. They  also  don't  receive 
counseling  on  lifestyle  issues, 
such  as  diet  and  substance 
abuse,  during  the  early  stages 
of  the  fetus's  development. 

For  example,  taking  folic 
acid  in  the  first  trimester  may 
help  prevent  neural  tube 
defects,  yet  Barrett  says  most 
teens  don't  eat  foods  rich  in  the 
vitamin  or  take  a supplement 
early  in  the  pregnancy.  Statis- 
tics may  illustrate  the  conse- 
quences: Neural  tube  defects 
such  as  spina  bifida  and  anen- 
cephaly  occur  in  about  1 in 

2.000  births  in  the  general 
population,  but  occur  in  1 in 

1 .000  teen  births. 

Many  teenage  girls  worry 
about  their  weight,  and  that 
concern  doesn't  magically  go 
away  during  pregnancy. 
Pregnant  adolescents  might 
skip  breakfast,  make  poor  food 
choices,  or  even  be  on  fad 
diets  because,  either  ignorant 
about  the  pregnancy  or  in 


denial,  they're  concerned 
about  weight  gain. 

Diegmann  believes  in  find- 
ing the  good  in  what  pregnant 
teenagers  eat.  "If  a girl  wants  a 
Big  Mac,  suggest  she  ask  for 
extra  lettuce  and  tomatoes  and 
skip  the  french  fries,"  she  says. 
"When  the  diet  is  not  in  tune 
with  what  she  eats,  forget  it. 
One  teen  told  me,  'You  need  to 
get  a nutritionist  who  knows 
what  she's  doing.  Do  you  know 
what  she  told  me  to  eat? 
Seeds!'  Now, 
sunflower  seeds 
and  the  like  are 
good  sources  of 
iron  and  protein, 
but  they  weren't 
something  with 
which  this  teen 
could  identify." 

If  delayed 
prenatal  care 
and  poor  diet 
aren't  enough, 
many  pregnant 
adolescents  Bar- 
rett treats  at  the 
Doctors  Office 
Center  in  New- 
ark also  smoke. 

He  tells  these 
girls  the  facts — 
that  smoking 
increases  their  chances  of  deliv- 
ering early  or  having  a low- 
birthweight  baby.  But  then  he 
does  more — he  enters  into  a 
contract  with  them.  "Cigarettes 
are  expensive,  so  most  of  the 
girls  smoke  only  about  one-half 
or  one-quarter  pack  a week.  I 
shake  hands  with  them,  and 
say,  'I'll  see  you  in  three  to  four 


weeks.  By  then,  I want  you 
smoking  only  three  to  five  ciga- 
rettes a week.  At  the  next  visit, 
you'll  choose  a quit  date.'  It's 
an  approach  that's  pretty  suc- 
cessful." 

Pregnant  adolescents  need 
help  learning  to  eat  right  and 
curtailing  undesirable  habits, 
says  Diegmann,  but  a big  part 
of  that  is  earning  their  trust.  She 
and  her  midwife  faculty  devote 
Thursdays  to  pregnant  teens  at 
AdHouse  affiliated  with  St. 
Michael's  Hospital,  Newark. 

The  patients  are 
offered  break- 
fast, and  there's 
a playroom  for 
children.  The 
program  com- 
bines mid- 
wifery care,  so- 
cial work,  out- 
reach, home 
visits,  and  GED 
classes  for 
teens  who  want 
to  complete 
their  high 
school  educa- 
tion. Each  week 
the  midwives 
see  about  eight 
girls  for  revisits 
and  two  new 
patients. 

"Teens  are  suspicious  and 
very  much  into  their  own  peer 
groups,"  Diegmann  notes. 
"They  need  proper,  constant 
care,  but  not  necessarily  more 
visits.  We  can't  push  too  much, 
or  they  won't  come." 

While  most  health  care  pro- 
fessionals agree  that  socioeco- 


AdHouse,  a resource  center 
in  Newark,  is  run  by 
Mrs.  Lula  R.  Linden. 
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nomic  factors  affect  teen  preg- 
nancy, there  isn't  the  same  con- 
sensus about  another  question: 
Are  there  physiological  issues 
as  well?  In  younger  girls — up  to 
about  age  1 5 years — one  con- 
cern is  that  the  pelvis  has  not 
grown  completely.  This  can 
result  in  cephalopelvic  dispro- 
portion and  ultimately,  cesare- 
an birth. 

But  there  may  be  more.  From 
her  research  involving  Camden 
teens,  Theresa  O.  Scholl,  PhD, 
MPH,  a professor  of  obstetrics 
and  gynecology  at  UMDNJ- 
School  of  Osteopathic  Medi- 
ti  cine,  believes  growing  young 
mothers-to-be  compete  with 
their  fetuses  for  nutrients. 

In  her  studies  of  over  1 ,000 
pregnant  teens,  the  epidemiolo- 
gist found  one-half  the  group 
still  was  growing.  Among  the 
findings,  lower  concentrations 
of  two  marker  nutrients,  ferritin 
and  folate,  were  detected  in  the 
growing  girls'  umbilical  cord 
blood  at  delivery.  These  girls 
also  gained  more  weight  dur- 
ing pregnancy  than  the  non- 
growing group  and  delivered 
smaller  babies.  These  results 
and  findings  from  earlier 
research  support  the  competi- 
I tion  theory,  she  says. 

What  sets  off  this  competi- 
tion? Scholl  contends  that  the 
same  hormonal  milieu  that  fuels 
typical  adolescent  growth — 
mainly  higher  levels  of  insulin — 
also  underlies  maternal  growth. 
"It's  commonly  thought  among 
obstetricians  that  if  an  adoles- 
cent can  conceive  and  carry 
l the  fetus  as  an  older  woman 
does,  that  all's  the  same,"  says 


Scholl.  "But  there's 
a much  different 
physiology  for 
teens  linked  to 
their  own  growth 
and  development. 

A growing  teen's 
hormones  are 
sending  messages 
to  keep  adding 
fat,  muscle,  and 
bone." 

If  she  is  correct,  Scholl  notes, 
one  possible  way  to  offset  the 
competition  is  by  changing  the 
way  pregnant  teens  eat.  Eating 
small,  frequent  meals — much 
like  a gestational  diabetic — 
would  help  avoid  insulin 
surges. 

As  researchers  look  for  bio- 
logical answers  to  questions 
teen  pregnancies  raise,  health 
care  professionals,  educators, 
and  social  workers  seek  ways 
to  reduce  teen  births.  Wood 
says  New  Jersey  will  coordi- 
nate its  efforts  with  the  recently 
launched  National  Campaign 
To  Prevent  Teen  Pregnancy  and 
receive  technical  assistance 
from  the  group,  which  has  a 
goal  of  reducing  teen  pregnan- 
cy by  one-third  by  2005.  The 
New  Jersey  Department  of 
Human  Services  has  formed  a 
multi-department  task  force  to 
develop  a long-term  strategic 
plan  regarding  teen  pregnancy 
prevention. 

Meanwhile,  health  care  pro- 
fessionals and  others  provide 
contraceptives  and  education; 
after  that,  all  they  can  do  is 
hope.  They  watch  as  teens 
come  for  prenatal  care — some 
for  the  second  or  third  time. 


"One  in  ten  American  teens 
becomes  pregnant  each  year," 
says  Diegmann.  "Of  those,  one 
in  five  will  become  pregnant 
again  within  a year  of  the  first 
baby's  birth." 

Ruscitti  and  her  team,  which 
includes  social  workers,  a 
health  educator,  a psychiatrist, 
and  a nurse  practitioner,  coun- 
sel students  about  birth  control 
and  encourage  them  to  think 
through  the  consequences  of 
their  choices.  "I  say  to  the  girls, 
'If  you  are  having  sex  without 
contraception,  you  are  trying  to 
get  pregnant.'  I say  it  slowly 
and  then  repeat  it,"  she  says. 

"It's  extremely  frustrating  as 
a physician  to  see  over  and 
over  again  teenagers  offered 
all  kinds  of  contraceptives  and 
then  go  though  another  preg- 
nancy with  them,"  says  Barrett. 
"It's  frustrating  and  it  breaks 
your  heart.  Because  for  most  of 
these  girls,  there  isn't  a happy 
ending.  They  are  less  likely  to 
continue  their  education,  and 
when  they  can't  get  a good 
job,  they  go  on  welfare. 

And  the  cycle  contin- 
ues." 
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DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 
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you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
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succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 
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391  george  street  new  brunswick  nj  08901 
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Rose  Ann  La  Fisca 


Ms.  La  Fisca  is  the 
coordinator,  Proficiency 
Testing/Biannual  Testing 
and  Training  Programs, 
New  Jersey  Department 
of  Health  and  Senior 
Services. 

Have  you  and  your  staff 
heard  yourselves  mumbling, 
"They  want  me  to  run  how 
many  controls?"  "I  don't  need 
proficiency  testing,  I've  been 
doing  throat  cultures  for  30 
years.  Besides,  how  much  is 
this  going  to  cost?"  "Why  do 
we  need  documentation?  I can 
tell  who  did  the  test  by  the 
handwriting." 

If  you  answered  "yes"  to  any 
of  the  questions,  you  might  be 
relieved  to  know  that  the  New 
Jersey  Department  of  Health 
and  Senior  Services  (DHSS) 
may  have  the  solution  to  these 
problems. 

In  1975,  the  New  Jersey 
Legislature  passed  a law  enti- 
tled the  "New  Jersey  Clinical 
Laboratory  Improvement  Act," 
which  mandated  DHSS  to 
establish  and  conduct  a clinical 
laboratory  evaluation  pro- 
gram. The  Clinical  Laboratory 
Improvement  Service  (CLIS) 
was  created  to  prescribe  mini- 
mum standards  of  performance 


New  Jersey’s 
Clinical  Laboratory 
Improvement  Service 


in  the  examination  of  patient 
specimens;  to  test  the  proficien- 
cy of  laboratories  to  determine 
if  these  minimum  standards  are 
being  met;  and  to  develop  and 
organize  consultation  and 
training  activities. 

CLIS  currently  provides  all  of 
these  mandated  functions  for 
the  purpose  of  improving  the 
quality  of  performance  of  clini- 
cal laboratories. 

Under  federal  rules  referred 
to  as  CLIA  '88,  the  physician 
office  laboratory  (POL),  is 
required  to  obtain  certification 
and  meet  minimal  requirements 
applicable  to  every  laboratory 
regardless  of  site,  test  volume, 
and  test  complexity.  Although 
initially  established  to  monitor 
laboratories  possessing  state 
licensure,  the  services  now  of- 
fered through  CLIS  are  avail- 
able to  the  POL  possessing  a 
CLIA  certificate  in  New  Jersey. 

CLIS  is  organizationally  situ- 
ated in  DHSS  within  the 
Division  of  Public  Health  and 
Environmental  Laboratories. 
The  office  is  located  in  Trenton 
at  DHSS  headquarters,  under 
the  direction  of  S.l.  Shahied, 
PhD,  CLIS  program  director; 
Gerda  Duffy,  CLIA;  Rose  Ann 
La  Fisca,  Proficiency  Testing/Bi- 


annual Assessment  and  Train- 
ing; and  Renee  Morsbach, 
State  Licensure. 

Inspections.  For  nearly  30 
years,  CLIS  inspectors  have 
evaluated  regulatory  compli- 
ance of  state  licensed  laborato- 
ries. However,  since  1993, 
individual  CLIS  staff  members 
served  as  agents  for  the  Health 
Care  Financing  Administration 
(HCFA),  the  federal  agency 
responsible  for  implementing 
CLIA  '88.  In  this  capacity, 
these  professionals  seek  to  sat- 
isfy the  demand  for  guidance 
and  technical  assistance  in 
dealing  with  federal  regula- 
tions developed  to  assure  that 
accurate  and  reliable  testing  is 
available  to  all  patients.  Re- 
cently, HCFA  data  indicate  that 
laboratories  are  on  the  right 
track  regarding  CLIA  '88  com- 
pliance, which  attests  to  the 
efforts  of  the  CLIS  inspectors. 
However,  the  same  data  also 
identified  issues  of  quality  con- 
trol, quality  assurance,  record 
keeping,  and  documentation 
as  some  of  the  most  frequently 
cited  deficiencies  in  the  second 
cycle  of  on-site  inspections. 
The  need  to  monitor  laboratory 
tests  for  quality  is  imperative 
and  when  questions  arise 
about  specific  regulations  or 
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how  to  comply  with  certain 
requirements,  it  clearly  would 
be  worthwhile  for  POLs  to  con- 
sider CLIS  as  an  option  in  their 
search  for  consultative  services. 

Proficiency  testing.  For  more 
than  25  years,  CLIS  has  served 
this  state's  licensed  laboratories 
in  proficiency  testing  (PT). 
Since  1991,  the  CLIS  PT  Pro 
gram  has  obtained  the  annual 
approval  granted  to  PT 
providers  through  HCFA  for  use 
in  meeting  CLIA  '88  require- 
ments. The  Commission 
on  Office  Laboratory 
Accreditation  (COLA) 
also  has  conferred  ap- 
proval on  the  CLIS  pro 
gram  for  those  laborato 
ries  seeking  COLA  ac- 
creditation to  meet  CLIA 
certification  requirements. 

All  state  licensed  labo 
ratories  and  those  issued 
a CLIA  certificate  for  mod- 
erate and  high  complexi- 
ty testing  must  enroll  in  a HCFA- 
approved  PT  program  for  each 
specialty,  subspecialty,  analyte, 
or  test  for  which  they  seek  licen- 
sure or  certification.  However, 
despite  the  length  of  time  since 
CLIA's  implementation,  HCFA 
identified  the  top  deficiency  in 
the  second  round  of  CLIA 
inspections  as  the  failure  of  lab- 
oratories to  enroll  in  an  ap- 
proved PT  program.  Those  lab- 
oratories performing  "waived" 
tests  are  exempt  from  PT 
requirements,  however,  pru- 
dent laboratory  practices 


should  include  some  type  of 
external  quality  assessment  on 
a regular  basis. 

The  CLIS  PT  staff  is  available 
to  answer  technical  and  admin- 
istrative questions  regarding  PT. 
Years  of  hands-on  experience 
and  education  often  can  be  of 
enormous  support  for  the  POL 
"tenderfoot"  who  only  recently 
became  exposed  to  the  world 
of  regulations  and  PT.  In  addi- 
tion to  HCFA-approved  PT  ser- 
vices, a newly  established  CLIS 


program  is  available  for  assess- 
ing clinical  tests  and  procedures 
on  a biannual  (four  sam- 
ples/year) basis.  This  service 
satisfies  CLIA  requirements  for 
external  assessment  of  analytes 
or  tests  not  specifically  cited  in 
the  federal  regulations  as  re- 
quiring PT.  This  program  was 
developed  as  an  option  to  the 
more  costly  standard  PT  format 
(15  samples/year)  and  the 
cumbersome  split  sampling 
techniques  often  used  for  verify- 
ing test  procedures  performed 
in  a clinical  laboratory. 


Licensure.  Today,  a POL 
located  in  New  Jersey  and 
serving  a single  practitioner  or 
a group  practice  with  less  than 
five  physicians  is  not  required 
to  obtain  state  licensure.  How- 
ever, these  facilities  are  certi- 
fied under  CLIA  '88  and  must 
comply  with  federal  regulations 
regarding  quality  control,  qual- 
ity assurance,  personnel 

requirements,  and  PT. 

With  the  arrival  of  federal 
rules  regarding  POLs, 
DHSS  has  became  keen- 
ly aware  of  the  concerns 
this  newly  regulated 
community  faces  in  its 
need  to  provide  accu- 
rate patient  results  while 
maintaining  sound  busi- 
ness practices.  In  at- 
tempting to  comply  with 
CLIA  '88,  many  physi- 
cians and  their  staffs 
have  found  themselves  over- 

whelmed and  frustrated  and 
often  leading  them  to  mistaken- 
ly perceive  all  regulation  as 
unnecessary,  burdensome  gov- 
ernmental intrusion.  However, 
CLIS  always  has  felt  its  objec- 
tive was  to  serve  as  a valuable 
resource  for  all  clinical  labora- 
tories to  meet  and  understand 
their  regulatory  requirements. 
The  CLIS  staff  is  able  to  assist 
POL  staffs  throughout  New 
Jersey  with  answers  to  technical 
or  administrative  ques-  __ 
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Patient  privacy  in 

the  electronic  age  Eric  J.  Lemer 


In  the  movie,  The  Net , an 
unscrupulous  company  uses  its 
access  to  medical  records  to 
carry  out  skullduggery,  includ- 
ing driving  an  inconvenient  sen- 
ator to  suicide  by  altering  his 
HIV  test  report  to  a false  positive. 
While  the  movie  is  far-fetched  in 
many  ways,  the  threat  posed  to 
patient  privacy  by  the  growth  of 
electronic  medical  records  is 
real.  As  more  and 
more  records  are  shift- 
ed from  paper  to  com- 
puters, and  those 
computers  are  linked 
into  large  networks  of 
providers,  insurers, 
and  other  institutions, 
the  protection  of  sen- 
sitive patient  informa- 
tion is  becoming  diffi- 
cult. 

Today,  the  majority 
of  patient  records  are 
kept  the  way  they  have  been  for 
decades — on  paper  in  file  folders 
and  filing  cabinets.  But  that  sys- 
tem is  rapidly  fading.  Close  to 
one-third  of  all  physician  offices 
now  are  connected  to  the 
Physician  Computer  Network 
(PCN),  which  provides  comput- 
erized billing,  as  well  as  electron- 
ic links,  to  hospitals,  laborato- 
ries, and  insurance  companies. 
This  means  that  for  all  patients 
of  these  doctors,  complete  med- 


ical records,  laboratory  reports, 
and  other  data  required  by  insur- 
ance companies  on  diagnosis 
and  treatment  are  available  in 
electronic  form  and  on  widely 
distributed  networks.  PCN 
reserves  the  right  to  copy  infor- 
mation from  a physician’s  com- 
puters onto  its  own  and  to  resell 
the  information  to  other  compa- 
nies. While  PCN  pledges  to  strip 


all  patient  identification  before 
the  data  are  resold,  complete 
data  are  available. 

About  15  million  patients 
have  medical  reports  filed  on  the 
computers  of  the  Medical 
Information  Bureau,  a nonprofit 
arm  of  the  insurance  industry, 
which  keeps  files  on  those  with 
serious  medical  conditions  or 
other  “risk  factors”  like  poor  dri- 
ving records.  Here  the  informa- 


tion is  supplied  by  insurers 
based  on  information  of  applica- 
tions, data  supplied  by  the  appli- 
cant’s own  physician,  or  the 
insurer’s  own  investigations  and 
examinations. 

Additionally,  insurance  com- 
panies and  government  insur- 
ance agencies  such  as  Medicare 
and  Medicaid  have  electronic 
files  of  their  own.  With  the 
growth  of  managed 
care,  more  and  more 
patient  data  are  re- 
quired by  HMOs  and 
other  insurers,  includ- 
ing detailed  reports  on 
each  individual’s 
course  of  care.  In  the 
case  of  treatments  for 
any  mental  or  emo- 
tional problems,  the 
data  may  include  the 
most  personal  details 
of  an  individual’s  fami- 
ly life. 

As  these  vast  bodies  of  elec- 
tronically accessible  data  have 
mushroomed,  the  danger  for 
invasion  of  patient  privacy  has 
increased  exponentially.  In  a 
1993  Harris  poll,  one  in  four 
patients  knew  of  instances  where 
the  medical  data  had  been 
improperly  disclosed.  Some  of 
these  incidents  make  the  head- 
lines. For  example  in  1995,  a 
group  of  Medicaid  clerks  in 
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Maryland  sold  records  contain- 
ing patients’  names  and  medical 
histories  to  HMO  recruiters.  And 
such  illicit  distribution  is  far 
from  the  only  danger.  A more 
common  danger  is  the  misuse  of 
information  by  the  agency  that 
collects  the  data.  For  example, 
for  the  many  companies  that 
self-insure,  information  often 
flows  freely  between  insurance 
and  personnel  departments, 
with  fully  one-half  of  such  com- 
panies reporting  in  a University 
of  Illinois  survey  that  they  used 
employee  medical  records  in 
making  personnel  decisions. 

Porous  protections.  Although 
the  Hippocratic  oath  enjoins 
physicians  from  “spreading 
abroad”  patient  confidential 
information  and  the  American 
Medical  Association  code  of 
ethics  requires  that  patient 
records  be  safeguarded  “to  the 
higher  possible  degree,”  legal 
protections  of  confidentiality  are 
spotty  and  weak.  According  to 
Reid  Cushman,  an  expert  on 
medical  policy  at  Yale,  laws  pro- 
tecting patient  privacy  at  the 
state  level  are  almost  exclusively 
aimed  at  governmental  uses  of 
medical  information,  not  private 
uses.  At  the  federal  level,  the 
Privacy  Act  of  1974  and  the 
Computer  Matching  and  Privacy 
Protection  Act  of  1988  also  con- 
centrate on  limiting  the  behavior 
of  federal  agencies.  No  federal 
legislation  restricts  the  actions  of 
state  and  local  governments  or 
the  private  health  care  entities 
that  actually  hold  most  of  the 
medical  data.  In  fact,  in  many 


jurisdictions,  institutions  have 
far  better  access  to  patient  confi- 
dential records  than  do  the 
patients  themselves — only  28 
states  mandate  patient  access  to 
their  own  records. 

Currently,  pending  legislation 
probably  is  not  going  to  improve 
the  situation.  “The  Medical 
Records  Confidentiality  Act,” 
which  failed  to  pass  in  the  last 
session  of  Congress,  would  have 
essentially  legitimized  the  pre- 
sent system  of  allowing  a wide 
variety  of  institutions  free  access 
to  medical  records,  while  only 
assuring  patients  the  right  to 
access  and  correct  their  own 
records.  Patients  must  give 
informed  consent  to  the  distrib- 
ution of  their  records,  but  in 
most  cases  this  “voluntary”  con- 
sent is  voluntary  only  for  those 
who  do  not  need  medical  insur- 
ance. 

The  main  threat  to  patient  pri- 
vacy is  not  the  unauthorized, 
outsized  hacker  who  electroni- 
cally intrudes,  but  the  insider 
who  uses  information  obtained 
legally  for  illegitimate  purposes. 
Computer  technology  has  vastly 
increased  the  ease  of  such  illegit- 
imate use  of  information;  since 
at  a few  keystrokes  thousands  of 
records  can  be  searched  or 
copied.  Those  with  legal  access 
to  medical  records,  in  fact,  can 
use  them  for  a huge  variety  of 
purposes — employers  to  deny 
promotions  or  employment  to 
those  with  certain  diseases,  and 
insurers  to  deny  coverage.  In- 
dividuals employed  by  such  in- 


stitutions can  use  medical  rec- 
ords in  a variety  of  criminal  ac- 
tivities such  as  credit  card  fraud  I 
or  even  blackmail. 

What  physicians  can  do. 
Protecting  patients’  privacy  is  a j 
difficult  task  for  physicians.  If  i 
patients  feel  that  the  most  pri- 
vate aspects  of  their  lives  will  not 
be  kept  confidential  by  their 
doctors,  increasingly  they  Mali 
withhold  that  information, 
which  can  have  disastrous  con-  I 
sequences  for  effective  treat- 
ment.  To  prevent  this,  many  j 
physicians  are  starting  to  com-  > 
partmentalize  their  own  records, 
putting  certain  sensitive  patient 
data  into  records  that  are  only 
available  to  the  doctors  them- 
selves. Records  available  to  out- 
side institutions  such  as  insur- 
ers, then  are  limited  to  what 
such  institutions  “need  to 
know.”  Such  compartmentaliza- 
tion  increases  recordkeeping  | 

overhead,  and  may  be  very  diffi-  I 

cult  to  carry  out  in  HMOs,  where  i 

doctor’s  notes  often  are  required 
to  be  included  in  insurance  !j 

records.  In  addition  physicians  ; 

must  make  sure  that  adequate  | 

information,  stripped  of  patient  ■ 

identification,  is  available  to  \ 

researchers,  whose  work  could  : 

be  biased  if  all  information  is  not 
included  in  the  records. 

Clearly  such  efforts  are  partial 
solutions  at  best.  But  over  the 
longer  term  it’s  likely  that  to 
truly  protect  patient  privacy,  the 
United  States  will  need  privacy 
protection  legislation  similar  to 
that  now  in  force  in  other 
industrialized  countries. 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 

To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 

Endorsed  by  the 

Medical  Society  .!  New  Jersey 
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MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 
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Our  unique 
approach  to 
malpractice 
insurance  can 
improve  your 
cash  flow. 


Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a tail 
— to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain  cov- 
erage with  us  until  retirement,  you’ll  never 
have  to  purchase  a tail,  and  you’ll  still  be 
protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We’d  like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  Managed  Care  Survival  Kit  for  Pbyviciano. 
To  receive  your  complimentaiy  copy  of  this 
useful  guide,  please  call  us  at  800-684-0876. 


BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH,  PO  BOX  217 
1SELIN.  NJ  08830-0217 
800-684-0876  • 908-205-9800 
FAX:  908-205-9496 
E-MAIL:  bcszerlip@aol.com 

Professional  Insurance  Serviced 
for  Health  Care  Providers 


The  Medical  Manager 

Practice  Management  Software  ^ 


A fully  integrated  practice  management  solution 


Over  16  years’  experience  in  providing 
healthcare  automation  solutions 


Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 


Learn  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  us 
at  800.677.7784,  201.808.0088,  or  www.medicalmanager.com. 


Medical 

Manager 


Corporation 


RTI,  Inc.  and  Medix 


T.  Rowe  Price  Health  Sciences  Fund  seeks  capital 
appreciation  from  the  dynamic  changes  currently 
shaping  the  health  sciences  field.  Baby  boomers  are 
aging,  and  their  demand  for  health-related  goods  and 
services  will  increase.  Technological  advances  are 
reshaping  medical  treatment  and  inspiring  new 
research,  offering  opportunities  for  investors 
seeking  aggressive  long-term  growth. 

Of  course,  the  fund's  greater  potential  also  carries 
greater  risk.  $2,500  minimum  ($1,000  for  IRAs). 

No  sales  charges. 


Call  24  hours  for  a free  information  kit 
including  a prospectus 

1-800-541-4540 


Invest  With  Confidence 

T.RoweFHce 


m 


Prospectus  contains  more  complete  information,  including  management  fees  and  otb 
charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Prii 
Investment  Services,  Inc.,  Distributor.  HSF03734 
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PIP  21 -day  rule  adds 
to  physicians’  burdens 


The  authors  are 
principals  of  the  law  firm 
of  Kern  Augustine 
Conroy  & Schoppmann, 
PC,  in  Bridgewater. 

Changes  to  New  Jersey’s 
! Personal  Injury  Protection  (PIP) 

: regulations  add  another  layer  of 
bureaucracy  and  burden  to 
physicians’  efforts  to  receive 
|j  compensation  for  their  services. 
For  years  New  Jersey  law  has 
provided  that  an  insurer  “may 
require  written  notice  to  be 
given  as  soon  as  practicable  after 
an  accident  involving  an  auto- 
i mobile  with  respect  to  which  the 
policy  affords  [PIP  benefits] 
The  burden  to  provide  that 
I notice,  however,  was  placed 
upon  the  insured. 

Approximately  one  year  ago, 
the  law  was  amended  to  expand 
I the  notice  obligation  to  the  in- 
sured’s medical  providers.  The 
Department  of  Banking  and  In- 
surance (B&I)  now  has  issued 
I final  regulations  implementing 
: this  amendment,  thereby  chang- 
I ing  the  way  every  medical  pro- 
vider serving  PIP  patients  must 
do  business. 

The  new  regulation  requires  a 
medical  provider  who  renders 
medical  services  to  an  automo- 
bile accident  victim  to  notify  the 
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patient’s  PIP  carrier  within  21 
days  after  commencing  treat- 
ment. The  legislative  rationale 
behind  the  amendment  is  that 
prompt  notification  of  the  insur- 
er’s potential  claims  exposure 
will  facilitate  the  calculation  of 
appropriate  reserves  and,  thus, 
increase  the  carrier’s  efficiency 
and  economy  to  the  ultimate 
benefit  of  its  policyholders.  The 
notification  requirement  applies 
to  treatment  of  injuries  from 
automobile  accidents  that  occur 
after  July  8,  1996,  the  effective 
date  of  the  amendment,  and 
regardless  of  whether  the 
insured’s  health  insurance  cover- 
age is  primary  for  PIP  benefits. 

Failure  to  comply  with  the 
21-day  notice  requirement  can 
result  in  denial  of  or  reduction  in 
payment  to  the  physician.  The 
final  rule  sets  forth  a form  of 
notice,  enumerates  the  factors  to 
be  considered  by  PIP  carriers  in 
evaluating  a late  notice,  and 
establishes  the  “rights”  of 
providers  who  have  had  claims 
denied  or  reduced. 

Emergency  care  and  treatment 
providers.  The  law  distinguishes 
among  certain  types  of  providers 
and  between  emergency  care  and 
non-emergency  care.  Services 
provided  as  emergency  care  and, 
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Denise  L.  Sanders,  Esq 
Steven  I.  Kern,  Esq 

except  as  noted,  services  by  cer- 
tain secondary  medical  providers 
are  exempt  from  the  notice 
requirement.  The  apparent  rea- 
son for  excepting  emergency 
care  is  that  the  law  was  intended 
to  require  that  providers  give 
insurers  notice  of  the  com- 
mencement of  what  may  become 
extensive,  protracted  outpatient 
care.  The  regulations  define 
three  types  of  medical  providers. 
A treating  medical  provider 
refers  to  all  New  Jersey  licensed 
persons  and  entities  that  provide 
medical  care  of  any  kind  whose 
services  are  reimbursable  under 
PIP  coverage.  This  includes 
physicians,  psychologists,  chiro- 
practors, physical  therapists,  and 
dentists  as  well  as  general  hospi- 
tals, acute  care  hospitals,  trauma 
centers,  rehabilitation  facilities, 
mental  hospitals,  convalescent 
homes,  nursing  homes,  and 
other  institutions,  whether  prof- 
it or  non-profit,  that  maintain  or 
operate  facilities  for  health  care 
and  whose  services  are  compen- 
sated by  PIP  insurance.  It  also 
includes  “such  other  medical 
treatment  practitioners  as  pro- 
vide a method  of  healing,  includ- 
ing religious  methods,  to  per- 
sons injured  in  automobile  acci- 
dents,” if  their  services  are  cov- 
ered by  PIP 
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Two  other  subgroups  of  med- 
ical providers  are  defined.  A sec- 
ondary medical  provider  is  a 
practitioner  or  provider  who 
provides  medical  products,  care 
or  services  only  after  having 
received  a prescription  from  a 
treating  medical  provider.  These 
providers  include  pharmacists, 
visiting  nurses,  prosthetics  fabri- 
cators, and  durable  medical 
equipment  providers.  (Even  if 
acting  pursuant  to  a prescrip- 
tion, physical  therapists  and  chi- 
ropractors are  not  considered 
secondary  medical  providers.) 
Furthermore,  any  medical  pro- 
vider who  would  otherwise  be 
considered  “secondary”  will  be 
reclassified  as  a primary  “treat- 
ing medical  provider”  if  he  seeks 
payment  of  an  eligible  charge  in 
excess  of  $500  for  individual  ser- 
vices or  products  provided  on 
one  occasion  or  in  the  course  of 
30  days.  An  eligible  charge  is 
defined  as  the  provider’s  usual, 
customary,  and  reasonable 
charge  or  the  upper  limit  on  the 
medical  fee  schedule,  whichever 
is  lower,  and  subject  to  the  PIP 
medical  fee  schedule  rules. 

A multiple  treating  medical 
provider  is  a treating  medical 
provider  who  provides  emer- 
gency care  in  association  with 
one  or  more  other  treating  med- 
ical providers.  Emergency  care  is 
defined  to  mean  all  medically 
necessary  treatment  of  a trau- 
matic injury  or  a medical  condi- 
tion manifesting  itself  by  acute 
symptoms  of  sufficient  severity 
(including  severe  pain,  psychi- 


atric disturbance,  and/or  symp- 
toms of  substance  abuse)  such 
that  absence  of  immediate  atten- 
tion could  reasonably  be  expect- 
ed to  result  in  death,  serious 
impairment  to  bodily  functions, 
or  serious  dysfunction  of  a bodi- 
ly organ  or  part.  It  includes  all 
necessary  care  immediately  fol- 
lowing an  automobile  accident, 
including,  but  not  limited  to, 
immediate  pre-hospital  care, 
transportation  to  a hospital  or 
trauma  center,  emergency  room 
care,  surgery,  critical,  and  acute 
care.  Emergency  care  extends 
through  the  period  of  initial  hos- 
pitalization until  the  patient  is 
discharged  from  acute  care  by 
the  attending  physician. 

In  effect,  emergency  care 
providers  are  deemed  to  have 
provided  timely  notice  for  emer- 
gency medical  care  when  their 
bill  is  received  by  the  insurer. 
However,  all  medical  care  pro- 
vided after  the  period  of  initial 
hospitalization  will  be  subject  to 
the  reduction  of  payments  for 
failure  to  provide  the  21 -day 
notice,  even  if  it  is  rendered  by  a 
provider  who  previously  provid- 
ed emergency  care. 

Notice  requirements.  A form  of 
notice  to  be  used  by  providers  is 
set  forth  in  the  regulation, 
although  a bill  or  invoice  that 
includes  all  of  the  required  infor- 
mation, such  as  the  HCFA  1500, 
also  will  suffice.  For  their  part, 
insurers  must  provide,  on  all 
insurance  identification  cards 
issued  by  the  insurer  after 
January  6,  1997,  one  address  to 


which  notice  must  be  sent  by  the 
medical  provider,  regardless  of 
how  many  claims  offices  the 
insurer  has.  This  information 
must  be  provided  under  the  title: 
“Address  for  notification  of  com- 
mencement of  medical  treat- 
ment” and  may  appear  on  the 
front  or  back  of  the  ID  card, 
either  printed  on  the  card  or  on 
a label  affixed  to  the  card. 
Although  insurers  complained 
about  the  time  and  expense  nec- 
essary to  implement  this  process, 
B&I  noted  that  ID  cards  are  the 
most  efficient  way  to  dissemi- 
nate information  to  a large 
majority  of  medical  providers 
and  that  providers  should  have 
the  convenience  of  filing  notices 
at  just  one  location. 

Proof  of  notice.  The  postmark 
of  any  mailed  notice  is  to  be  the 
proof  of  mailing.  Insurers  are  not 
required  to  allow  fax  and/or  e- 
mail  transmittals.  If  facsimile  or 
e-mail  notice  is  authorized  by 
the  PIP  insurer,  and  that  is  how  a 
provider  transmits  notice,  the 
proof  of  notice  will  be  the  fac- 
simile transmission  receipt  gen- 
erated by  the  sender’s  facsimile 
machine,  a copy  of  the  e-mail 
message  showing  the  date  and 
time  of  transmittal,  or  an 
acknowledgement  of  receipt 
generated  by  the  receiving  sys- 
tem. The  bottom  line  is  that  it  is 
the  responsibility  of  the  treating 
medical  provider  to  retain  proof 
of  any  notice  transmitted  by  fac- 
simile or  other  electronic  means. 

Many  treating  medical  pro- 
viders expressed  concern  that 
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insurers  will  simply  “lose”  or 
deliberately  misplace  notices 
that,  in  fact,  are  sent  in  a timely 
fashion.  B&I  suggested  that 
providers  could  send  the  notice 
by  certified  mail/retum  receipt 
requested  as  one  way  to  verify 
mailing.  Another  suggestion  was 
for  providers  and  insurers  to 
establish  “a  notification  verifica- 
tion process  . . . [similar  to]  cred- 
it card  authorization  codes.” 
B&I  stated  its  unwillingness  “to 
impose  [on  insurers]  expensive 
notice  requirements”  at  this  time 
but  promised  to  “monitor  com- 
pliance.” 

Verification  problems  aside, 
any  notice  given  shall  be  deemed 
to  have  been  made  on  the  date  of 
postmark  or  the  date  of  trans- 
mission in  the  case  of  facsimile 
transmission  and  e-mail.  In  cal- 
culating the  time  for  notice,  nei- 
ther the  day  treatment  begins 
nor  the  day  the  insurer  receives 
notice  are  to  be  included.  And,  if 
the  last  day  for  providing  notice 
falls  on  a Saturday,  Sunday,  or 
legal  holiday,  the  time  runs  to 
the  next  business  day. 

Obligations  of  the  physician. 
Providers  are  prohibited  from 
seeking  payment  direcdy  from 
an  insured,  even  if  the  patient 
fails  to  provide  the  required 
information;  there  must  be  a 
denial  of  payment  of  an  eligible 
charge  before  the  provider  can 
look  to  the  patient  for  payment. 
The  only  exception  to  this  is 
when  the  provider  does  not  take 


an  assignment  of  benefits  from 
the  injured  party  or  the  insured. 

The  provider  must  obtain 
coverage  information  from  the 
insured,  the  injured  party,  the 
hospital,  a police  report,  or  “any 
other  reasonably  available 
source.”  B&I  took  the  position 
that  “as  common  business  prac- 
tice,” providers  “have  in  the  past 


and  will  in  the  future,  obtain 
information  about  how  their 
bills  will  be  paid”  and  that,  in  the 
majority  of  cases,  there  will  be 
no  problem  obtaining  the 
required  information.  Providers 
are  advised  that  patients  have  an 
obligation  to  cooperate  and, 
when  the  requisite  information 
is  not  forthcoming,  the  provider 
“should  not  permit  outpatient 
treatment  to  accrue.”  There  is  no 
exception  for  providers  who  are 
simply  unaware  that  PIP  cover- 
age is  involved. 

Penalties  for  failure  to  provide 
notification.  What  are  the  stan- 
dards for  reduction  of  claims  for 


failure  to  provide  timely  notifica- 
tion? Under  the  statute,  when 
notice  is  not  received  within  the 
21-day  period,  the  PIP  insurer  is 
to  “reserve  the  right  to  deny” 
payment  of  the  claim.  B&I  was 
to  establish  standards  for  denial 
of  payment  and,  in  doing  so, 
B&I  was  to  consider:  the  length 
of  delay  in  notification,  the 
severity  of  the  treating  medical 
provider’s  failure  to  comply  with 
the  notification  provisions  based 
upon  the  potential  adverse 
impact  to  the  public,  and 
whether  or  not  the  provider  has 
engaged  in  a pattern  of  noncom- 
pliance with  the  notification 
requirements.  The  regulations, 
however,  establish  a matrix  or 
schedule  of  reductions  whereby 
a claim  may  be  denied  in  part 
(reduced)  or  in  full,  depending 
upon  the  degree  of  lateness.  An 
insurer  may  apply  the  following 
reductions  to  the  eligible 
charges:  22  to  30  days  after  treat- 
ment commences:  10  percent 
reduction;  31  to  60  days  after 
treatment  commences:  25  per- 
cent reduction;  61  to  120  days 
after  treatment  commences:  50 
percent  reduction;  121  to  160 
days  after  treatment  commences: 
75  percent  reduction;  and  161  or 
more  days  after  treatment  com- 
mences: 100  percent  reduction. 

Insurers  are  not  to  reduce  an 
eligible  charge  when  the 
provider  is  a multiple  treatment 
medical  provider  giving  emer- 
gency care  or  is  a secondary 
medical  provider,  nor  when  the 
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medical  condition  of  the  injured 
party  made  it  impossible  for  the 
provider  to  comply  with  the 
notice  requirement. 

But  the  analysis  does  not  end 
there.  Additional  factors  that 
may  be  considered  by  PIP  insur- 
ers in  choosing  whether  to  pay 
the  full  or  a less  reduced  amount 
of  an  eligible  charge  are:  1) 
whether  the  treating  medical 
provider  previously  has  provided 
untimely  notice  under  this  sub- 
chapter or  has  established  a pat- 
tern of  untimely  notice;  2)  the 
cost  of  the  medical  treatment 
provided  by  the  treating  medical 
provider  between  the  time  treat- 
ment commenced,  when  notice 
was  due,  and  when  it  was  pro- 
vided; 3)  the  injured  party  was  a 
pedestrian  who  did  not  have  PIP 
coverage  as  the  named  insured 
or  resident  relative  under  anoth- 
er policy  and  the  circumstances 
are  such  that  additional  time  is 
necessary  to  identify  the  policy 
under  which  coverage  is  being 
provided;  4)  any  potential  ad- 
verse impact  on  the  public;  and 
5)  such  other  factors  as  the 
insurer  may  determine. 

What  should  be  clear  is  that 
the  above  factors  should  not 
allow  insurers  to  impose  greater 
reductions  than  the  schedule  of 
reductions  requires.  Rather, 
these  are  factors  to  be  considered 
by  the  insurer  in  determining 
whether  to  impose  the  applica- 
ble reduction  or,  due  to  mitigat- 
ing factors,  pay  the  provider 
more  than  would  otherwise  be 


required  under  the  schedule  of 
reductions. 

The  reductions  are  intended 
to  apply  to  all  charges  accruing 
up  to  the  date  that  late  notice  is 
given.  A provider’s  right  to 
receive  payment  under  a PIP 
policy  for  services  provided  after 
a timely  notification  is  not  affect- 
ed by  these  rules.  And,  as  for 
now,  there  is  no  requirement  to 
file  a new  notice  after  a lapse  in 
treatment  occurs. 

Obligations  of  the  insurer:  As 
for  the  obligation  of  PIP  insur- 
ers, the  insurer  must  confirm  the 
coverage  status  of  the  patient 
within  14  days  of  receiving  the 
notice  from  the  provider  but,  if 
coverage  status  is  “unknown,” 
the  insurer  is  allowed  a total  of 
60  days  from  the  date  of  the 
notice  to  determine  the  primary 
insurer.  When  the  insurer  arrives 
at  its  final  determination  as  to 
payment,  reduction,  or  denial  of 
payment,  it  must  do  so  in  a 
notice  to  the  medical  provider 
clearly  labeled  “final  determina- 
tion,” and  it  must  clearly  state 
the  injured  party,  the  insured, 
the  claim  number,  the  date  of 
accident,  the  date  of  first  treat- 
ment, the  date  notice  was  made, 
and  the  acceptance  or  rejection 
of  any  of  the  standards  of  adjust- 
ment of  the  reduction. 

Appeal  mechanism.  The  only 
remedy  for  providers  who  have 
had  claims  reduced  or  denied  for 
failure  to  notify  the  insurer  with- 
in the  prescribed  time  frame,  is 


to  appeal  to  the  Superior  Court, 
which  entails  further  costs  and 
delay.  The  appeal  must  be  filed 
within  14  days  of  receipt  of  the 
insurer’s  final  determination  and 
must  be  made  upon  motion 
based  upon  affidavits  showing 
sufficient  reasons  for  the  failure 
to  notify  within  the  time  period 
and  why  such  failure  is  excus- 
able under  the  regulations  and 
applicable  law.  The  Court,  in  its 
discretion,  may  permit  the 
provider  to  refile  the  claim  but 
only  if  the  insurer  will  not  be 
“substantially  prejudiced”  by  an 
order  permitting  such  a refiling. 

Conclusion.  According  to  B&l, 
the  rule  “will  not  unreasonably 
burden  providers  and  will  have  a 
positive  effect  in  helping  to  con- 
trol the  cost  of  insurance.”  Many 
remain  skeptical,  especially  in 
light  of  B&I’s  acknowledgment 
that  most  medical  providers  do 
submit  bills  prompdy  for  pay- 
ment. Nonetheless,  the  regula- 
tion is  here  for  the  foreseeable 
future  and,  as  with  so  many 
other  recent  regulatory  require- 
ments, physicians  must  assure 
compliance  or  risk  substantial 
monetary  loss. 

Every  patient  suffering  from 
an  injury  should  be  carefully 
questioned  as  to  its  cause.  If  an 
automobile  was  involved, 
providers  must  obtain  the 
patient’s  automobile  insurance 
data  and  must  notify  the  carrier 
within  21  days  of  com- 
mencing treatment  to  runT] 
ensure  reimbursement. 
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Here's  what  we  are  covering  in 
September  1997 

o Are  we  taking  care  of  the  health  needs  of  New  Jersey’s 
senior  citizens? 

There  is  a mushrooming  senior  citizenry  demanding  more 
medical  care  and  social  services.  Read  how  New  Jersey  is 
seeking  ways  to  increase  and  improve  its  senior  services. 

o Mat’s  new  in  home  care? 

Carol  J.  Kientz,  RN,  MS,  executive  director  of  the  Home 
Health  Assembly  of  New  Jersey,  details  the  explosion  in  the 
home  health  care  field  in  New  Jersey. 

o Are  professionals  taking  care  of  their  own? 

Read  an  indepth  report  on  how  MSNJ  and  other  professional 
organizations  around  the  state  are  helping  their  impaired 
colleagues  deal  with  the  diseases  of  impairment. 

£>  How  is  New  Jersey  handling  out-of-hospital  DNR  orders? 

Jeanne  Rerwin,  director  of  the  Mobile  Intensive  Care  Project 
at  Overlook  Hospital,  has  launched  a program  to  inform  every 
physician,  nurse,  hospice  specialist,  and  emergency  care 
provider  in  New  Jersey  about  out-of-hospital  do-not- 
resuscitate  orders. 

o How  can  the  Legal  Consultant  Network  help  you? 

The  Legal  Consultant  Network,  started  in  March  1997,  offers 
MSNJ  members  assurance  and  assistance  with  their  legal 
needs.  Three  law  firms  have  been  selected  as  charter 
members  of  the  Network. 

o Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
Online  MSNJ,  and  Calendar. 
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TT he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we  ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


■ Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

■ Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


■ Assistance  with  submitting  claims  if 
you  need  help. 

■ Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money . 
Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH ^^ASSOCIATES 
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ALLEGHENY 

UNIVERSITY  OF 
THE  HEALTH  SCIENCES 
MCP^Hahnemann  School  of  Medicine 

ALLEGHENY  UNIVERSITY  HOSPITALS 

Office  of  Continuing  Medical  Education 

presents 

\i 

lit 

i 

SEPTEMBER  1997 

TOPIC DATE WCAI1QN 77ME 

Office  Cardiology:  Bedside  Diagnosis 
of  the  Cardiac  Patient-Part  I 

Prevention  and  Treatment  of 
Cardiovascular  Diseases 

Common  Pediatric  Orthopaedic 
Disorders  Seen  in  a Primary  Care  Office 

State-of-the-Art  Arrhythmia  Management: 

Acute  Arrhythmia  Treatment  and  Prevention 

OCTOBER  1997 

Office  Management  of  Common  Foot 
and  Ankle  Disorders 

Echo  Philadelphia  '97 

Supraventricular  & Ventricular 
Dysrhythmias 

Update  in  Gastroesophageal  Reflux 
Disease  (GERDS) 

Common  Orthopaedic  Problems  in 
Children:  Cerebral  Palsy 

Contemporary  Strategies  in  Cardiovascular 
Disease 

Cardiovascular  Highlights 

For  information  or  to  request  a brochure  - call  215-762-8263  ill 

•Allegheny  University  of  the  Health  Sciences,  MCP  ♦Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  fry  1 
Continuing  Medical  Education  (ACCME)  to  sponsor  Continuing  Medical  Education  for  physicians. 

•Allegheny  University  of  the  Health  Sciences,  MCP4Hahnemann  School  of  Medicine  designates  these  educational  activities  for 
Category  1 credit  on  an  hour-for-hour  basis  towards  the  AMA  Physician's  Recognition  Award.  Each  physician  should  claim  only 
those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

•These  programs  are  eligible  for  hour-for-hour  credit  in  Category  2A  of  the  American  Osteopathic  Association. 


September  3 

AUH-MCP,  Kaiser  Auditorium 

3-5  pm 

September  9-10 

AUH-Hahnemann,  Lecture  Hall  "A" 

8:30-3:30 

September  13 

AUH-Hahnemann,  Alumni  Hall 

8-11  am 

September  22 

Adam's  Mark  Hotel,  Philadelphia 

8-6  pm 

October  4 

AUH-Hahnemann,  Alumni  Hall 

8-11  am 

October  6-8 
October  8 

Adam's  Mark  Hotel,  Philadelphia 
AUH-MCP,  Kaiser  Auditorium. 

8-5  pm 
3:-5  pm 

October  18 

AUH-Hahnemann,  Alumni  Hall 

8-12  nooi 

October  18 

AUH-St.  Christopher's  Hos./Children 

7:30-3:45 

October  18 

Four  Seasons  Hotel 

7:30-2:00 

October  26 

The  Ritz  Carlton 

8-12  nooi 

OFFICE  MANAGEMENT  CONFERENCES 
FOR  THE 

PRIMARY  CARE  PHYSICIAN 
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COMMENTARY 


an  we 
lake 

few  Jersey 
moke-free? 


1 Larry  Downs 


IM 


What  was  once  the  mission  of  a few  dedicated  activists 
now  is  a mainstream  issue.  New  Jersey  health,  business, 
and  educational  organizations  are  pooling  resources  and 
people  to  prevent  teens  from  lighting  up. 

New  Jersey  actively  enforces  tobacco  age-of-sale  laws  through  local 
health  departments.  Presently,  the  federal  Food  and  Drug  Administration 
(FDA)  is  regulating  an  industry  that  has  escaped  government  oversight 
for  years.  The  Federal  Trade  Commission  (FT C)  currently  is  investigat- 
ing the  Joe  Camel  advertising  campaign.  New  Jersey  has  joined  40  other 
states  in  suing  tobacco  companies  to  recover  billions  in  Medicaid  dollars 
and  a proposed  settlement  has  been  reached.  New  Jersey  Breathes  (NJB), 
a multi-agency  coalition  convened  by  the  Medical  Society  of  New  Jersey, 
has  been  advocating  for  change.  Its  38-member  agencies  are  a mix  of 
health,  education,  and  business  groups  such  as  the  New  Jersey  affiliates 
of  the  American  Cancer  Society,  American  Heart  Association,  and 
American  Lung  Association,  University  of  Medicine  and  Dentistry,  and 
GPU  Energy. 

Yet,  with  private  sector  watchdogs,  government  regulation,  law 
enforcement,  and  the  pending  tobacco  settlement,  why  are  more  kids 
lighting  up?  In  a report  published  by  the  New  Jersey  Department  of 
Health  and  Senior  Services  (DHSS),  40  percent  of  middle  school  students 
surveyed  smoked  within  the  past  30  days  and  more  than  one-half  of  the 
students  perceived  little  or  no  risk  in  using  tobacco. 

The  consumer  Teens  are  the  new  tobacco  customers.  Four  out  of  five 
smokers  started  before  they  turned  18  years  of  age.  The  average  age  of 
first  tobacco  use  is  11.5  years.  Hence,  New  Jersey  public  schools  are 
“ground  zero”  in  terms  of  tobacco  prevention.  While  all  public  schools 
prohibit  smoking  in  the  buildings  and  provide  a mandatory  tobacco  edu- 
cation curriculum,  tobacco  is  sporadically  addressed.  School  administra- 
tors have  difficulty  enforcing  smoke-free  policies.  Some  of  New  Jersey’s 
progressive  school  boards  have  adopted  smoke-free  policies  that  extend 
to  the  school  grounds  and  to  school-sponsored  events.  New  Jersey 
schools  must  take  a zero  tolerance  approach  to  tobacco  use.  School-based 
smoke-free  policies  that  are  universally  enforced  provide  tangible  means 
to  combat  the  public  health  threat  caused  by  tobacco  smoke. 

Such  school-based  interventions  must  be  supported  by  a large-scale 
media  campaign  to  counteract  tobacco  industry  advertising,  which  as 
most  advertising  experts  will  agree,  is  educating  an  audience  about  a 
product  or  a service. 

The  cost.  Tobacco  products  remain  inexpensive.  In  1995,  the  average 
per  pack  cost  for  cigarettes  was  $2.12.  Most  sixth  graders  can  find  that 
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much  money  in  the  sofa  cushions  in 
the  family  room.  Increasing  the  price  of 
tobacco  products  serves  two  purposes. 
First,  it  provides  current  smokers  with 
the  impetus  to  quit.  Most  smokers  have 
attempted  to  quit  in  the  past  and  a 
price  increase  would  trigger  an  attempt 
to  quit  or  at  least  to  cut  down.  Second, 
price  increases  discourage  young  peo- 
ple from  starting  to  use  tobacco.  With 
less  discretionary  income,  children 
would  be  more  sensitive  to  price 
increases  and  a significant  price 
increase  will  absorb  a child’s  allowance. 

The  convenience.  Despite  advocacy 
efforts,  tobacco  products  remain  conve- 
nient to  use.  Smoking  in  indoor  areas 
creates  a documented  public  health 
risk  and,  more  subtly,  an 
image  that  completely 
contradicts  what  we  teach 
children.  Another  issue  of 
convenience  is  the  ready 
availability  of  tobacco 
products  for  minors.  New 
Jersey  middle  school  stu- 
dents indicate  they  are  as 
likely  to  purchase  ciga- 
rettes as  they  are  to  obtain 
them  from  friends. 

NJB.  NJB  supports  the 
following  measures  to  reduce  tobacco 
use,  particularly  among  children. 

• Achieve  a significant  increase  in  the 
tobacco  excise  tax. 

In  1996,  when  a 25  cent  tax  increase 
was  discussed  to  fund  school  construc- 
tion, additional  state  revenue  was  pro- 
jected at  $125  million.  The  resulting 
decrease  in  smoking  rates,  particularly 
among  children,  will  provide  long-term 
benefits  to  New  Jersey. 

• Appropriate  a reasonable  portion  of 
the  tax  to  fund  a counter  advertising  cam- 
paign. 

In  states  that  fund  public  education 
programs  with  considerable  invest- 
ment in  mass  media,  children  are  more 
knowledgeable  about  tobacco  issues 


than  children  in  states  without  a pro- 
gram. Applying  funds  generated  by  a 
tobacco  tax  direcdy  to  programs  that 
help  smokers  and  future  smokers 
makes  sense. 


• Gain  protection  for  the  78  percent  of 
New  Jersey  residents  who 
do  not  smoke 
through  a mini- 
mum clean  in- 
door air  policy 
that  preserves  the  local 
government’s  ability  to  enact  further  pro- 
tections. 


COMMENTARY 


The  latest  study  on  environmental 
tobacco  smoke  from  the  Harvard 
School  of  Public  Health 
contends  that  the  risks  of 
breathing  second-hand 
smoke  have  been  grossly 
underestimated.  A mini- 
mum standard  should 
protect  people  in  the 
workplace  and  in  public 
places  where  large  num- 
bers of  people  congregate. 


Larry  Downs 


On  Friday,  June  20, 
1997,  the  tobacco  indus- 
try and  40  state  attorney 
generals  reached  an  historic  settlement. 
The  impact  of  this  settlement  on  smok- 
ing rates  remains  an  open  question. 
The  review  and  ratification  process  will 
take  time  and  may  result  in  changes 
that  could  void  the  deal.  New  Jersey 
health  policymakers  should  use  the 
terms  of  the  proposed  agreement  as  a 
springboard  for  enacting  state  level 
strategies. 


NJB  is  the  state’s  independent,  col- 
lective voice  for  tobacco  control.  NJB 
welcomes  new  and  diverse  agencies 
with  an  interest  in  reducing  tobacco 
use  in  New  Jersey  to  join  the  coalition. 
Call  609/896-1766  ext.  258  or  visit  NJB 
on  the  world  wide  web  at  http://  I 
www. msnj.org/njb. 
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P ALLEGHENY" 

UNIVERSITY  OF 
THE  HEALTH  SCIENCES 

MCP*Hahnemann  School  of  Medicine 

Department  of  Medicine  and 
Office  of  Continuing  Medical  Education 

present 

¥ Two  Important  Cardiology  Conferences  ¥ 


5th  Annual 

State-of-the-Art  Arrhythmia  Symposium 
"Acute  Arrhythmia  Treatment  and  Arrhythmia 
Prevention:  Are  We  Doing  Enough?" 
and 

Leonard  Horowitz,  M.D.  Memorial  Lecture 
"Can  We  Predict  and  Prevent  Sudden  Cardiac  Death?" 

George  Klein,  M.D. 

University  of  Western  Ontario 

Program  Director 
Francis  E.  Marchlinski,  M.D. 

Co-Directors 

John  M.  Fontaine,  M.D.,  Charles  D.  Gottlieb,  M.D.,  Steven  P.  Kutalek,  M.D., 
Melinda  Schuster,  MSN,  CRNP,  Erica  S.  Zado,  PA-C 


Monday 

September  22,  1997 


Adam's  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  Pennsylvania 

V¥VVV¥¥¥¥VV¥¥¥V¥¥¥VV¥ 


ECHO 


Philadelphia  '97 


Imaging  Education  and  Research  for  the  21st  Century 


Program  Co-Directors: 

Farooq  A.  Chaudhry,  M.D.,  George  W.  Lighty,  Jr.,  M.D.,  Ph.D,  Alexis  B.  Sokil,  M.D. 

Adam's  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  Pennsylvania 


Monday,  Tuesday,  Wednesday 
October  6,  7,  8,  1997 


¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥ 

For  information  or  to  be  placed  on  the  mailing  list 
call:  215-762-8263  • 
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SEPTEMBER  ‘ 


Critical  Care  Medicine 

September  4-5, 1 997 
Sheraton,  Eatontown 
AMNJ,  609/275-1911 

International  Medical 
Graduate  Forum 

September  7, 1 997 
Lake  Success,  Long  Island 
516/488-6100 

Erectile 

Dysfunction 

September  9, 1 997 
Montreal,  Canada 
732/235-7430 

Dermatology 

Meeting 

September  9, 1 997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Comedic  Health  Seminar 

September  1 0, 1 997 
Saltzman  House,  Cherry  Hill 
215/482-0181 

Endocrine  Rounds 

September  10  & 24, 1997 
University  Hospital 
973/982-6170 

Medical  Grand  Rounds 

September  1 0, 1 997 
VA  Medical  Center,  East  Orange 
973/676-1000 

Head  & Neck  Oncology  & 
Radiational  Oncology 

September  11, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

General  Internal  Medicine 

September  1 6, 1 997 
UMDNJ,  New  Brunswick 
732/235-7430 


Society  of  Anesthesiologists 

September  1 6, 1 997 
Forsgate  County  Club,  Jamesburg 
609/275-0083 

Domestic  Violence 
Issues 

September  16, 1997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Comedic  Health 
Seminar 

September  1 7, 1 997 
Lower  Bucks  Hospital,  Langhorne,  PA 
215/482-0181 

Endocrine 

Rounds 

September  17, 1997 
University  Hospital 
973/982-6170 

Medical  Grand  Rounds 

September  1 7 & 24, 1 997 
VA  Medical  Center,  East  Orange 
973/676-1000 

Ob/Gyn 
Annual  Meeting 

September  1 9, 1 997 
PNC  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 


Domestic  Violence  Issues 

September  1 9, 1 997 
PNC  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 

Prevention  of  Cardiovascular 
Disease  and  Stroke 

September  23, 1 997 
Mariott  Forrestal  Village,  Princeton 
AMNJ,  609/275-1911 

Cardiovascular  Disease 
and  Stroke 

September  23, 1 997 
Princeton  Marriott,  Forrestal  Village 
AMNJ,  609/275-1911 

Newborn  Length  of 
Stay  Study 

September  24, 1997 
Health  & Agri  Bldg,  Trenton 
AMNJ,  609/275-1911 

How  to  Negotiate  with  HMOs 

September  28, 1 997 
UMDNJ-RWJ  Med  School 
732/235-7430 

Child  Sexual  Abuse 
and  Neglect 

September  30, 1997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 


Have  you  recently  moved? 

Please  notify  us  of  your  address  change. 

Name:  

New  address:  

City 


State 


Zip 


Please  send  to: 

New  Jersey  MEDICINE 

2 Princess  Road,  Lawrenceville  NJ  08648 
FAX  609/896-1368 
e-mail  info@MSNJ.org 
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ALLEGHENY 
UNIVERSITY  OF 
THE  HEALTH  SCIENCES 


Cardiology 

Update 


Wednesday  3:00-5:00  p.m. 

is  designed  for  the  health  care  provider  and  offers  an  intensive  survey 
of  the  current  status  of  clinical  cardiology,  allowing  application  of  new 
knowledge  and  technology  to  the  diagnosis  and  treatment  of  patients. 


Program  Directors:  Bernard  L.  Segal,  M.D.  and  Michael  S.  Feldman,  M.D. 

ptember  3,  1997  Office  Cardiology:  Bedside  Diagnosis  of  the  Cardiac 
Patient  - Part  I 

Moderators:  Bernard  L.  Segal,  M.D. 

Michael  S.  Feldman,  M.D. 

• Appropriate  patients  with  interesting  clinical  findings  including  those  with  normal  splitting  of 
■ second  heart  sound,  opening  snaps,  3rd  and  4th  heart  sounds,  ejection  clicks  and  mid-systolic  clicks 
l be  presented.  Carotid  and  jugular  venous  pulsation  will  be  analyzed.  The  precordium  will  be  palpated 
i determine  abnormal  impulses.  Heart  sounds  and  murmurs  will  be  interpreted  in  light  of  the  patient's 
ipptoms  and  clinical  findings.  Stethophones  will  be  available  at  each  seat  to  enable  the  audience  to 
, ir  and  interpret  these  findings.  Real  time  echocardiograms  will  be  shown. 


fctober  8,  1997  Supraventricular  and  Ventricular  Dysrhythmias 
Moderator:  Francis  E.  Marchlinski,  M.D. 

• Ventricular  Ectopy  and  Tachycardia  in  a Patient  with  a Normal  Left 
Ventricle.  What  Constitutes  Appropriate  Investigation  and  Therapy? 

- Charles  Gottlieb,  M.D. 

• Progressive  Left  Ventricular  Dysfunction  with  Supraventricular 
Tachycardia.  Newer  Approaches  to  Therapy  Including  Medication  and 
Ablation  - Francis  E.  Marchlinski,  M.D. 


I coming  Programs 

[/ember  5,  1997  Hyperlipidemia:  Coronary  Atherosclerosis  and  Myocardial  Infarction 
I :ember3,  1997  Heart  Failure:  Diagnosis  and  Management 

at 

Kaiser  Auditorium 

Allegheny  University  Hospitals,  MCP 
3300  Henry  Avenue,  Philadelphia,  PA 


CME  Credits*  Call  for  Free  Reservations:  (215)-762-4137  Free  Parking 

<gheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  is  accredited  by  the 
j Citation  Council  for  Continuing  Medial  Education  (ACCME)  to  sponsor  continuing  medical  educa- 
i programs  for  physicians. 

i heny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  designates  this 
: ational  activity  for  a maximum  of  2.0  hours  in  category  1 credit  towards  the  AMA  Physician's 
i gnition  Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in 
Educational  activity. 

[ program  is  eligible  for  2.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 


Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  Vi'  per  column 


CLASSIFIED  AD  PLACEMENT 


MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 
Minimum  $45 


Member  Physician 
Discount— 33V3% 


($■ 

Per  Issue  $ . 

x Number  of  Issues 
AMOUNT  DUE  $. 


Display  Ad  in  Classified  Section 

1st  Inch  = $60.00  $_ 


Add 'I  Vi'  x $30.00 
Total 


Member  Physician 
Discount— 33V3% 


PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 


Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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ALLEGHENY 

UNIVERSITY  OF 
THE  HEALTH  SCIENCES 

MCP^Hahnemann  School  of  Medicine 


OFFICE  MANAGEMENT  OF  ORTHOPAEDICS 
FOR  PRIMARY  CARE  PHYSICIANS: 

A Monthly  Series 

Saturday  mornings:  8 a.m.  - 1 1 a.m. 


Program  Director:  Brian  J.  Sennett,  M.D. 

SATURDAY,  SEPTEMBER  13,  1997 

COMMON  PEDIATRIC  DISORDERS  SEEN  IN  THE  PRIMARY  CARE 
OFFICE 

Registration  & Coffee:  7:45  a.m. 

,MCP4Hahnemann  School  of  Medicine  Faculty 

Office  Evaluation  of  Scoliosis  and  Management  of  Toeing-in/Toeing-out 

Lordosis  Gait  Abnormalities 

Peter  D.  Pizzutillo,  M.D.  B.  David  Horn,  M.D. 

Professor  of  Orthopaedic  Surgery  Assistant  Professor  of  Orthopaedic  Surgery 

Common  Pediatric  Fractures 
' Martin  J.  Herman,  M.D. 

Instructor  of  Orthopaedic  Surgery 


Upcoming  Programs  for  1997  • Mark  Your  Calendar: 

October  4 - Office  Management  of  Common  Foot  and  Ankle  Disorders 
November  8 - Outpatient  Management  of  Arthritis  and  Osteoporosis 
December  13  - Total  Joint  Replacement 


Location  . Allegheny  University  of  the  Health  Sciences,  Hahnemann 
College  Building,  2nd  Floor,  Alumni  Hall 
15th  Street  Entrance  between  Vine  and  Race 

Credits:  3.0  Category  1 AM  A,  Category  2 A AO  A,  A AFP  Prescribed  Credits 

Participants:  All  primary  care  clinicians,  including  Family  Practice  Physicians,  General  Practice 

Physicians,  Pediatricians,  Internists,  Emergency  Medicine  Physicians,  Residents, 
Physician  Assistants,  Nurse  Practitioners,  and  any  other  interested  health  care 
professionals 


Parking. 


Reduced  rate  available  in  the  AUHS,  Hahnemann  Parking  Garage  located  on  Wood 
Street  between  15th  and  Broad. 


• For  information  or  to  register  call  the  Office  of  CME  at  215-762-8263,  #2  • 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIAN  SOUGHT 

Kids  and  Career?  Yes!  P/T  days/eves/or 
w/e's.  Family  Practice/Occupational  Medical 
Center  located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/lnt  or  Occupa- 
tional exp.  This  established  medical  center 
is  hopeful  to  find  a personable  physician  who 
enjoys  working  in  an  attractive  surround  w/ 
right  hand  staff  and  team  player  spirit.  No 
inpt  care.  Comp  salary,  mal  cov  + benefits. 
Send  CV:  Box  2072,  Medford,  New  Jersey 
08055. 


HOLISTIC  HEALTH  CENTER 

Holistic  Health  Center:  New  Providence.  To 
provide  ethical,  holistic,  complementary  ther- 
apies in  addition  to  our  current  conventional 
care.  If  you  are  interested  in  being  as- 
sociated on  premises  or  in  consultation, 
please  contact  me.  All  specialties  welcome. 
Richard  Podell,  M.D.,  Clinical  Professor, 
Dept,  of  Family  Medicine,  UMDNJ- 
RWJohnson  Medical  School.  Fax: 
908-464-3078,  tel  (eves)  201-376-4130. 


110  OPENINGS 
PHYSICIANS 


CARDIOLOGIST— ESSEX  COUNTY 

BC/BE  non-interventional  cardiologist  want- 
ed to  join  extremely  active,  well  established 
and  respected  Essex  County,  New  Jersey 
practice  of  two  Board  Certified  interventional 
cardiologists  affiliated  with  five  well  known 
area  hospitals.  Competitive  salary  and  ex- 
cellent benefits  package.  Please  FAX  CV  to 
(201)  746-3387. 


FAMILY  PRACTICE -CENTRAL 
JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900. 


MEDICAL  DIRECTOR-SKILLED 
NURSING  FACILITY  ' 
PASSAIC  COUNTY  PREAKNESS 
HOSPITAL  is  seeking  a Medical  Director, 
Board  Certified  in  Family  Medicine, 
Gerontology,  or  General  Internal 
Medicine,  for  its  484  bed  skilled  nursing 
facility.  Minimum  1 5 hours/week  required 
at  the  facility.  Familiar  with  Federal  and 
State  regulations,  Medicare  and  Medicaid 
requirements.  Salary  appropriate  to  job 
responsibilities. 

Interested  parties  should  contact: 

Victor  B.  Kattak,  Executive  Director 
Preakness  Hospital 
Box  V 

Paterson,  NJ  07509 


PHYSICIANS 

Per  diem  positions  available  for  licensed 
physicians  to  serve  as  rehabilitation 
supervisors  in  the  following  areas: 
Mercerville,  Princeton,  Hillsborough, 
Freehold,  Metuchen,  Somerville,  Basking 
Ridge,  Randolph,  Hackensack  and  through- 
out New  Jersey.  Excellent  supplemental  in- 
come potential.  Call  1-800-220-3120  to 
schedule  an  interview. 


130  OPPORTUNITY  WANTED 


PRIMARY  CARE 

M.D.,  FACS— 36  yrs  primary  care— All  Office 
Surg  & Gyn  Procedures;  B.C.  Gen'l  Surg., 
B.E.  Gyn;  MIIX  Ins.  Am.  Grad.  Speak 
Spanish.  Contact  Box  No.  134,  NEW  JERSEY 
MEDICINE,  370  Morris  Avenue,  Trenton,  NJ 
0861 1 . 


200  PRACTICE  FOR  SALE 


SUSSEX  COUNTY 

FOR  SALE:  Well  established  family  practice 
and  office  in  beautiful  Sussex  County.  1 ,000 
sq.  ft.  in  prestigious  Professional  Ctr.  Price 
and  terms  extremely  reasonable  and  ex- 
tremely flexible.  Call  201-729-4606. 


300  OFFICE 
RENTALS  AND  LEASES 


ATLANTIC  CITY 

2,700  sq.  ft.  in  professional  bldg.  With 
elevator  service  at  4401  Ventnor  Ave., 
Chelsea  section.  Ideal  for  internist,  family  or 
specialty  practice.  Join  present  bldg.  Ten- 
ants: OB/GRN  & Pediatrics.  Will  alter  space 
to  needs.  (609)  652-1 453-Ext.  12. 


310  OFFICES  TO  SHAR 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  ( :ui 
ty.  Professional  office  space  available  Vil 
chiropractor.  Fully  furnished.  Ample  Pa  | 
(201)  886-6755. 


320  OFFICES  FOR  SALI 


EDISON 

7,200  Sq.  Ft.,  2 floor,  modern  tj 
aluminum  professional  building,  on  site  || 
ing,  4+  offices,  A/C,  bathrooms  in  suitK 
hallways.  Back  ramp  to  second  floor,  w 
all  major  highways,  bus  stop,  ;» 
maintenance.  Fully  rented  to  3/99  with  j 
tions.  (908)  549-7712. 


340  REAL  ESTATE 
HOME/OFFICE 


PRINCETON  AREA 

Luxury  Home/Professional  Office.  Redi ! 
to  $495,000  (Doctor  Retiring).  Enjoy  the  cl 
fort  and  convenience  of  living  and  worl 
in  this  fabulous  home  with  office  for  clirj 
practice  (4  rooms).  Situated  on  one  col 
acre  with  4,100  square  feet  of  working/li 
space.  This  custom  built  colonial 
$250,000  in  upgrades.  Must  sell  immediaj 
60  day  close;  will  offer  3 points  + clod 
costs.  Sale  by  Owner,  Dr.  Harvey  Musiij 
609-275-4499. 


400  ACCOUNTING 


WALTON’S  BILLING  COMPANY 

Specializing  in  Medical  Billing.  For  morel 
formation  please  call  and  ask  for  Pad 
Walton,  1-973-374-3048.  i \l 


420  FINANCIAL  SERVICE: 


k 


FEE  SCHEDULE 

Haven’t  adjusted  your  fee  schedule  n 
cently?  Want  to  know  what  competirj 
physicians  in  your  area  charge?  Contac 
Margaret  Hayter  201-661-4319  or  ema 
hyter@juno.com  for  information.  R<it_ 
asonable  rates.  Results  guaranteed. 


\ «e 

i a 
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Specializing  in  the 

Business  of  Health  Care 


Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  Income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramys  New  York  City 
Call  us  at  800-235-9381 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
! NJ,  PA,  MD  and  NC.  We  offer  physicians 

Iilompetitive  compensation,  flexible  schedules, 
occurrence-based  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


GREAT  OPPORTUNITY 

We  are  looking  for  a motivated  medical  direc- 
tor for  our  Midland  Park  facility,  10-15  hours  a 
week.  Position  entails  performing  an  initial 
ohysical  exam  on  our  patients  to  clear  them  for 
therapy  and  rehab. 

If  interested,  call:  (201)  689-0800. 

Ask  for  Dr.  Maz  or  Dr.  Evangel. 

GREAT  SALARY 


Of  An  OptMWN 
That’ll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve 
physician,  you'll  experi- 
ence all  the  rewards  of 
providing  care.  And 
then  some.  Because  as 
part  of  our  nation's  vital 
defense  team,  you'll 
help  protect  the  strength 
and  pride  of  America.  In 
the  Air  Force  Reserve, 
you'll  feel  the  excitement 
a change  of  pace  brings 
as  you  gain  the  prestige 
of  military  rank  and  the 
privilege  of  working 
with  some  of  the  world's 
best  medical  profession- 
als— in  a program  that's 
flexible  enough  to  fit 
your  schedule.  The  Air 
Force  Reserve.  It'sagreat 
way  to  serve. 

CALL  TODAY!  (800)282-1390 

25  702  0003 


a 
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GREAT  WAY  TO  SERVE 


THE 

LAW  OFFICES  OF 
DOUGLAS  FROMBERG 


WILLS,  TRUSTS  & 
ESTATE  PLANNING 
RETIREMENT  PLANNING 
EMPLOYMENT  MATTERS 
BUSINESS  PLANNING 


FINANCIAL  PLANNING 
TAX  MATTERS 
INSURANCE  PLANNING 
ASSET  PROTECTION 


YOU’VE  WORKED  HARD 
PROTECT  YOUR  ASSETS 


FREE  INITIAL  CONSULTATION 
OFFICES  IN  MORRISTO  WN& RARITAN 
(201)993-1515 

33  MARKET  STREET,  SUITE  100 
MORRISTOWN,  N.J.  07960 


i 


New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1 .  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3 .  Substantial  Tax-Deductible  Retirement  Plan 

These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 


m ifi  iji 

For  quotations  or  more  information, 
please  call  us  today. 

niiimiE 

MATHER  & CO. 

iiii 

THERi  CO  © ® 
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226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 
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I continued  from  page  72 

Help  get  the  message  to 
Washington 

So  much  of  a physician’s 
practice  is  on  the  line 
every  day  in  Washington, 
DC,  where  decisions  are 
made  that  affect  physi- 
cians and  patients.  The 
American  Medical  Asso- 
ciation (AMA)  invites  you 
to  attend  the  1997  AMA 
Political  Grassroots  Con- 
ference, in  Washington, 
DC,  on  September  17-18, 
1997.  This  event  is  an 
opportunity  to  learn 
about  legislative  and  regu- 
latory proposals  affecting 
patients,  physicians,  and 
the  American  health  care 


i rjTT 

arm 

GOVERNMENT 


system;  to  communicate 
with  members  of  Con- 
gress on  the  delivery  of 
quality  health  care;  and  to 
protect  patients  and  med- 
ical practices  by  ensuring 
that  legislators  under- 
stand the  impact  propos- 
als have  on  medicine.  For 
registration  information, 
call  the  AMA  at  telephone 
202/789-7400. 


Who’s  who  at  BME 

Bernard  Robins,  MD,  took  over  as  the  chair  of  the  state  Board 
of  Medical  Examiners  (BME).  At  MSNJ,  Robins  is  a delegate  to  the 
House  of  Delegates  and  a member  of  the  Committee  on 
Biomedical  Ethics. 

Dr.  Arganey  L.  Lucas,  Jr,  of  Morristown  was  reappointed  to 
BME.  Other  appointments  to  BME  include  Dr.  Ricardo  J. 
Fernandez;  nurse  midwife  Christine  Danser;  podiatrist  Dr.  James 
C.  Ricketti;  and  Glenn  A.  Farrell,  a public  member. 


New  Jersey  meets  Chicago 

MSNJ  members  continue  to  be  an  integral  part  of  the  AMA. 
Joseph  A.  Riggs,  MD  was  re-elected  to  the  AMA  Council  on 
Scientific  Affairs.  Edward  A.  Schauer,  MD,  was  elected  president 
of  the  Organization  of  State  Medical  Association  __ _ 
Presidents.  Both  Riggs  and  Schauer  are  past-presidents  of 
MSNJ. 


It 
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MSNJ  SHAPES  POLICY 
HEALTH  CARE  DECISIONS 


MSNJ  has  been  very 
effective  and  successful  in 
shaping  initiatives  in  New 
Jersey. 

MSNJ,  a national  leader  in 
anesthesia  safety,  endorses  the 
State  Board  of  Medical  Exam- 
iner’s (BME)  proposed  surgical 
and  anesthesia  standards  with 
one  provision:  BME  conduct  a 
systematic  review  of  the  regula- 
tions in  two  years.  Other  sugges- 
tions for  improvements  also 
were  made. 

MSNJ  called  the  unanimous 
9-0  U.S.  Supreme  Court  decision 
restoring  state  jurisdiction  over 
the  legality  of  assisted  suicide  a 
“return  to  Constitutional  com- 
mon sense.” 
MSNJ  was  the 
only  medical 
society  per- 
mitted to  sub- 
mit an  amicus 
curiae  brief 
during  the 
U.S.  Supreme  Court  case. 

The  Health  Care  Quality  Act 
passed  the  Assembly  and  the 
Senate.  The  bill  will  go  to 
Governor  Whitman,  who  pub- 
licly supports  this  bill. 

MSNJ  is  pleased  with  the  new 
amendments  made  to  the  PIP 
medical  fee  schedule  provisions 
in  the  Automobile  Insurance 
Reform  bill. 

New  Jersey  Breathes,  con- 
vened by  MSNJ,  views  the  pro- 
posed tobacco  settlement  of 
$368  billion  over  25  years  with 
the  nation’s  tobacco  companies 
as  a strong  start. 


1^1 


McKean  award 


Editor-in-chief  of  New  Jersey  MEDICINE.  Past-president  of 
MSNJ  and  the  Middlesex  County  Medical  Society  (MCMS). 

Chair  of  the  MCMS  Constitution  and 
Bylaws  Committee.  County  delegate  to! 
the  MSNJ  House  of  Delegates.  Howard  D. 
Slobodien,  MD,  has  been  a familiar  face  at 
the  county  and  state  level  for  many  years. 
It’s  no  wonder  that  he  is  the  recipient  of 
the  MCMS’s  first  annual  Reverend  Doctor 
Robert  McKean  Award.  The  award — 
named  for  Dr.  McKean,  the  first  president 
of  MSNJ  who  also  resided  and  practiced  in  Middlesex 
County — recognizes  a MCMS  member  of  outstanding 
achievement. 


Howard  D. 
Slobodien,  MD 


DHSS  & New  Jersey  Breathes 


The  New  Jersey  Depart- 
ment of  Health  and  Senior 
Services  (DHSS)  unveiled  its 
newest  anti-smoking  cam- 
paign, “Smoking.  Don’t  Get 
Sucked  In,”  at  Franklin  Mid- 
dle School,  in  Nutley.  Gover- 
nor Whitman  and  DHSS 
Commissioner  Len  Fishman 
were  on  hand  to  watch  the 
award-winning  play,  Smoking 
is  Hazardous  to  Your  Health, 
performed  by  Franklin  Mid- 
dle School  students.  The  play 
was  produced  with  a grant 
from  New  Jersey  Breathes,  an 
independent,  tobacco-con- 
trol coalition  convened  by 
MSNJ. 

“Smoking.  Don’t  Get  Sucked 
In”  is  the  state’s  first  major 


anti-smoking  advertising  cru- 
sade aimed  at  pre-teens  and 
teens.  The  statewide  effort 
will  combat  an  array  of  star- 
tling facts:  the  average  age  for 
first  use  of  cigarettes  is  be- 
tween the  ages  of  11  and  12 
years,  40  percent  of  7th  and 
8 th  graders  have  smoked  in 
their  lifetime,  and  64  percent 
of  7th  and  8th  graders  report 
it  is  very  easy  for  them  to 
obtain  cigarettes. 

continued  on  page  71 
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Successful  0 utcomes 

:OR  C HRONIC  OUNDS..I 


HROUGHOUT  NEW  JERSEY 


Wound  Care  Centers 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER® 
OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER® 
AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL 
& MEDICAL  CENTER 

Englewood 

KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER  S MEDICAL  CENTER 

New  Brunswick 


WOUND 

CARE 

CENTER® 


RANCOCAS  HOSPITAL 

Willingboro 


Wound  Care  Center*  is  a Qi  curative-  network  member 

1*800*991 'HEAL 


“While  you  deliver 
patient  care,  we  help 

manage  the  business 
of  medicine.” 


. . . managed  care  contracts . . . reduced  overhead . . . equipment 
financing. . . personal  asset  management. . . reputation  protection 

Today's  complex  healthcare  market  poses  more  challenges  than  ever  to  physicians. 
MUX’s  Powerful  Partnerships  offer  relief  to  those  challenges  through  our  services 
developed  by  and  for  physicians. 


♦ Insurance  - to  protect  your  reputation 
and  assets 

♦ Investment  Advisory  Services  - to  help  you 
maximize  your  wealth  and  meet  personal 
financial  goals 


♦ Equipment  Leasing  - financial  alternatives 
for  all  your  equipment  needs 

♦ MIIX  Buying  Service  - a group  buying  ser- 
vice that  passes  discounts  back  to  you 


1-800-234-MIIX 

MEDICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTNERSH 


P S 
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1PFUSHES  ' 
^STRONGER 
ALTH  POLICIES 


Health  care  in  the  golden  years: 
Providing  for  New  Jersey's  senior  citizens 


Y - O - U - R 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 


New  Jersey  Medicine 


It  was  cool  for  some  but 
apparently  it  was  a long,  hot 
summer  for  the  nation's  HMO 
industry,  which  nursed  a public 
image  just  a few  degrees  short  of 
meltdown.  Capping  the  season 
was  an  editorial  in  The  New 
England  Journal  of  Medicine,  by 
Jerome  P.  Kassirer,  MD, 
lambasting  the  industry's  "Putting 
Patients  First"  initiative  as  "a 
thinly  veiled  attempt  to  ward  off 
state  and  federal  legislative 
actions"  and  "an  impotent 
program"  that  will  leave  "not 
many  people  . . . fooled  this 
time." 

Reported  earlier  in  the  journal  was  a 
comprehensive  study  of  1993  Medicare 
patients  in  south  Florida  that  showed 

healthier  people  joining  Medicare  HMOs 
and  sicker  patients  leaving.  Before 
enrolling,  patients  generated  one-third 
lower  hospital  expenditures.  After  disen- 
rolling, patients  generated  80  percent 
higher  hospital  expenditures.  (This  is  con- 
sidered an  enrollment  bias.  There  was  no 
suggestion  that  the  HMO  experience 
caused  patients  to  become  sicker.) 

University  of  Miami  School  of  Medicine 
researcher  Robert  O.  Morgan,  PhD, 
and  colleagues  suggested  that  Medicare 
is  losing  money  on  HMOs  and  proposed 
"substantial  changes,"  including  competi- 
tive bidding,  adjusting  payment  on  the 
basis  of  prior  health  status,  and  a longer 
enrollment  period. 

However,  these  suggestions  were  not 

heeded  by  Congress,  which  allowed 

Medicare  HMOs  to  escape  draconian 
cuts  and  to  continue  receiving  a graduate 
medical  education  factor.  (They  lost  a fac- 
tor for  Disproportionate  Share  Hospitals.) 


In  The  Journal  of  the  American  Medical 
Association  (JAMA),  a Washington  State 
1991-1 994  study  showed  that  early  new- 
born discharges — a practice  commonly 
associated  with  HMOs — are  likely  to  lead 
to  rehospitalization,  especially  within  the 
first  seven  days  and  especially  for  jaun- 
dice. The  odds  ratio  was  1:12  for  read- 
mission within  28  days. 

Reported  in  the  same  JAMA  issue  was 
a Wisconsin  study  showing  no  higher  risk 
of  feeding  problems  to  early  discharged 
babies  for  rehospitalization.  But,  in  a 
commentary  that  emphasized  the  method- 
ological limitations  of  this  study,  four 
respected  academics  declared  that  "it 
appears  rational  and  ethical  to  be  guided 
by  a combination  of  good  judgment,  cau- 
tion, and  compassion  in  weighing  the 
best  evidence  available." 

On  the  business  side,  "Perspec- 
tives on  the  Marketplace"  ob- 
served a nascent  trend  of  three- 
year  contracts  between  HMOs 
and  large  employers,  such  as 
CalPERS  and  the  Pacific  Business 
Group  on  Health.  Longer  duration 
allows  a buyer  to  lock  in  relative- 
ly low  rates  and  apply  leverage 
as  a long-term  client  to  suggest 
program  changes. 

Also  receiving  attention  was  legislation 
to  make  HMOs  liable  for  injuries  to 
patients  caused  by  HMOs'  denials  of 
medical  care.  Earlier,  in  a comprehensive 
Health  Matrix  article  on  medical  necessity 
determinations,  senior  AMA  attorney 
Edward  Hirshfeld  called  for  three  steps: 
disclosing  to  patients  HMOs'  techniques 
for  eliminating  unnecessary  care;  apply- 
ing the  tort  of  bad  faith  insurance  settle- 
ments to  HMOs  that  unreasonably  with- 
hold payment;  and  affording  physicians 
greater  input  into  HMOs'  medical  policies 
(as  required  by  New  Jersey's  new  HMO 
regulations). 

How  did  you  fare  in  the 
Washington  budget  deal?  The 
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AMA  claimed  credit  for  limiting 
physician  Medicare  cuts  to  $5.3 
billion  over  five  years,  postponing 
consideration  of  the  practice 
expense  issue,  creating  a four- 
year  medical  savings  account 
demonstration  for  390,000 
Medicare  beneficiaries,  keeping 
"gag  clauses"  out  of  Medicare 
HMO  contracts,  allowing  provider 
organizations  some  protection 
from  stringent  state  solvency 
requirements,  and  avoiding 
repeal  of  earlier  measures  that 
weaken  the  government's  discre- 
tion over  fraud  and  abuse. 

The  new  Medicare+Choice  program 
will  allow  beneficiaries  to  select  from  a 
menu  of  new  options  including  HMOs, 
preferred  provider  organizations, 
provider  service  organizations,  and  tradi- 
tional fee-for-service  plans.  The  program 
will  phase  out  payments  for  graduate 
medical  education.  Home  health  care 
will  be  transferred  from  Part  A to  Part  B. 
And,  the  lawmakers  agreed  to  a $4  bil- 
lion package  of  new  preventive  services, 
including  annual  mammography,  dia- 
betes self-management,  and  prostate  and 
colorectal  cancer  screening. 

Thanks  largely  to  the  efforts  of 
Senator  Frank  Lautenberg,  New 
Jersey  hospitals  escaped  the  huge  cuts 
that  many  had  feared. 

New  Jersey's  Small  Employer 
Health  Benefits  Program  adopted 
several  changes  in  the  standard 
plans.  Insurers  no  longer  will  be 
able  to  use  drug  formularies  that 
restrict  access  to  medically  neces- 
sary prescription  medications. 
Indemnity  insurers  and  HMOs  will 
be  allowed  to  develop  joint  point- 
of-service  products. 

Implementing  last  year's  federal  legisla- 
tion, the  New  Jersey  Individual  Health 
Coverage  Program  will  allow  plan  sub- 
scribers to  continue  to  participate  in  the 


plan  after  they  become  eligible  for 
Medicare,  with  Medicare  serving  as  the 
primary  payer. 

Our  Garden  State  performed  well  in  an 
analysis  of  breast-sparing  surgery  distrib- 
uted by  The  Robert  Wood  Johnson 
Foundation.  The  analysis,  published  ear- 
lier in  the  Dartmouth  Atlas  of  Health  Care, 
shows  that  nearly  all  areas  of  the  state 
were  in  the  nation's  highest  quintile  of  hos- 
pital referral  regions  for  the  percentage  of 
inpatient  breast  cancer  surgery  for 
Medicare  women  that  was  breast-spar- 
ing. 

Are  hospital  "report  cards"  use- 
ful? State  health  policymakers 
have  become  enthusiastic  about 
publishing  hospital-by-hospital 
comparisons  of  mortality  rates  for 
cardiac  surgery  and  other  out- 
comes. 

But,  in  a recent  Issue  Brief,  the  Center 
for  Studying  Health  System  Change 
stressed  the  methodological  problems  in 
risk  adjustment  among  patients  at  differ- 
ent hospitals.  Insufficient  adjustment  for 
risk  could  lead  hospitals  and  physicians  to 
avoid  high-risk  patients.  An  over-adjust- 
ment could  prompt  overutilization  among 
patients  not  likely  to  benefit. 

Moreover,  the  Center  cited  survey 
results  collected  by  University  of 
Washington  health  policy  professor 
Judith  H Hibbard,  who  found  that 
employers  tend  not  to  use  hospital  out- 
come data  anyway.  In  four  out  of  five 
market  areas,  including  Philadelphia, 
large  employers  gave  substantially 
greater  weight  to  consumer  satisfaction 
survey  results  and  Joint  Commission 
accreditation  status  than  to  outcomes 
data. 

A more  physician-focused  review  of  the 
month's  news  is  available  at  the 
Newswatch  feature  at  the  MSNJ  web  site, 

www  msnj  org 

Neil  E.  Weisfeld 
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Fas  t Facts 


Princeton  Insurance  Company 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 
insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 
together  rank  as  the 

Policyholders 

In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  by  the 
courts.  In  all,  we 
managed  1,377  cases 
last  year,  1,294  of 
which  were  favorably 
disposed  through 
dismissal,  summary 


nation's  eleventh- 
largest  medical 
malpractice  insurer, 
with  policyholders  in 


judgment,  or  a trial 
that  resulted  in  a 
defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 
have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 


the  mid- Atlantic 
region  numbering 
almost  25,000. 


settlement.  Our 
approach  serves 
policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


Annual 

Report 

Published 

"Building  on  a Strong 
Foundation"  is  the 
theme  of  the  Princeton 
Insurance  Companies' 
1996  annual  report. 

The  publication 
explains  the  many 
ways  we've  responded 
to  policyholders' 
changing  needs,  such 
as  our  introduction  of 
preferred  pricing  for 
medical  professional 
liability  coverage, 
more  efficient  policy 
processing,  and 
streamlining  the  set-up 
of  claims  files  to  give 
our  consultants  more 
time  for  investigation 
and  analysis. 

For  your  free  copy 
of  the  report,  please 
call  our  Communica- 
tions department  at 
(800)  433-0157,  ext. 

216,  or  clip  and  return 
the  coupon  below. 


How  to  Reach  Us 

746  Alexander  Road,  Princeton,  NJ  08540 

(800)433-0157  (609)452-9404 

Visit  us  on  the  Internet  at: 

http://www.pinsco.com 


r_ , 

j YES!  i would  like: 

I a More  information  about  professional  liability  insurance  j 

i □ A copy  of  Princeton's  1996  annual  report 

* Name: • 

I Specialty: 

I Address: I 

| City: | 

| State,  Zip: | 

t Phone  Number:  ( ) j 


Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 
P.O.  Box  5322,  Princeton,  NJ  08543-5322 


1992  1993  1994  1995  1996 

'The  difference  between  assets  and  liabilities,  surplus  provides  a cushion  against 
large,  unanticipated  financial  losses. 


Win  Most  Court  Cases 
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Iransworld  bystems  Inc!  is  proud  to  announce 
we  are  now  a major  sponsor  of  the  MSNJ  website  at: 

www.msnj.org 


•answorld  Systems  Inc! 


se  contact  our  office  nearest  you 
for  complete  information: 
North  Jersey 
201-833-4000 

Central  Jersey 
732-346-5020 

South  Jersey 
609-443-8118 
Visit  our  Web  site  at 
iw.moneydoctor.com/themedic.htm 

iroviding  Receivables  Management 
:ces  for  Today’s  Medical  Professionals 


Transworld  Systems  Inc.  represents  more  than  10,000 
hospitals , clinics , and  medical  practices  nationwide 
through  our  network  of  1 30  customer  service 
centers  .Trans world  has  developed  a proven  system  that 
speeds  resolution  and  payments  to  your  practice  from 
Medicare,  Medicaid,  HMO’s,  PPO’s,  Worker’s  Comp, 
and  commercial  carriers.  It  is  no  longer  necessary  to  file 
tracers,  make  repeated  phone  calls  or  spend  endless  staff 
hours  on  hold  waiting  for  information  on  the  status  of 
your  claims.  Implementation  of  our  Insurance  Recovery 
System  will  lower  your  internal  costs  while  your  recovery 
rate  and  cash  flow  increase . Result:  Reduce  your  days  in 
receivables  while  cutting  office  overhead. 


Join  the  growing  list  of  your  colleagues  who 
are  taking  advantage  of  this  program: 
William  J.  Orsini,  M.D 
John  A.  Erianne,  M.D. 

Bridgewater  Medical  Group 
Trenton  Cardiology 

New  Jersey  Vein  and  Cosmetic  Surgery  Center 
Manhattan  View  Anesthesia 
Philip  Goldfedder,  MD 
Physicians  Resource  Network 
Schulaner  / Weisslite,  M.D.,PA 
Frances  D’Mello,  M.D.,  PA 
Ridge  Medical  Assoc. 

TRANSWORLD  SYSTEMS  INC.® 

(DIVISION  OF  THE  UNION  CORP.,  NYSE) 

RARITAN  PLAZA  II,  SUITE  A23 
EDISON,  NJ  08837 


For  less  than  $8  per  claim, 
we  produce  60%  to  a high  of 
95%  recovery  and  resolution 
of  all  types  of  past  due  claims. 
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Introducing 

theHMO 

that  pVO  teC  tS  your 

freedom 

American  Preferred  is  a managed  care  company  created  to 
offer  both  Physicians  and  Members  more  of  what  they  want... freedom! 


^ -4r 


Freedom  for  doctors  At  American 

Preferred,  our  doctors  are  free  to  prescribe  treatments 
without  undue  policy  restrictions  or  untimely  delays. 
Our  Open  Recruitment  Policy  protects  your  natural 
referral  relationships  by  giving  you  the  freedom  to 
nominate  your  colleagues  to  our  network.  Our 
fee-for-service  reimbursement  philosophy 
offers  further  freedom  to  practice  medicine. 

Freedom  for  members 

Continuity  of  care  is  important  to 
us,  so  we  encourage  Members  to 


bring  their  family  physicians  into  the  network.  This 
freedom  also  protects  the  physician-patient  relationship. 

Freedom  for  employers  our  hmo 

and  POS  products  offer  simple  claims  processing  with 
virtually  no  paperwork.  This  allows  employers  to  offer 
their  employees  a low-maintenance  plan  with  a 
high  degree  of  acceptance.  And  a toll-free  help 
line  further  frees-up  employers'  administrative  time. 

Discover  the  results  of 

freedom  for  yourself.  Simply  call 
the  toll-free  number  below. 


American  Preferred 

Provider  Plan,  Inc. 


Call  1-800-616-1170 for  information  or  a free  brochure 
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Health  care  costs 

Recently,  Investors  Business 
Daily  wrote  on  the  subject  of 
medical  inflation.  It  occurred  to 
me  that  the  Medical  Society  of 
New  Jersey  (MSNJ)  should 
inform  the  public  why  medical, 
surgical,  and  hospital  costs 
are  what  they  are  and  not 
wholly  blame  health  care 
providers.  The  following  infor- 
mation helps  demonstrate  why 
we  have  medical  inflation  and 
methods  to  combat  it. 

The  market  works  in  other 
costs  of  living  without  govern- 
ment interference;  why  won't 
the  politicians  give  it  a chance 
in  medical  care?  The  medical 
part  of  the  price  index  rose 
0.4  percent  in  March,  the 
sharpest  rise  in  more  than  one 
year  and  yet  savings  from 
managed  care  are  essentially 
short  term. 

HMOs  have  taken  the  fat 
out  of  the  health  care  system 
as  a business  but  can  now 
only  stay  profitable  through 
rationing  care:  patients  often 
must  wait  weeks  for  non-emer- 
gency appointments;  patients 
usually  get  a gatekeeper;  see- 
ing a specialist  is  discouraged 
and  second  opinions  often  are 
not  covered;  hospital  stays  are 
limited  and  invasive  proce- 
dures are  being  done  outside 
the  hospital;  cases  are  "man- 


aged" from  the  home  office  by 
business  people  and  medical 
doctors;  and  some  HMOs  rou- 
tinely use  the  gag  rule. 

Backlash  by  patients  is  evi- 
dent and  politicians  have  a 
typical  answer — pass  laws  to 
have  health  insurers  cover 
more  procedures,  including 
two-day  stays  in  the  hospital 
for  simple  births;  parity 
between  mental  and  physical 
benefits  in  insurance  plans; 
and  the  numerous  mandates 
on  state  books  around  the 
country  to  pay  various  claims. 

The  government,  respond- 
ing to  outrage  over  aggressive 
cost-cutting,  keeps  adding  new 
rules.  What  can  be  done?  We 
should  consider  the  following: 
Medical  savings  plans,  tax 
free  to  pay  out-of-pocket  med- 
ical payments;  give  consumers 
control  over  their  health  care 
dollar  so  they  can  exercise 
their  financial  muscle;  allow 
the  public  to  make  decisions 
on  health  care;  and  MSNJ 
should  advertise  in  the  news 
media  to  demonstrate  how 
government  is  the  cause  of  the 
increase  in  health  care. 

A.D.  Kovacs,  MD 

Chronic  pain 

It  was  gratifying  to  see  the 
article  on  chronic  pain  in  the 
May  1 997  issue  of  New 


Jersey  MEDICINE,  and  sad  to 
see  the  tortured  face  of  a 
chronic  pain  patient  on  the 
cover. 

Until  now,  the  state  Board  of 
Medical  Examiners  (BME)  in 
accordance  with  the  district 
attorney  has  failed  to  recog- 
nize the  medical  implications 
of  chronic  pain,  and  has  been 
irresponsible  in  relying  on  the 
few  pain  clinics  scattered 
about  New  Jersey  to  solve  the 
problem  for  patients  who  have 
neither  access  nor  funds. 
Instead,  their  combined  efforts 
created  a reign  of  terror  that 
precluded  medical  treatment 
for  too  many  of  these  patients. 

In  the  article,  Kevin  Earle  is 
quoted  as  stating  that  BME 
never  intended  to  dissuade 
practitioners  from  relieving 
patients'  pain,  and  never  has 
sanctioned  a practitioner 
under  these  circumstances. 

That  self-serving  statement  may 
be  literally  true,  but  the  reality 
is  quite  the  opposite.  Although 
it  never  intended  to  discourage 
pain  relief,  in  its  zeal  to  gather 
scalps,  it  did  just  that. 

Narcotics  were  the  hook, 
recordkeeping  the  slam-dunk. 

Currently,  no  doctor  in  New 
Jersey  with  any  street  smarts 
will  prescribe  narcotics  for 
chronic  pain,  and  with  good 
reason.  Hopefully  with  the  reg- 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  S 
LONG-TERM  CARE  INSURANCE  PROGRAM 


A seminar  series  for 
PROTECTING  ASSETS  h 
INDEPENDENCE 


It  is  important  to  give  you  choices  with  regard  to  this  important  coverage  so  that  you  con 
tailor-make  a program  to  your  particular  needs.  Should  the  need  arise,  you  con  decide 
whether  to  receive  core  at  your  home,  at  o nursing  home,  or  adult  day  core  facility.  These 
seminars  are  presented  by  Donald  F.  Smith  8 Associates. 


DATES 

SEPTEMBER  24 


LOCATION 

RAMADA  INN 
ROCHELLE  PARK,  NJ 


TIME 

10:00  AM-1 2:00  PM 


OCTOBER  1 


MURRAY  HILL  INN  10:00  AM-1 2:00  PM 

NEW  PROVIDENCE,  NJ 


OCTOBER  8 


RAMADA  INN  10:00  AM-1 2:00  PM 

WEST  LONG  BRANCH,  NJ 


OCTOBER  15 


SHERATON  HOTEL  10:00  AM-1 2:00  PM 

EGG  HARBOR,  NJ 


NOVEMBER  12 


SOMERSET  MARRIOTT  10:00  AM-1 2:00  PM 

SOMERSET,  NJ 


This  free  seminar  includes  breakfast 
Compliments  of  Donold  F.  Smith  8 Associates 

To  reserve  your  ploce,  coll  1-600-257-9226 
ask  for  Mr.  Edward  Sutton 

DIRECTIONS  PROVIDED  WHEN  YOU  CONFIRM  YOUR  ATTENDANCE 
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illations  rewritten  it  will  be  less 
risky  to  do  so.  Until  this  hap- 
pens, however,  the  prescribing 
doctor  is  caught  up  in  the 
dilemma  of  ambiguous  and 
conflicting  regulations. 

Chronic  pain  patients  who 
ask  for  and/or  require  long- 
term opiate  therapy  form  a 
special  group  of  individuals. 
Some  will  go  to  more  than  one 
doctor  and  more  than  one 
pharmacy.  Thus,  there  must  be 
a central  registry  for  these 
patients  to  which  treating 
physicians  can  refer.  This 
means  that  prior  to  treating  for 
chronic  pain,  the  physician 
must  register  the  patient  and 
the  designated  pharmacy. 
Once  this  is  done  everything 
can  come  under  control. 

Here  are  some  comments 
about  the  BME  proposal: 

1 . BME  uses  the  term 
"intractable  pain"  for  chronic 
pain.  However,  "intractable 
pain"  can  be  of  any  duration 
and  needs  to  be  qualified. 
Chronic  intractable  pain 
would  be  better,  or  simply 
chronic  pain  as  it  is  known  in 
professional  circles. 

2.  Current  regulations 
NJAC  1 3:35-7. 6(b)  forbid  a 
practitioner  from  prescribing 
more  than  1 20  dosage  units 
or  one  month's  supply  of  opi- 
oids, whichever  is  less.  BME 
now  wants  to  alter  that  in  the 
case  of  chronic  pain  patients 


so  that  the  1 20  dosage  units 
be  lifted,  NJAC  1 3:35-7. 6(c). 
This  is  foolish.  The  1 20 
dosage  units  daily  will  control 
any  intractable  pain.  For 
example,  if  1 20  5 mgm 
tablets  won't  do  it,  1 20  1 0 
mgm  tablets  can  be  tried  daily 
and  so  forth.  That  dosage  is 
permitted  under  the  current 
regulations.  What  must  be 
addressed  is  how  frequently 
must  a patient  return  to  the 
doctor  to  receive  the  prescrip- 
tion, and  what  fee  will  be 
charged.  Or  why  not  require 
that  chronic  pain  patients  reg- 
ister with  a single  pharmacy, 
and  the  prescribing  physician 
be  given  a code  to  permit  tele- 
phone renewals? 

To  have  two  standards,  one 
for  non-chronic  pain  patients 
getting  opioids  and  another 
for  chronic  pain  patients 
receiving  opioids  is  foolish. 
What  patient  not  in  chronic 
pain  requires  more  than  1 20 
dosage  units  of  opioids  now 
permitted?  A rare  one  indeed. 
For  those  patients,  create  a 
hotline  to  BME  to  request  spe- 
cial permission.  But  don't  give 
doctors  carte  blanche  to  pre- 
scribe opioids.  That  establishes 
a trap  again,  since  physicians 
who  feel  they  must  prescribe 
more  than  1 20  dosage  units  a 
day  might  be  called  upon  to 
prove  the  existence  of  chronic 
pain.  Leave  the  current  dosage 
regulations  alone,  but  provide 


. 

for  renewal  of  narcotics  for 
these  patients  so  that  they 
don't  have  to  return  weekly  or 
more  often  for  prescriptions. 

3.  BME  should  specify  a 
minimum  time  between  visits 
for  chronic  pain  patients, 
monthly,  for  example,  and  pro 
bono  if  need  be,  until  a steady 
state  has  been  demonstrated. 
Once  a steady  state  has  been 
achieved,  the  physician  is  little 
more  than  a "filling  station" 
and  provisions  ought  be  made 
for  this  status. 

4.  All  patients  on  opioids 
for  chronic  pain  must  have 
periodic  drug  screens. 

5.  A patient  presenting  with 
chronic  pain  (a  subjective  com- 
plaint that  cannot  be  proved) 
who  has  been  on  opioids  will 
be  opioid  dependent,  and  the 
treating  physician  could  be 
accused  of  treating  for  detoxifi-  I 
cation  or  for  treating  an 
addict.  This  conflict  in  the  reg-  !; 
ulations  must  be  clarified. 

6.  A treating  physician  must  il 
be  informed  as  to  whether  a 
patient  presenting  with  chronic  4 
pain  has  a police  record  for 
narcotics.  Currently  this  infor- 
mation is  confidential.  There 
should  be  some  immediate 
clearance  available,  perhaps 

a hotline,  lest  the  treating  physi- 
cian is  attacked  by  the  authori- 
ties for  treating  a patient  with 
a drug-related  police  record. 

Charles  Harris,  MD  El, 
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Critical  Treatment  for  th 
Future  of  Your  Practice.. 


e 


Before  It  s Too  Late 


Wilentz,  Goldman  & Spitzer’s  Health  Care  Law 
Practice  Group  serves  health  care  professionals 
regarding:  group  practice  formation  and  operations; 
management  service  organizations  (MSOs);  physician 
practice  management  companies  (PPMCs);  managed 
care  contracting;  physician-hospital  organizations 
(PHOs);  independent  physician  associations  (IPAs); 
restrictive  covenants;  and  regulatory,  employment, 
tax  and  litigation  matters.  Think  of  us  as 
preventive  medicine  for  your  practice. 

For  information  please  call  our  Health  Care  Law  Practice 
Group  Co-Chairs:  Michael  F.  Schaff  at  (732)  855-6047  or 
Francis  V Bonello  at  (732)  389-5636. 


WILENTZ 
GOLDMAN 
& SPITZER 

ATTORNEYS  AT  LAW 


“Helping  Tl  le  Health 
Care  Professional” 

Woodbridge,  NJ 
New  York,  NY 
Eatontown,  NJ 

http:/ / www.newjerseylaw.com 


SEPTEMBER  1997  NeWjGPSey MEDIUM  11 


NEWSMAKERS^ 


5 


Signing  off  on  the  Health  Care  Quality  Act 

Governor  Whitman  signed  the  Health  Care  Quality  Act  on 
August  7,  1 997;  in  attendance  at  this  momentous  event  were 
MSNJ  President  Carl  Restivo,  and  other  important  figures  of 
the  health  care  community. 

New  Jersey  now  has  a system  of  legislation  and  regulation 
as  strong  or  stronger  than  any  in  the  nation  to  prevent  wrong- 
doing to  patients  under  managed  care.  Now,  for  patients  in 
HMOs  and  other  state  regulated  health  insurance  plans,  there 
will  be  ample  disclosure  of  the  terms  of  the  plan,  information 
about  the  plan's  performance,  and  a New  Jersey  medical 
director  accountable  to  the  state  Board  of  Medical  Examiners. 


Senator  Jack  Sinagra,  Governor  Whitman, 
Assemblywoman  Charlotte  Vandervalk,  and  MSNJ 
President  Restivo  at  the  signing  of  the  Health  Care 
Quality  Act. 


Smoke-free  families 

Looking  for  resources  to 
help  your  patients  stop  smok- 
ing? You'll  find  them  in  a new 
catalog  that  offers  tools  to 
help  mothers  and  pregnant 
women  kick  the  habit.  The 
materials  cover  second-hand 
smoke,  the  facts  about  smok- 
ing and  pregnancy,  smoking 
cessation  techniques,  and 
support  and  guidance  to  help 
quit.  Choose  from  dozens  of 
tools  including  quit  kits  for 


A new  look 

There's  more  to  COLA  (formerly 
the  Commission  on  Office 
Laboratory  Accreditation)  than  a 
new  name,  logo,  and  tagline,  saysj. 

Stephen  Kroger,  MD,  COLA's  chief 
executive  officer.  "The  new  identity 
reflects  COLA's  continuing  commit- 
ment to  higher  standards  of  health 
care  delivery."  Services,  including 
new  programs  for  community  hospital  laboratories  and 
medical  practices,  have  expanded  in  response  to  the 
changing  needs  of  physicians  and  medical  professionals. 


J.  Stephen  Kroger,  MD 


pregnant  wo- 
men, pamphlets 
and  posters, 
and  trainer's  vid- 
eos and  guides. 
The  catalog  also 
offers  multicultur- 
al and  multilin- 
gual materials. 
Call  the  Clear- 
inghouse for 
Prevention  Re- 
sources at  800/322-1468  to 
request  a free  catalog. 


Making  sure  patients  get  there 


Thanks  to  the  Mercer  Medical  Center  Foundation, 

Mercer  Medical  Cen- 
ter oncology  patients 
now  are  enjoying 
van  transportation  to 
and  from  the  hospital 
for  their  daily  treat- 
ments. The  van  was 
donated  by  the 
Mercer  Medical  Cen- 
ter Fm  inrlotinn  fr^m  Mercer  Medical  Center  Foundation 

ter  foundation  from  representatives  and  Mercer  Medical 

monies  raised  at  its  Center  staff  inspect  the  new  van. 

fundraising  dinner-dance.  continued  on  page  14 
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MEDICAL  SAVINGS  ACCOUNTS 
ARE  GONE  FOR  THIS  YEAR 

WE  ARE  PRE-REGISTERING 
FOR  1998 

TVfcSAi 

MEDICAL  SAVINGS  ACCOUNT  TRUST 


VaU  f 50%  LOWER  INSURANCE  RATES  1 gTevM 

nofc  & :}h  l/iinyx 

teyiJe*  $2,019  TAX  SAVINGS  YEARLY  ma^e 

'HE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616  Ext.  1 215)  750-7791  Fax 


MEDICAL  WEAR 


A Textile  Rental  Laundry  Service 

A weekly  rental  linen  service 
meeting  the  needs  of 
doctors  and  their  patients. 

• Lab  Coats 
•Dentist  Jackets 
•Patient  Gowns 
•Towels 
•Sheets 
•Pillow  Cases 

For  Information  Call 

1-800-368-3676 


V>u  Own 
Vmr  Practice, 
Why  Not 
Ymr  Building? 


By  owning  your  own  building  you  can  build  equity  with  every 
payment,  take  advantage  of  long  term  appreciation  and  you  may 
qualify  for  significant  tax  savings. 

The  Money  Store®  loan  programs  can  finance  owner-user 
commercial  real  estate,  working  capital,  equipment  and  more. 
Application  is  easy  and  approval  is  quick. 


The  MoNtr  Store 


America’s  partner  for  growing  businesses 

(800)  722-3066 

Ed  Narozny  Don  Dietz  Pat  Toriello 

South  Jersey  Central  New Jersey  Northern  NJ 
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continued  from  page  12 

Endorsement  of  CPT 
terminology 

MSNJ  signed  a letter  to  HHS 
Secretary  Donna  Shalala  con- 
cerning current  procedural  ter- 
minology. An  excerpt  of  the  let- 
ter, signed  by  other  state  soci- 
eties and  the  AMA,  reads: 

"This  letter  from  the  chief 
executives  of  the  notion's  state 
medical  societies  expresses 
strong  support  for  the  need  for 
administrative  simplification  in 
public  and  private  health  pro- 
grams. Title  II,  Subtitle  F,  of  the 
Health  Insurance  Portability 
and  Accountability  Act  of  1996 
(HIPAA)  requires  that  you  adopt 
certain  standards  for  the  elec- 
tronic exchange  of  administra- 
tive health  care  data,  including 
unique  identifiers,  code  sets, 
and  other  data  standards. 
Specifically,  we  urge  you  to  act 
affirmatively  to  support  the  con- 
tinued usage  of  the  physician's 
current  procedural  terminology 
(CPT)  system.  In  addition,  we 
encourage  you  to  expand  the 
usage  of  CPT  to  include  report- 
ing of  physician  services  in  the 
hospital  inpatient  setting.  CPT 
already  is  a "standard"  with 
more  than  95  percent  of  all  ser- 
vices provided  by  physicians 
being  reported  to  either  public 
or  private  payers  using  the  CPT 
coding  system. 


"We  urge  CPT's  continued 
usage  because  we  believe  that 
it  is  vitally  important  that  the 
coding  system  that  you  are 
required  to  designate  under 
HIPAA  be  clinically  meaningful 
so  that  the  terms  and  descrip- 
tors are  familiar  and  they  com- 
ply with  the  medical  literature 
and  the  way  physicians  con- 
verse with  one  another.  The 
coding  systems  you  select  need 
to  encourage  correct  and  accu- 
rate usage. " 


Saffron- -Wickes  Prize 

The  Medical  History  So- 
ciety of  New  Jersey  (MHSNJ) 
announced  the  biennial  Saf- 
fron-Wickes  Prize  for  mer- 
itorious publication  on  the  his- 
tory of  medicine  in  New 
Jersey.  The  publication  should 
have  been  published  between 
January  1,  1996,  and  January 
1 , 1 998.  To  submit  a nomina- 
tion, submit  a letter  along  with 
four  copies  of  the  publication. 

MHSNJ  is  accepting  nomina- 
tions until  February  1,  1998. 

Send  your  nomination  to 
Helen  E.  Sheehan,  PhD,  Saf- 
fron-Wickes  Prize,  Department  of  Sociology/Anthropology,  St.  John's 
University,  8000  Utopia  Parkway,  Jamaica  NY  1 1439. 


New  Jersey  medical  history  is 
highlighted  by  the  MHSNJ  prize. 


Double  celebration 


In  addition  to  celebrating  its 
25th  anniversary,  Southern 
Ocean  County  Hospital  com- 
memorated the  opening  of  the 
Medical  Arts  Pavillion.  The  all-day 
community  celebration  featured  a 
health  fair,  a ribbon-cutting  cere- 
mony, tours  of  the  Medical  Arts 
Pavillion,  and  family  entertain- 
ment. The  new  Medical  Arts  Pavillion  houses  outpatient  acute  dialy- 
sis, physical  therapy  and  sports  rehab,  a speech  and  hearing  center, 
outpatient  surgery,  a family  resource  center,  and  a medical  library. 


Southern  Ocean  County  Hospital 


Roving  symposia  expands 

The  Academy  of  Medicine  of  New  Jersey  (AMNJ)  is  offering  new 
Roving  Symposia™:  Controversies  in  the  Treatment  of 
Chronic  Bronchitis,  New  Challenges  for  Type  II  Diabetes 
in  the  '90s  and  Beyond,  Child  Sexual  Abuse/Neglect: 
Intervention  and  Treatment  Issues,  and  Elder  Mistreat- 
ment Identification,  Assessment,  and  Intervention.  Call 
Mae  Slabicki  at  AMNJ  at  telephone  609/275-1911  for 
more  information.  [Ml 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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ONLINE 
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MSNJ 

It’s  a real  page  turner 

It’s  pretty  glossy 
out  there.  Over  the 
past  several  years,  the 
growth  of  the 
Internet  has  created  a 
new  industry:  the 

Internet  magazine. 
Here’s  a list  of  the  lat- 
est players  in  the 
field: 

• BOARDWATCH 
MAGAZINE,  A Guide 
to  the  Internet. 

• internet  WORLD 
(www.iw.com). 

• INTERNET 
underground  (www. 
undergroundonline. 
com). 

• IntemetUser,  by 
PC  Magazine  (www. 
intemetuser.com) . 

• .net,  the  Internet 
magazine  (www.  futurenet.com). 

• the  net,  The  Ultimate  Internet  Guide. 

• The  WEB  MAG- 
AZINE (www.web- 
magazine.com). 

• Web  Informat 
Magazine  (www. 
informat.com). 

• WEB  Publisher, 
a web  design  magazine  (www.webpublisher. 
com). 

• WEB  Techniques,  solutions  for  Internet 
and  web  developers  (www.webtechniques. 
com). 

• Yahoo!  IntemetLife  (wwwyil.com). 

Get  the  healthy  facts 

Can  moderate  alcohol  consumption  pro- 
long life?  What’s  the  uproar  over  milk?  Is  it  a 
health  “scare”  or  a health  “fact”?  How  will  the 
new  proposed  EPA  air  standards  affect  you? 
Get  the  answers  to  these  questions  and  other 
health  and  lifestyle  issues  from  the  American 
Council  on  Science  and  Health  web  site 
(http://www.acsh.org).  The  site  offers 
Priorities — a quarterly  magazine,  open  letters, 
special  reports,  and  booklets. 


This  cover  originally  appeared  in 
internet  WORLD  magazine,  Volume  8, 
Number  7,  July,  1997 ; cover. 
Copyright©  1997  Mecklermedia 
Corporation,  20  Ketchum  Street, 
Westport,  CT  06880;  (203)  341-2802; 
info@meck  lermedia.  com; 
http://www.internet.com.  All  rights 
reserved.  Reprinted  with  permission. 


A home  page  the  easy  way 

It’s  quick.  It’s  convenient.  Get  information 
about  you  and  your  medical  practice  online. 
MSNJ  is  offering  its  members  a unique  oppor- 
tunity to  have  a physician  home  page  on 
MSNJ’s  web  site  (http://www.msnj.org). 
Members  can  choose  from  three  levels.  The  ;! 
first  level  offers  a stan- 
dard page  that  in- 
cludes basic  informa- 
tion about  the  physi- 
cian. Or  upgrade  to 
the  second  level — the 
standard  page  plus  a 
personal  message 
from  the  physician. 

Or  opt  for  the  expanded  version  that  includes 
the  second  level  with  some  extra  features.  To  I 
take  advantage  of  this  benefit,  contact  MSNJ  at 
609/896-1766,  extension  259. 


Bookmarks 


www.lymenet.org 
Lyme  disease  is  a big 
concern  to  New 
Jerseyans.  Get  the  facts 
and  fallacies  of  Lyme 
disease  at  the  Lyme 
Disease  Network’s  web 


www.umdnj  .edu 

One  of  the  Garden  State’s  largest  health 
care  entities,  the  University  of  Medicine  and 
Dentistry  (UMDNJ),  is  at  your  fingertips. 
Explore  UMDNJ’s  health  care  facilities, 
schools,  libraries,  and  information 
resources. 

www.facs.org 

Surgeons  can  turn  to  the  American 
College  of  Surgeons  (ACS)  web  site  for 
ACS  statements,  CME,  scholarship/fellow- 
ship info.  Bulletin  highlights,  socioeco- 
nomic activities,  and  New  Jersey  chapter 
updates  and  news, 
www. amhrt.org 

The  American  Heart  Association  web 
site  offers  research  news,  support  groups, 
literature,  and  other  related  services. 
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'Wliem  profess lonal  legal  counsel  is  called  for, 
call  tike  people  tike  experts  are  callingo 


For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 
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IN  THE 

SPOTLIGHT 
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Robin  K.  Levinson 


Interview  with 
Jeanne  Kerwin 


Jeanne  Kerwin  serves 
as  director  of  the  Mobile 
Intensive  Care  Project  at 
Overlook  Hospital.  In 
April,  Kerwin  helped 
launch  a program  to 
inform  every  doctor, 
nurse,  hospice  specialist, 
and  emergency  care 
provider  in  New  Jersey 
about  out-of-hospital  do- 
not-resuscitate  (DNR) 
orders.  Kerwin,  a 
paramedic  who  has 
worked  in  the  emergency 
medicine  system  (EMS) 
since  1970,  helped 
develop  the  model  out-of- 
hospital DNR  protocol  for 
Overlook  Hospital's 
hospice  patients  in  1986. 
Since  then,  a statewide 
protocol  has  been 
developed  through  the 
Medical  Society  of  New 
Jersey  (MSNJ),  and 
Kerwin  hopes  it  will  be 
utilized  by  doctors  and 
honored  by  EMS 
practitioners  statewide. 


Q.  What  was  the  impetus 
for  Overlook  Hospital's  out-of- 
hospital  DNR  protocol? 

A.  People  want  to  go  home 
to  die  because  they  might 
have  home  health  aides, 
hospice,  or  family  members 
caring  for  them.  But  we  had 
no  mechanism  to  allow 
patients  to  carry  their  DNR 
status  home,  if  that's  what  they 
wanted.  When  we  looked  at 
the  number  of  DNR  orders 
written  in  a year  at  Overlook 
Hospital,  we  found  that  more 
than  50  percent  of  these 
patients  were  discharged  alive 
from  the  hospital.  Then,  in  the 
mid-1980s,  there  were  several 
instances  where  our 
paramedics  inappropriately 
resuscitated  hospice  patients. 
We  then  developed  our  own 
local  protocol  at  Overlook 
Hospital  to  have  the  patients' 
treatment  plans  remain 
consistent  no  matter  where 
they  were,  which  certainly 
made  sense.  It  gave  our 
emergency  medical  personnel 
a tool  to  identify  DNR  orders 
in  a uniform  and  standardized 
way  outside  of  the  hospital. 

Q.  If  a person  has  a DNR 
order,  why  would  the  family 


call  paramedics  in  the  first 
place? 

A.  Families  don't  always 
recognize  the  dying  process, 
and  they  often  panic,  which  is 
understandable.  We  don't 
want  to  dissuade  people  from 
reaching  out  for  help,  and  we 
don't  want  the  burden  to  be 
on  the  family  to  decide 
whether  their  loved  one  is 
dying  or  just  needs  help 
breathing.  Since  it  is 
reasonable  to  expect  a family 
to  call  91 1 , we  need  to  be 
prepared  to  protect  patients. 

Q.  How  does  the  New 
Jersey  protocol  work? 

A.  If  a DNR  order  exists  for 
the  patient  in  the  hospital,  the 
doctor  should  re-evaluate  that 
order  when  the  patient  is 
discharged.  If  the  DNR 
remains  an  appropriate 
treatment  order,  the  doctor  can 
fill  out  the  paperwork  and  sign 
an  out-of-hospital  DNR  form. 
Otherwise,  the  physician  will 
be  sending  the  patient  to 
another  setting  where  that 
DNR  order  may  not  be 
respected.  Doctors  can  get 
forms  and  guidelines  from 
MSNJ  and  keep  them  in  their 
hospital  or  office. 

continued  on  page  20 
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QUERY  FOR  BOOK  ON 
UNEXPECTED  CURES 

I am  a physician  researching  a book 
on  individuals  who  after  being 
diagnosed  as  terminal  experienced 
a total  remission.  I am 
particularly  interested  in  patients 
who  turned  to  prayer— Call  or  write 
Dr.  Vernon,  6 Pin  Oak  Court 
Voorhees,  NJ  08043 
(609)  489-1709 


Specializing  in  the 


Business  of  Health  Care 

Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramys  New  York  City 
Call  us  at  800-235-9381 


The 


Medical  Manager 


A fully  integrated  practice  management  solution 

Over  16  years’  experience  in  providing 
healthcare  automation  solutions 

Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 

Learn  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  us 
at  800.677.7784,-201.808.0088,  or  www.medicalmanager.com. 


I 


Medical 

Manager 


The 

New  Jersey! 

SLEEP  ; 
SOCIETY^ 

The  NJSS  Board  is 
extremely  pleased  to 
present  this  distinguished 
panel  of  nationally 
and  internationally 
recognized  speakers. 

In  addition,  numerous 
corporate  and  home  care 
sponsors  will  display  the 
most  recent  sleep 
diagnostic  equipment, 
and  homecare  companies 
will  demonstrate  new 
developments  in  CPAP, 
BiPAP,  VPAP  and  DPAP, 
as  well  as  other  sleep 
related  devices. 


Annual  Educational  Symposium 

Saturday,  October  18,  1997 — Hyatt  Regency,  New  Brunswick,  NJ 


John  Penek,  M.D., 
FCCP,  NJSS  President 
Presidential  Address 

William  Dement,  M.D.,  Ph.D. 
"Sleep  Medicine:  Past, 
Present  and  Future” 

Dr.  Dement  is  Professor 
of  Sleep  Medicine  at 
Stanford  University, 
Founding  President  of 
the  American  Sleep 
Disorders  Association 
and  internationally  rec- 
ognized in  the  field  of 
Sleep  Medicine. 

Stephen  H.  Sheldon,  D.O. 
"Sleep  Disorders  in 
Infants  and  Adolescents" 
Dr.  Sheldon  is  Director 
of  the  Sleep  Disorders 
Center  and  Children's 


Memorial  Hospital  in 
Chicago  and  has  pub- 
lished extensively  on 
sleep  disorders  in  the 
pediatric  age  group. 

Sonia  Ancoli-Israel,  Ph.D. 
"Sleep  Disorders  in 
the  Elderly" 

Dr.  Ancoli-Israel  is 
Professor  of  Psychiatry 
at  the  University  of 
California-San  Diego 
School  of  Medicine.  She 
has  numerous  publica- 
tions in  the  field  of  sleep 
disorders  in  the  elderly. 

Raymond  Rosen,  Ph.D. 
"Sleep  Medicine 
Education  " 

Dr.  Rosen  is  Professor  of 
Psychiatry  at  the  Robert 


Wood  Johnson  Medical 
School  and  Academic 
Director  of  the  Sleep 
Disorders  Center  at 
Robert  Wood  Johnson. 
Dr.  Rosen  has  published 
extensively  in  the  field 
of  insomnia  and  sleep 
medicine  education. 

Panel  Discussion: 
Treatment  Options  in 
Snoring  and  Sleep  Apnea 

Dr.  Stephen  Farmer, 

Dr.  Kenneth  Hilsen, 

Dr.  Jeffrey  Nahmias. 


jr  further  information  or  to  register  for  the  symposium,  contact  NJSS  at  973-267-2411,  or  fax  to  973-539-1847. 
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SPOTLIGHT 


continued  from  page  1 8 

Emergency  medical 
personnel  can  learn  of  the 
DNR  order  in  several  ways.  A 
DNR  document  signed  by  the 
doctor  and  patient  or  patient's 
surrogate  may  be  posted 
prominently  near  the  patient's 
bed  or  handed  to  the  medic 
by  a family  member.  A patient 
also  has  the  option  of  wearing 
a medical  bracelet  identifying 
DNR  status.  The  DNR  order 
only  applies  if  and  when 
the  patient's  heart  stops 
beating. 

DNR  does  not  mean  "do 
not  treat,"  however.  We 
stress  this  in  our  education 
to  EMS  personnel.  There 
are  a variety  of  reasons 
why  patients  with  DNR 
orders  may  need  EMS 
intervention:  They  might 
have  a broken  leg,  a 
gastrointestinal  bleed,  or 
difficulty  breathing.  All  of  these 
are  acute,  reversible 
conditions,  and  these  patients 
are  entitled  to  care. 

Q.  Is  there  a state  law 
governing  DNR  orders  inside 
or  outside  hospitals? 

A.  Although  there  are  laws 
governing  living  wills  in  New 
Jersey,  there  is  no  state  law 
governing  DNR  orders.  We 
deliberately  chose  the 
policy/protocol  route  because 
whenever  you  create  a law, 


regulations  must  be  written, 
and  sometimes  you  end  up 
with  a product  that  is  not 
exactly  what  you  want. 

Q.  How  are  you  spreading 
the  word  about  the  out-of- 
hospital  DNR  protocol? 

A.  Matthew  Scott,  EMS 
educator  for  West  Jersey 
Health  Systems,  and  I have  set 


Jeanne  Kerwin 

up  a "train  the  trainer" 
program.  Our  program  is 
being  directed  at  EMS 
educators,  who  will  train  their 
rescue  squads.  Then  we'll 
move  up  the  pyramid,  training 
home  care  nurses,  hospice 
workers,  and  bioethics 
committees  in  hospitals, 
through  which  we  hope  to  get 
to  all  the  physicians.  This 
process  and  protocol  were 
developed  as  a collaborative 
effort  of  the  MSNJ  Committee 


on  Biomedical  Ethics  and 
myself  along  with 
representatives  from  nurses 
organizations,  emergency 
physician  groups,  state  health 
officials,  first  aid  personnel, 
and  other  health  care 
organizations. 

Q.  How  can  doctors  help 
facilitate  your  initiative? 

A.  The  best  thing 
doctors  can  do  is  learn 
about  the  out-of-hospital 
DNR  protocol  and 
appreciate  the  need  for  a 
continuum  of  care  for  all 
patients.  It  would  behoove 
interested  physicians  to 
ask  their  hospitals  to  fold 
the  out-of-hospital  DNR 
protocol  into  its  existing 
DNR  policy. 

Q.  What  if  a family 
member  wants  to  overrule 
a DNR  order? 

A.  In  principle,  the  patient's 
wishes  should  be  followed. 
However,  in  the  EMS  setting, 
providers  are  walking  into 
somebody's  house  and  they 
don't  know  the  players  or  the 
history.  If  there  is  conflict  at  the 
scene,  they  should  start 
resuscitation  and  transport  the 
patient  to  the  hospital.  It's  safer 
for  the  medics  to  treat  the 
patient  and  let  the  conflict  be 
resolved  in  a more 
controlled  environment.  !■■■■■ 
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New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians'  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  get  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1.  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 
These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 

i— - I 

For  quotations  or  more  information,  RS5|lliS_  * ® ||!!13lBf] 

please  call  us  today.  jUj  Hj  jj]  [j]  [p|  }jf  jjj  jlf  [j|  | 

MATHER  & CO.  il.ftMl  jjMS.IJ 

226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 


800-836-4848 

Bm 

Leading  the  way  in  Physician  Office  Laboratories. 

955  S.  Andreasen  Drive  • Escondido,  California  92029 
619-480-2600  • 800-836-4848  • 800-344-7008  fax 


Take  Control  ofYour  Diagnostic  Testing... 
Start  with  a FREE  Analysis  from  POLESTAR. 

• Are  you  considering  a Physician  Office  Lab  (POL)  for  your  practice? 

• Is  your  existing  POL  operating  at  maximum  effciency? 

Take  advantage  of  POLE  STAR’s  30  years  experience 
in  the  Physician  Office  Lab  industry. 

If  your  practice  sends  out  ten  (10)  or  more  samples  a day 
to  a reference  laboratory,  the  financial  benefits  of  establishing 
an  in-house  laboratory  can  be  substantial. 

For  existing  POLs,  POLESTAR  will  perform  a free  efficiency 
evaluation  of  your  lab,  and  review  the  results  with  your  practice. 

Call  POLESTAR  today  for  a FREE  consultation 
to  analyze  your  specific  testing  needs. 
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or  office  - call  for 
Trade-ins  bought  by  phone. 


THE 

LAW  OFFICES  OF 
DOUGLAS  FROMBERG 


WILLS,  TRUSTS  & 
ESTATE  PLANNING 
RETIREMENT  PLANNING 
EMPLOYMENT  MATTERS 
BUSINESS  PLANNING 


FINANCIAL  PLANNING 
TAX  MATTERS 
INSURANCE  PLANNING 
ASSET  PROTECTION 


YOU’VE  WORKED  HARD 
PROTECT  YOUR  ASSETS 

FREE  INITIAL  CONSULTATION 
OFFICES  IN  MORRISTO  WN&RARITAN 
(201)993-1515 

33  MARKET  STREET,  SUITE  100 
MORRISTOWN,  N.J.  07960 
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By  the  sea, 
by  the  sea 


The  minutes  of  the  232nd  Annual  Meeting 
of  the  Medical  Society  of  New  Jersey  (MSNJ) 
will  be  distributed  to  the  membership  this  fall. 
Meanwhile,  let  me  feature  some  highlights 
(Table)  from  the  meeting. 

Officers,  trustees,  and  council  and  commit- 
tee members  were  elected.  We  wish  them 
well. 

Reference  Committee  A was  entrusted  with 
evaluating  changes  proposed  by  the 
Committee  on  Revision  of  Constitution  and 
Bylaws.  Most  of  these  recommendations  were 
approved.  They  include: 

• House  of  Delegates 
(HOD)  apportionment  will  be 
based  only  on  the  number  of 
dues-paying  members  in  each 
county. 

• The  International  Medical 
Graduates  Section  will  have  a 
delegate  and  an  alternate  in  the 
HOD.  This  action  created 
much  debate  and  overturned 
the  action  of  Reference 
Committee  A. 

• Three  trustees  were 
added  to  the  Board  of  Trustees, 
one  to  be  elected  each  year. 

This  is  intended  to  give  seats  to 
some  counties  otherwise  not 
represented. 

• The  Judicial  Councilors  now  can 
elected  to  the  Board  of  Trustees. 

• The  date  for  dropping  members  for  non- 
payment of  dues  will  remain  at  June  1. 
Unfortunately,  this  will  continue  the  delay  in 
efforts  to  retain  current  members  and  to 
obtain  new  ones. 


The  MSNJ 
Annual  Meeting 
was  rewarding. 
The  actions  of 
the  House  of 
Delegates  will 
be  sent  to  the 
membership. 
And , the  special 
programs  were 
just  that — 
special. 


The  HOD  also  asked  that 
MSNJ  publish  and  disseminate 
information  on  the  feasibility  of 
physicians’  unions.  (It  should  be 
noted  that  I was  the  vice-presi- 
dent of  a statewide  physicians’ 
union  some  years  ago.  It  was  a 
branch  of  the  one  run  by  Sanford 
Marcus  in  Oakland,  California, 
and  folded  when  it  became  clear 
that  existing  antitrust  laws  prevented  private 
practice  or  independent  contractor  physicians 
from  meaningful  participation 
in  collective  bargaining.) 


Howard  D.  Slobodien,  MD 


Reference  Committee  B han- 
dled managed  care  and  pay- 
ment problems,  among  others. 
Actions  taken  included: 

• The  Board  of  Trustees  is  to 
develop  a public  relations  pro- 
gram to  inform  the  public  that 
managed  care  decisions  on 
treatment  constitute  the  prac- 
tice of  medicine  and  that  there 
are  legal  remedies  available. 

• The  Board  of  Trustees  is  to 
act  as  a clearinghouse  for  over- 
seeing delayed  and  unpaid 
claims. 


be 


• MSNJ  is  to  obtain  and  disseminate  infor- 
mation on  potential  profiteering  by  managed  “ 
care  companies. 

• MSNJ  is  to  request  that  insurers  print 
length-of-stay  policies  in  their  contracts,  that 
limits  be  placed  on  out-of-network  expenses,  S 
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No  grand  idea  was  ever  bom  in  a conference,  but  a lot  of  foolish  ideas  have  died  there,  j 1 

E Scott  Fitzgerald,  The  Crackup,  1938  J 

Any  committee  that  is  the  slightest  use  is  composed  of  people  who  are  too  busy  to  want  I 


to  sit  on  it  for  a second  longer  than  they  have 

that  appeals  of  hospitalized  patients  be 
upgraded,  and  that  assisted  living  opportuni- 
ties for  senior  citizens  be  expanded. 

Reference  Committee  C handled  diverse 
issues.  It  dealt  with  managed  care  to  some 
extent  by  suggesting  that  MSNJ  members  help 
pass  the  Health  Care  Quality  Act.  It  also  rec- 
ommended that  hospital  medical  staffs  be  for- 
mally involved  in  hospital  mergers,  consolida- 
tions, acquisitions,  affiliations,  or  closures. 

Both  measures  were  adopted  by  the  HOD. 

And  the  HOD  passed  a substitute  resolution 
that  dealt  with  late-term  abortions. 

The  debate  over  late-term  abortion  was 
spirited,  but  decorous;  much  of  the  heat  asso- 
ciated with  the  issue  had  been  expended  at  the 
committee  hearings.  The  resolution  finally 
adopted  by  the  HOD  opposed  intact  dilatation 
and  evacuation  in  normal  pregnancies;  asked 
that  the  state  legislative  bills  be  revised  to  be 
more  medically  precise;  and,  asked  the  presi- 
dent of  MSNJ  to  appoint  a special  panel  to 
evaluate  the  problem  and  to  render  a report 
quickly.  This  was  done  and  the  report  was 
published  in  the  August  issue  of  New  Jersey 
MEDICINE.  It  is  a paradigm  of  responsible 
investigation  and  reportage  and  should  be 
required  reading  for  all  who  will  ever  serve  on 
an  ad  hoc  committee.  My  personal  congratu- 
lations go  to  the  chair  and  the  other  members 
of  the  group,  who  were  given  an  inflammato- 
ry mixture  and  created  a masterpiece. 

Special  programs  during  the  meeting  were 
just  that — special.  The  programs  on  domestic 
violence,  MSNJ’s  health  program,  investment, 
and  health  care  antitrust  were  excellent.  The 
Golden  Merit  Award  ceremony  held  special 
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Katherine  Whitehom,  Observations,  1970  | 

interest  for  me.  The  receptions  and  dinner 
dances  for  Doctors  Caggiano  and  Restivo 
were  highlights. 

On  the  first  day  of  the  meeting,  Commis-  ’ 
sioner  of  Health  and  Senior  Services  (DHSS)  1 
Len  Fishman  delivered  his  usual  erudite  j 
speech,  this  time  on  the  role  of  his  depart-  i 
ment  in  shaping  health  care  in  New  Jersey.  He 
explained  the  reasons  for  the  new  HMO  regu-  • 
lations:  to  lower  the  rate  of  cost  increase;  to  I 
maintain  the  doctor-patient  relationship;  and 
to  allow  the  HMOs  to  give  quality  care,  as  j 
they  advertise.  An  electronic  network  has 
been  established  in  many  areas.  HMOs  will  | 
have  report  cards.  Patients  will  have  a bill  of  | 
rights.  Commissioner  Fishman  emphasized 
the  need  to  give  patients  more  control  and  to  ! 
maintain  some  physician  autonomy,  while 
keeping  health  care  costs  affordable. 
“Managed  care  will  not  go  away.” 

There  also  was  a marvelous  panel  discus- 
sion, chaired  by  Joseph  E Fennelly,  MD,  on 
“Physician  Disempowerment:  Its  Impact  on 
Patient- Centered  Ethics.”  The  keynote  speak- 
er was  Paul  W Armstrong,  JD,  LLM  and  the 
other  panelists  were:  Rick  Sinding,  executive 
director,  New  Jersey  HealthDecisions;  Bonnie 
Kelly,  ombudsman  for  the  elderly  at  DHSS; 
Susan  M.  Bauman,  MD  of  the  MSNJ 
Committee  on  Biomedical  Ethics;  Robert  L. 
Pickens,  MD,  another  committee  member 
and  its  former  chair;  and  David  L.  Knowlton, 
vice-president  and  head  of  MIIX  Healthcare 
Group.  There  is  not  space  in  this  column  for 
details,  but  we  shall  try  to  furnish  you  that 
information  in  future  issues. 

All  in  all — a rewarding  meeting. 
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Table.  Resolutions  adopted  by  the  MSNJ  House  of 
Delegates  at  the  1 997  Annual  Meeting. 


No.  Title 


Resolution 


Medical  staffs  play  role 
in  hospital  mergers 


Resolved,  that  it  shall  be  MSNJ  policy  that  hospital 
medical  staffs  should  be  formally  involved  in  the 
following  activities  during  a merger,  consolidation, 
acquisition,  affiliation,  or  closure:  defining  role  in 
structure  of  medical  staffs;  development  and  approval 
of  medical  staff  bylaws,  rules,  policies,  and 
regulations;  defining  and  approving  credentialing 
processes;  quality  improvement  and  peer  and 
utilization  review  activities;  and  decisions  regarding 
clinical  services  to  be  offered  by  the  involved 
institutions. 


Boosting  physician  Resolved,  that  MSNJ  take  appropriate  steps  to 

volunteerism  facilitate  free  medical  care  by  requesting  BME  to  ease 

or  eliminate  licensure  fees  to  retired  physicians  who 
wish  to  volunteer  their  services  at  free  clinics;  and 
further  that  MSNJ  report  on  the  availability  of  reduced 
cost  professional  liability  insurance  for  these 
physicians. 

Medical  Courtesy  Resolved,  that  MSNJ  and  all  New  Jersey  county 

Program  revisited  medical  societies  revitalize  the  Medical  Courtesy 

Program  to  provide  senior  citizens  who  demonstrate 
need  with  a county  list  of  volunteer  physicians  willing 
to  accept  standard  Medicare  fees;  and  be  it  further 

Resolved,  that  MSNJ  restate  that  the  purpose  of  this 
Medical  Courtesy  Program  is  to  provide  access  to 
private  medical  care  for  the  elderly  who  might 
otherwise  forgo  seeking  medical  care  for  financial 


6 


Mandatory  disclosure 
of  profiling  data 


' 


mmm 


Resolved,  that  MSNJ  seek  regulatory  intervention  to 
require  that  hospitals,  insurance  companies,  HMOs, 
and  other  entities  involved  in  the  delivery  of  health 
care,  that  are  involved  in  collecting  data  on  physician 
practice  patterns  ("profiling")  be  required  to  share 
with  the  respective  physician  the  specifics  of  the 
profile  for  the  purposes  of  education  and  for  the 
opportunity  for  correction  of  flawed  or  inaccurate 
data. 
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No.  Title  Resolution 


7 Claims  review  and 
audit 


9 Establishment  of 
guidelines  and 
standards  for 
medical  experts 


1 3 Protection  of  DEA 
numbers  from  health 
insurers,  pharmacies, 
and  mail-order  houses 


14  Xact  Medicare  services 
annual  provider  fee 


1 5 Managed  care 

organizations  engaging 
in  the  practice  of 
medicine 


Resolved,  that  MSNJ  urge  the  commissioner  of 
insurance  to  investigate  and  impose  sanctions  if 
insurance  companies  use  nonphysicians  for  medical 
review  functions. 

Resolved,  that  MSNJ  urge  the  AMA  to  request  all 
specialty  societies  to  develop  guidelines  for  expert 
witnesses;  and  be  it  further 

Resolved,  that  MSNJ  petition  BME  to  enforce  its  own 
rules  when  someone  is  identified  and  reported  to 
them,  who  violated  their  rules  in  regard  to  expert 
testimony. 

Resolved,  that  MSNJ  advise  the  commissioner  of  the 
New  Jersey  Department  of  Banking  and  Insurance  that 
in  spite  of  previously  adopted  departmental  policy 
"that  no  insurance  company  should  require  that  a 
Drug  Enforcement  Agency  (DEA)  number  be  required 
for  filling  a non-controlled  prescription,"  the  problem 
persists;  and  be  it  further 

Resolved,  that  the  AMA  seek  resolution  of  this  problem 
through  DEA. 

Resolved,  that  MSNJ  petition  the  Health  Care 
Financing  Administration  (HCFA)  to  require  that  the 
$25  annual  provider  fee  for  electronic  claims 
submission  be  rescinded. 


Resolved,  that  MSNJ  declare,  in  any  manner  its 
trustees  see  fit,  including  but  not  limited  to,  opinions 
and  articles  in  New  Jersey  MEDICINE,  white  papers, 
and  advice  to  the  general  public,  that  in  its  opinion 
the  actions  of  managed  care  organizations  who  deny, 
abridge,  contradict,  or  otherwise  modify  the  medical 
treatment  decisions  of  duly  licensed  practitioners 
constitute  the  practice  of  medicine  and  therefore  may 
violate  state  law;  and  be  it  further 
Resolved,  that  the  appropriate  offices  of  MSNJ  and  its 
constituent  county  medical  societies  that  provide 
information  to  the  general  public,  prepare  procedural 
information  for  patients  who  wish  to  assess  their  rights 
under  the  law. 
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EDITOR’S 


DESK 


No.  Title 


Resolution 


19  Streamlining  resources 

20  Physician  oversupply 


21;  Feasibility  of  physician 
48  unions 

22;  Health  insurance  loss 
27  ratios 


23  Spokesperson  for 
medicine 


24  HMO  draft  legislation 


25  Provider-sponsored 
organizations 


Resolved,  that  MSNJ  adopt  as  a matter  of  policy  that 
resources  shall  be  expended  primarily  upon  issues 
that  impact  directly  on  health  care  delivery;  and  be  it 
further 

Resolved,  that  this  resolution  also  be  presented  to  the 
AMA  for  adoption  at  its  Annual  Meeting  in  June. 

Resolved,  that  MSNJ  cooperate  with  the  New  Jersey 
Hospital  Association  and  New  Jersey  medical  schools 
to  address  the  issue  of  physician  oversupply  and  make 
concrete  recommendations  regarding  this  important 
issue. 

Resolved,  that  MSNJ  publish  and  disseminate 
information  on  the  feasibility  of  physician  unions  and 
collective  bargaining. 

Resolved,  that  MSNJ  obtain  and  make  available 
information  on  the  expenditure  of  premium  dollars 
and  the  percentage  spent  on  patient  care  versus 
administrative  overhead  and  profit  margin  of 
insurance  and  managed  care  companies. 

Resolved,  that  MSNJ  look  into  hiring  a spokesperson 
for  organized  medicine  who  would  convey  a message 
drafted  by  MSNJ  and  that  the  following  names  be 
considered  as  examples:  former  Governor  Tom  Kean, 
former  Senator  Bill  Bradley,  or  former  Princeton 
basketball  coach  Pete  Carrill;  and  be  it  further 

Resolved,  that  the  matter  of  a national  spokesperson 
for  the  medical  profession  also  be  referred  to  the 
AMA  by  the  AMA  delegation. 

Resolved,  that  MSNJ  encourage  its  individual 
members  to  communicate  with  Assembly  Speaker  Jack 
Collins  and  Senate  President  Donald  DiFrancesco  to 
post  the  Health  Care  Quality  Act  and  conduct  a vote. 

Resolved,  that  the  matter  of  legislation  authorizing 
provider-sponsored  organizations  be  referred  to  the 
Board  of  Trustees  for  study  and  disposition. 


m- 


SEPTEMBER  1997  27 


EDITOR’S 


DESK 


No.  Title 


Resolution 


28  Use  of  appropriate 
medical  specialty 
names 


30  Ban  of  anti-personnel 
land  mines 

31  Futile  medical  care 


36  Resident  aliens  losing 
health  care  benefits 


37  Medical  saving 
accounts  (MSAs) 


39  Improve  Medicare- 

HMO  appeals  process 
for  hospitalized 
patients 


Resolved,  that  MSNJ  policy  be  to  use  in  all  of  its 
publications  and  correspondences  the  correct  title  for 
the  medical  specialist;  and  be  it  further 
Resolved,  that  through  its  delegation  to  the  AMA  this 
resolution  be  submitted  to  become  AMA  policy;  and 
be  it  further 

Resolved,  that  advertisers  in  AMA  or  MSNJ 
publications  be  sensitized  to  the  problem  of  lumping 
physicians  and  limited  licensed  practitioners  under 
one  term. 

Resolved,  that  MSNJ  support  the  comprehensive 
international  ban  on  the  production,  transfer,  and 
deployment  of  anti-personnel  land  mines  worldwide. 

Resolved,  that  in  collaboration  with  the  New  Jersey 
Hospital  Association,  MSNJ  urge  all  health  care 
institutions  in  New  Jersey  to  adopt  a policy  on  medical  1 
futility. 

Resolved,  that  MSNJ  meet  with  the  New  Jersey 
congressional  delegation  to  discuss  the  problem  of 
legal  aliens  losing  their  health  care  benefits  and 
possible  solution  to  this  dilemma. 

Resolved,  that  MSNJ  establish  a committee  on  MSAs 
within  30  days  of  the  passage  of  this  resolution  to 
explore  options  available  to  establish  MSAs  for  the 
membership  of  MSNJ;  and  be  it  further 
Resolved,  that  said  committee  be  composed  of  one 
member  from  each  Judicial  District;  and  be  it  further 
Resolved,  that  the  committee  makes  its  recommenda- 
tions to  the  Board  of  Trustees  regarding  offering  MSAs 
to  the  members  of  MSNJ  within  30  days  following  its 
formation. 

Resolved,  that  MSNJ  introduce  the  following  resolution 
in  the  AMA  House  of  Delegates;  and  be  it  further 
Resolved,  that  the  AMA  work  closely  with  the  Clinton 
administration  and  HCFA  to  update  the  HMO- 
Medicare  review  process:  to  arrange  for  safe  home  or 
skilled  nursing  facility  placement;  to  allow  for 
physician-nursing  coordination  of  patient  discharge 
instructions  and  plans;  to  provide  safe  transportation 
for  elderly  and/or  disabled  patients;  to  keep  the 
appeals  process  available  for  at  least  four  hours  after 
termination  and/or  denial;  to  make  the  appeals 
process  smooth  for  patients,  physicians,  and  hospital 
staffs  within  disincentives  or  punishment  for  appealing; 
and  to  consider  independent  review  or  arbitration  of 
certain  cases. 
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No.  Title 

40  Assist  physicians  with 
durable  medical 
equipment  (DME)  forms 


42  MSNJ  encourage 
funding  for  assisted 
living  for  New  Jersey 
senior  citizens 


43  Minimize  cost  to 
patient  of  out-of-HMO 
network  health  care 

44  Restoring 
pharmaceutical  stock 
bottles  to  the 
physician's  office 


45;  Termination  of  late- 
50;  term  pregnancies 
51 


49  Medicare  payment  for 
assistants  at  surgery 


Resolution 

Resolved,  that  MSNJ  introduce  the  following  resolution 
at  the  AMA  House  of  Delegates:  That  the  AMA  urge 
HCFA  to  allow  nursing  personnel  with  direct  patient 
contact  to  assist  the  physician  with  new  and  renewal 
DME  forms. 

Resolved,  that  MSNJ  encourage  more  assisted-living 
opportunities  for  senior  citizens  in  New  Jersey;  and  be 
it  further 

Resolved,  that  MSNJ  work  with  the  state  Legislature 
and  commissioner  of  health  and  senior  services  to 
establish  funding  mechanisms  for  assisted-living 
development  in  New  Jersey;  and  be  it  further 
Resolved,  that  MSNJ  request  the  AMA  to  encourage 
assisted  living  and  funding  on  a national  basis. 

Resolved,  that  MSNJ  work  with  the  health  and 
insurance  commissioners  of  New  Jersey  to  establish 
limits  on  HMO  and  other  managed  care  organizations 
out-of-network  plan  costs  to  patients. 

Resolved,  that  MSNJ  introduce  to  the  AMA  a 
resolution  to  encourage  the  pharmaceutical  industry  to 
supply  physicians  with  larger  quantities  of  medications 
for  compassionate  dispensing;  and  be  it  further 
Resolved,  that  the  non-controlled  trade  name 
medications  would  be  provided  absolutely  free  of 
charge  to  indigent  patients. 

Resolved,  that  MSNJ  oppose  the  use  of  intact 
dilatation  and  extraction  (so-called  partial-birth 
abortion)  in  normal  pregnancies;  and  be  it  further 
Resolved,  that  the  language  of  the  present  bills 
A-l  668  and  A-2409  be  revised  so  as  to  be  more 
medically  precise;  and  be  it  further 
Resolved,  that  an  expert  panel  be  appointed  and 
convened  by  the  president  of  MSNJ  to  define  the  issue 
of  late-term  abortion  and  report  to  the  Board  of 
Trustees  and  the  members  of  the  House  of  Delegates 
within  45  days. 

Resolved,  that  MSNJ  contact  all  national  legislators 
from  New  Jersey  requesting  them  to  object  to  that 
portion  of  the  president's  1 998  proposed  budget 
calling  for  elimination  of  Medicare  payment  for 
assistants  at  surgery;  and  be  it  further 
Resolved,  that  MSNJ  introduce  a similar 
resolution  at  the  1997  AMA  Annual  Meeting. 
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DO  YOU  HAVE  THE  RIGHT  TIME’ 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


EXECUTIVE  BLVD. 


YONKERS,  NY  10701 
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The  golden  boom:  The 
health  needs  of  seniors 


Sheila  Smith  Noonan 


George  Cheatle  has  an 
active,  healthy  lifestyle. 

He  adheres  to  a half  hour 
calisthenics  program, 
followed  by  a one-mile 
walk  or  stationary  bike 
ride  three  or  four  times 
each  week.  In  addition  to 
maintaining  his  own 
home,  he  helps  four 
widows  with  handyman 
jobs.  He  is  a deacon  at  his 
1 local  church  and  is 
involved  with  many 
programs,  from  Sunday 
school  to  leading  a retired 
men’s  ministry.  Not  bad 
for  an  85  year  old. 

With  the  energy  and  enthusi- 
asm of  a much  younger  person, 
( Cheatle  may  not  be  a typical 
i octogenarian.  However,  he  is  a 
i member  of  the  fastest  growing- 

• senior  population  — people  over 
I 85  (the  “old  old”),  now  number- 
i ing  about  3.6  million  nation- 

* wide.  Add  to  that  group  the 
aging  baby  boomers,  and  begin- 

i ning  around  the  year  2010,  the 
i result  is  a mushrooming  senior 
citizenry  that  will  demand  more 
medical  care  and  social  services, 
i According  to  a 1994  Institute  of 
Medicine  background  paper, 


physician  contacts  by  noninsti- 
tutionalized  elderly  will  number 
about  556  million  in  2030,  up 
approximately  115  percent  from 
1989  rates. 

By  2010,  the  New  Jersey 
Department  of  Labor  anticipates 
an  over-65  population  of  1.2  mil- 
lion statewide;  in  2030,  that 
number  climbs  to  2.1  million. 
The  forecast  of  substantially 
more  seniors  in  New  Jersey  trig- 
gers the  question:  How  are  we 
gearing  up  for  this  growth? 

Within  health  care,  a compre- 
hensive, team  approach  to  elder 
treatment  has  been  developed 
that  includes  geriatricians,  geri- 
atric nurse  practitioners,  and 
social  workers.  Geriatricians  are 
by  no  means  the  only  physicians 
who  treat  elderly  patients,  but 
the  relatively  low  number  of 
these  specialists  often  is 
described  as  a shortage.  There 
are  about  8,800  certified  geriatri- 
cians nationwide,  according  to 
the  American  Geriatrics  Society. 
To  encourage  more  doctors  to 
enter  the  field,  fellowship  train- 
ing required  by  the  certifying 
institutions — the  American 

Board  of  Internal  Medicine  and 
the  American  Board  of  Family 
Practice — was  reduced  from  24 
months  to  12  months,  beginning 
with  the  1998  examination. 


Dr.  Anita  Chopra,  director  of 
the  UMDNJ-School  of  Osteo- 
pathic Medicine’s  Center  for 
Aging,  believes  the  answer  is  not 
only  more  geriatricians.  “I  don’t 
think  every  person  over  65 
needs  to  be  taken  care  of  by  a 
geriatrician,”  she  says.  “The  ma- 
jority of  geriatricians’  practices 
are  people  over  85  or  elderly 
with  complex  medical  problems. 
What  we  need  to  do  is  main- 
stream principles  of  geriatrics 
into  internal  medicine  and  fami- 
ly practice  medicine.  And  that 
points  to  a shortage  of  well- 
trained  geriatric  faculty,  as  most 
geriatricians  are  in  clinical  prac- 
tice.” 

Geriatricians,  with  their  spe- 
cialized training,  have  a height- 
ened awareness  of  the  aging 
process,  says  Chopra,  and  are 
better  able  to  differentiate 
between  aging  and  disease 
processes.  Also,  presentation  of 
illnesses  among  generations 
sometimes  differs,  she  notes, 
such  as  with  myocardial  infarc- 
tion. A younger  patient  suffering 
from  a heart  attack  presents  with 
chest  pain,  but  in  an  older 
patient  that  symptom  is  not  as 
common. 

It  is  not  just  physical  symp- 
toms that  physicians  need  to  be 
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Once  a month,  club  leader  Kathy  Lang 
and  a group  of  children  from  the  Pets  and 
Pals  4-H  Pet  Therapy  Club  bring  their 
pets  to  a Hamilton  Township  nursing 
home  to  visit  the  residents.  The  children 
share  their  pets 
with  the  resi- 
dents and,  in 
most  instances, 
residents  enjoy 
holding  and  pet- 
ting the  animals. 

From  a dog 
and  cat  visiting  a 
nursing  home  in 
the  early  1980s,  St. 

Hubert’s  Animal 
Welfare  Center’s  pet  therapy  program  has 
come  a long  way. 

The  Madison-based  animal  center 
reports  that  its  animal-assisted  therapy 
program  has  expanded  to  include  over 
65  animals  and  75  volunteers  who 
together  total  nearly  2,000  hours  of  visit- 
ing patients  and  residents  in  hospitals 
and  long-term  care  facilities  around  the 
Garden  State. 

Pet  therapy,  also  referred  to  as  animal- 
assisted  therapy,  brings  pets  into  the  lives 
of  people  to  help  them  feel  better  men- 
tally, physically,  and  emotionally.  Pets 


visit  with  individuals  in  a variety  of 
health  care  settings  from  nursing  home 
residents  to  trauma  victims  to  rehab 
patients.  The  benefits  of  pet  therapy  on 
the  elderly  are  wide  ranging.  Pet  therapy 
can  help  control 
many  of  the  ail- 
ments common  to 
the  elderly  like 
high  blood  pres- 
sure. Research 
indicates  that  pet- 
ting a dog  has 
been  shown  to 
lower  blood  pres- 
sure. Pets  also 
offer  a distraction  to 
a common  problem 
among  seniors — pain. 

Research  shows  that  interaction  with 
pets  significantly  improves  physical  and 
emotional  health.  Terminally  ill  seniors 
and  those  dealing  with  depression  find 
benefits  from  visits  with  pets.  In  addi- 
tion, petting  encourages  the  use  of  the 
hands  and  arms  and  promotes  stretching 
and  movement;  pets  also  stimulate  the 
senses  of  smell,  sight,  and  hearing.  Pets 
offer  entertainment,  promote  social  inter- 
action, and  encourage  laughter  and  smil- 
ing, all  helping  to  alleviate  loneliness  and 
boredom. 


Therapy  pet  Scooter,  from  the  St.  Hubert’s  Animal  Welfare  Center’s 
animal-assisted  therapy  program,  has  a positive 
effect  on  the  wellness  and  health  of  this  elderly  woman. 
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aware  of  when  treating  seniors.  William  E. 
Reichman,  MD,  a geriatric  psychiatrist  and  associate 
professor  of  clinical  psychiatry  at  UMDNJ-Robert 
Wood  Johnson  Medical  School,  believes  some  psy- 
chiatric problems  are  overlooked  in  the  elderly  Of 
more  than  6 million  Americans  over  65  likely  to 
experience  clinical  depression,  only  about  1 million 
will  be  properly  diagnosed  and  treated,  according  to 
the  Geriatric  Psychiatry  Alliance  (GPA),  an  educa- 
tional program  of  the  American  Association  for 
Geriatric  Psychiatry.  And 
while  confusion  and  for- 
getfulness are  associated 
with  Alzheimer’s  disease, 

Reichman  says  that  two- 
thirds  of  these  patients 
have  significant  psychi- 
atric problems — they 

become  easily  agitated, 
anxious,  and  psychotic. 

Reichman,  a GPA 
board  member,  says  that 
already  there  is  no  short- 
age of  clients  at  Robert 
Wood  Johnson’s  De- 
mentia Management 
Clinic.  “I’m  amazed  at 
how  many  families  are  in  need  of  support.  We  edu- 
cate caregivers  about  how  to  best  communicate  with 
Alzheimer’s  patients.  There  might  be  too  much  infor- 
mation being  sent  to  the  patient,  or  overstimulation 
in  the  home  that  provokes  unwanted  behavior.  For 
example,  you  might  be  trying  to  help  an  85-year-old 
Alzheimer’s  patient  with  a bath,  and  she  is  having 
trouble  undressing.  You  reach  out  to  help  her,  but 
she  might  think  you  are  trying  to  attack  her.  Then 
she  becomes  aggressive.” 

Increasingly,  social  workers  like  Sue  Betts,  MSW, 
LCSW,  are  an  essential  ingredient  to  comprehensive 
senior  care.  She  evaluates  patients  and  their  families 
on  many  levels:  finances,  how  the  patient  functions 
at  home,  what  help  caregivers  need,  and  what  social 
support  the  patient  receives.  “I  look  for  resources  I 
can  link  them  to,  whether  it’s  Meals  on  Wheels,  help 


with  shopping,  or  special  transportation.  If  the 
patient  can’t  live  at  home,  we  discuss  the  options.” 
However,  she  says,  there  are  fewer  financial 
resources  for  seniors  — especially  those  in  middle- 
income  brackets  who  do  not  have  a lot  of  savings, 
but  who  do  not  qualify  for  Medicaid. 

Whatever  a patient’s  situation,  the  philosophy  at 
the  Center  for  Aging  is  to  prevent  disabilities  and 
maintain  function.  Through  the  Falls  Assessment 
Program,  staff  may  help 
patients  realize  that  poor 
lighting  or  throw  rugs  can 
contribute  to  falls,  the 
sixth  leading  cause  of 
death  for  the  elderly.  The 
Dementia  Evaluation  Pro- 
gram involves  three  visits 
by  patients  and  caregivers 
to  determine  what  ap- 
proach is  best  for  them. 
“We  try  to  keep  them  in 
the  most  independent  set- 
ting,” says  Betts.  “We 
want  to  be  sure  we  are  not 
subjecting  patients  unnec- 
essarily to  long-term  care 
placement.” 

While  aging  baby  boomers  will  require  a larger 
number  of  people  to  care  for  them,  geriatrics  is  not  a 
field  for  everyone.  “It  is  very  labor  intensive  and  time 
consuming,”  says  Chopra.  “You  can’t  see  40  patients 
in  one  day.  It  takes  time  for  patients  to  settle  down, 
and  the  doctor  has  to  have  a good  listening  ear. 
Geriatrics  is  not  easy  — it  takes  a certain  kind  of  per- 
son who  really  likes  taking  care  of  older  patients.” 

The  realism  of  geriatrics  is  that,  ultimately, 
patients  die  — and  that  can  contribute  to  burnout 
among  health  care  workers.  Chopra  says  it  is  helpful 
for  her  to  be  involved  with  patients  through  a con- 
tinuum of  care,  from  ambulatory  to  hospital  to  nurs- 
ing home.  “Sometimes  taking  care  of  patients  in 
long-term  care  institutions  makes  you  feel  that  you 
are  not  making  too  much  of  a difference,”  she  says. 
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“By  following  the  continuum  of  care,  there  is  less 
burnout  and  frustration.” 

Noting  that  many  people  with  dementia  also  are 
terminally  ill,  Reichman  focuses  on  how  geriatric 
psychiatrists  can  help 
patients  with  incurable 
or  un treatable  problems: 

“Clearly,  we  can  have  a 
positive  and  meaningful 
impact  by  relieving  the 
suffering  of  Alzheimer’s 
disease — helping  pa- 

tients sleep  through  the 
night,  for  example,”  he 
says.  “Often,  we  become 
anchors  for  the  families.” 

New  Jersey,  1 of  11 
states  with  more  than 
one  million  residents 
over  the  age  of  60,  is  seeking  ways  to  increase  and 
improve  its  senior  services.  This  spring  the  New 
Jersey  Department  of  Health  and  Senior  Services 
(DHSS)  awarded  $100,000  in  grant  money  for 
Project  Healthy  Bones,  an  osteoporosis  prevention 
and  exercise  program  for  older  adults.  With  the 
onset  of  flu  season,  DHSS  has  embarked  on  a 
statewide  campaign  to  increase  the  immunization 
rate  of  seniors  against  influenza  and  pneumococcal 
pneumonia. 

The  New  Jersey  Easy  Access  Single  Entry  (NJ 
EASE)  project  continues  to  be  rolled  out  in  the  21 
counties.  When  a county  joins  the  program,  one  tele- 
phone number  is  established  as  the  senior  citizen 
information  clearinghouse  and  service  supplier.  For 
example,  with  one  telephone  call,  a senior  can  learn 
about  volunteer  opportunities  and  arrange  for  home- 
delivered  meals.  NJ  EASE  also  can  be  used  by  doc- 
tors, social  workers,  or  hospital  discharge  planners 
to  present  options  to  patients,  notes  Susan  Reinhard, 
deputy  commissioner  of  DHSS. 

Through  NJ  EASE,  the  elderly  can  receive  infor- 
mation about  long-term  care,  including  two  of  the 


state’s  newer  options  — assisted-living  facilities  and 
alternate  family  care.  There  are  31  licensed  assisted- 
living  facilities  in  the  state  with  a total  of  2,047  beds, 
and  200  more  facilities  in  planning  stages.  What  sets 
New  Jersey  apart  from  many  other  states  in  this 
arrangement,  according  to 
Reinhard,  is  that  facility 
owners  and  operators 
must  determine  up  front 
how  frail  a resident  they 
are  willing  to  take.  “There 
are  no  surprises  down  the 
road,”  she  says.  “We  don’t 
require  that  every  facility 
provide  the  highest  level 
of  care,  only  that  they  tell 
residents  from  the  start 
what  services  there  will 
be.  Some  assisted-living 
facilities  also  are  approved  Medicaid  providers,  so  we 
can  certify  them  and  pay  the  Medicaid  dollars  direct- 
ly,” notes  Reinhard. 

Alternate  family  care,  which  the  state  has  regulat- 
ed for  the  past  two  years,  is  foster  care  for  adults. 
Eight  sponsoring  agencies  match  seniors  with  fami- 
lies willing  to  provide  a home,  and  then  monitor  the 
relationship  for  how  it  meets  the  senior’s  personal 
and  health  needs.  “It  is  a very  different  model  than 
assisted  living  or  a nursing  home,  and  the  most 
affordable — and  personal — long-term  care  choice,” 
says  Reinhard.  “We  matched  a 90-year-old  African- 
American  man  whose  wife  had  died  and  had  no  chil- 
dren with  a family  that  included  a 10-year-old  and  a 
15-year-old.  They  were  thrilled  to  have  each  other.” 
In  cases  where  the  match  does  not  work,  the  senior 
can  be  placed  with  another  family. 

Leon  Trotsky  once  wrote,  “Old  age  is  the  most  un- 
expected of  all  the  things  that  can  happen  to  a man.” 
With  longevity  increasing  and  the  golden  boom  set 
to  sound,  health  care  workers  and  govern- 
ment are  expecting  the  unexpected. 


NJM 
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To  increase 
cash  flow, 
sim 

Most  New  Jersey  malpractice  insur- 
o ance  policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a 
tail  — to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain 
coverage  with  us  until  retirement,  you’ll 
never  have  to  purchase  a tail,  and  you’ll 
still  be  protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 

I view  of  your  practice,  offering  you  com- 

prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We’d  like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  Managed  Care  Survival  Kit  for 
Phyvicuinj.  To  receive  your  complimenta- 
ry copy  of  this  useful  guide,  please  call 
us  at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH.  PO  BOX  217 
ISELIN,  NJ  08830-0217 
800-684-0876  • 908-205-9800 
FAX:  908-205-9496 
E-MAIL:  bcszerlip@aol.com 

Profeddional  Indurance  Serviced 
for  Health  Care  Providerd 


ply  remove 
the  tail. 


Your  Office  ... 
Where  Does  rr 

Hurt? 

Staff? 

Billing? 

Insurance? 

Collections? 

CPT/ICD  Codes? 
Coding  Updates? 

‘ ; Your  office  will  be  evaluated  and  reorganized 

;•  .:  to  operate  with  peak  perfonnance  and 

' • C;..  '' efficiency,  confidently  and  experdy.  Whatever 
may  be  causing  your  daily  office  routines  to  be 
deficient ...  will  be  diagnosed,  examined  and 
cured.  Call  for  intensive  care  and  expertise. 

Mary  Ann  Hamburger 

associates 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 


Switching  Jobs  Can  Have  An 
Unfortunate  Effect  On 
Your  Retirement  Savings. 


Don't  Lose  40%  Or  More  Of  Your  Retirement  Plan  To  Taxes 
And  Penalties.  Call  For  Your  Free  Information  Kit  Today. 


T.  Rowe  Price  can  help. 

Call  for  our  free  kit  on 
managing  the  payout  from 
your  former  employer’s 
retirement  plan.  The 
kit  clearly  explains  the 
pros  and  cons  of  each 


distribution  option,  so  you 
can  decide  what’s  best  for 
you.  Because  we’d  hate 
to  see  your  retirement 
plan  go  all  to  pieces. 

1-800-541-1630 


Invest  With  Confidence  CSgjL 

T.RoweFtice  Bk 


Request  a prospectus  with  more  complete  information,  including  management 
fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  iraro37865 
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editorial  guidelines 


Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 


and  the  authors  will  be  permitted.  Upon  acceptance, 
authors  will  have  the  opportunity  to  review  edited 
material.  All  communications  should  be  sent  to  New 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville 
NJ  08648. 

Specifications 

Materials  compatible  with  Microsoft  Word  6.0  for 
Windows  should  be  submitted  on  diskette  (3  1/2 
inch),  and  should  be  accompanied  by  a printed  copy 
of  the  material,  a cover  letter  identifying  the  submis- 
sion, and  a copyright  form. 

The  title  page  should  include  the  full  names, 
degrees,  and  affiliations  of  all  authors,  and  the  name 
and  address  of  the  author  to  whom  correspondence 
should  be  sent. 


Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  must  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE." 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus : 1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  flWTl 
symbol.  ■■■■■■■ 
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what  if 

you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 


BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 


If  you  run  a small  business, 
choose  from: 


• Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$AB/«£SM  plan 
with  its  tax  advantages! 


• HMO 

• Prime 

• Blue  SelectSM 

• Blue  Choice' 

• Blue  Choice"  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


Ask  us  for  a free 


INDIVIDUAL  & 
SMALL  EMPLOYER 
DIVISION 


copy  of  the  SEH 
Buyer’s  Guide. 


Call  your  Blue  Cross  and  Blue  Shield  of  New  Jersey 


Medical  Society 

MSNJ  Sales  Representative 


JENNIFER  ALTOBELLI 

1-908-493-8808 


® and  SM  Registered  Marks  and  Service  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  Association  of  Independent  Blue  Cross  and  Blue  Shield  Plans.  Blue  Cross  and  Blue  Shield  of  New  Jersey  and 
HMO  Blue  are  Independent  Licensees  of  the  Blue  Cross  and  Blue  Shield  Association.  HMO  Blue  is  a subsidiary  of  Blue  Cross  and  Blue  Shield  of  New  Jersey. 
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Here’s  what  we  are  covering  in 
October  1997 


0 


0 


O 


What  is  it  like  in  the  emergency  room? 

This  hard-hitting  article  reveals  the  real  story  about  life  on 
the  front  line  of  medicine— in  the  emergency  room.  Read 
about  the  emergency  department  from  the  vantage  point  of 
three  ERs  in  New  Jersey. 

Are  we  breaking  the  silence  of  domestic  violence? 

Writer  Diane  Cornell  uncovers  the  current  delivery  of  care  for 
victims  of  domestic  violence  as  we  acknowledge  October  as 
Domestic  Violence  Awareness  month. 

Is  telemedicine  fulfilling  its  optimistic  promise? 

Read  an  indepth  report  on  the  impact  of  telemedicine,  and  its 
appeal  for  physicians  and  the  health  care  community. 

Who  is  watching  out  for  patients  with  breast  cancer? 

Bill  Berlin  interviews  Dr.  Barbara  Rabinowitz,  winner  of  the 
Gallo  Award  for  research  into  the  impact  of  support  systems 
for  all  women  with  breast  cancer. 


^ Will  the  election  for  New  Jersey  governor  impact 
health  care  decisions? 

Our  special  report  questions  and  probes  the  candidates  who 
are  running  for  New  Jersey’s  highest  office. 

Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s 
Desk,  Online  MSNJ,  and  Calendar. 
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IF  CALIGOR  CAN'T 
CUT  YOUR  COSTS 


WE'LL 

PUT 

$100  IN 

YOUR 

POCKET! 


Caligor  is  so  confident  we  can  make  your  operation  more 
cost-efficient  that  we'll  put  $ 1 00  in  your  pocket,  if  we  can't 
...  guaranteed. 

• Free  analysis  of  your  medical  needs  and  operation. 

• Programs  that  will  cut  your  cost  on  ordering  and  maintaining  inventory. 

• Big  savings  on  over  56,000  medical  and  office  supplies. 

• In-office  laboratory  equipment  and  programs  to  turn  your  out-of-office 
expenditures  into  new  revenue. 

CALIGOR'S  $100  GUARANTEE.  IT'S  LIKE  MONEY  IN  YOUR  POCKET. 


A Caligcr 

Physicians  & Hospital  Supply 

ONE  SOURCE. 
ONE  SOLUTION. 

For  more  information  call: 

(800)  225-9906  ext,  999 
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Cdl  fa  foticlet 

New  Jersey  MEDICINE  is  the  medical  and  health  policy  publication  in  New 
Jersey  Each  monthly  issue  provides  accessible,  understandable,  and  relevant  infor- 
mation about  events,  trends,  findings,  and  perspectives  in  health  care  and  public 
health  from  across  the  state. 

Coverage  is  statewide.  Readership  includes  physicians,  health  care  profession- 
als, health  policymakers,  hospitals,  pharmaceutical  companies,  insurance  and  man- 
aged care  companies,  law  and  accounting  firms,  financial  institutions,  business 
leaders,  and  educational  institutions. 

New  Jersey  MEDICINE  welcomes  article  submissions.  Features  include  clinical 
reports,  public  health  topics,  health  care  policy  decisions,  and  special  reports  on 
issues  in  health  care. 


Submit  your  articles  to  New  Jersey  MEDICINE,  Two  Princess  Road, 
Lawrenceville  NJ  08648,  609/896-1766;  609/896-1368  (FAX). 
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A healthy  heart  beats 
about  103,680  times  a day. 

1 

When  Julio’s  heart 

the  experts  at  New  Jersey’s  only 
comprehensive  heart  failure  program. 


didn’t,  he  consulted 


If  you  suffer  from  heart  failure, 
you’re  not  alone.  Heart  failure  is  the 
most  common  cause  for  hospitalization 
in  the  United  States.  At  the  Heart 
Failure  Treatment  and  Transplant 
Center  at  Newark  Beth  Israel  Medical 
Center,  affiliated  with  the  Saint 
Barnabas  Health  Care  System,  we’re 
dedicated  to  providing  the  most  outstanding 
treatment  for  patients  with  heart  failure. 


Juho  came  to  Newark  Beth  Israel  and  received  a 
portable  LVAD  to  relieve  the  heart’s  workload, 
thus  allowing  him  to  be  more  active.  Unlike  most 
LVAD  recipients,  Juho  is  not  waiting  in  the 
hospital.  He’s  at  home  where  he  can  continue  to 
enjoy  life  with  his  family  while  his  body  has  time 
to  prepare  for  his  heart  transplant. 

For  more  information  and  a brochure,  please  call 
1 (888)  8-HEART-l. 


Julio  Francisco, 
recipient  of  the 
Left  Ventricular 
Assist  Device, 
with  his  wife, 
Sonia. 


We’re  able  to  dehver  this  premier  level  of  care  by 
offering  the  most  experienced  and  only  comprehensive 
program  in  New  Jersey.  Our  team  approach 
combines  life-enhancing  investigational  drug 
therapies,  innovative  treatments  such  as  the  Left 
Ventricular  Assist  Device  (LVAD),  and  a record  of 
successful  heart  transplantation. 


Newark  Beth  Israel  was  one  of  the  first  sites  in  the 
nation  chosen  to  investigate  the  battery-powered 
implantable  LVAD.  The  first  recipient  in  New  Jersey 
was  Juho  Francisco.  At  36  years  old,  he  was  in 
good  shape,  a non-smoker  and  a non-drinker,  who 
unexpectedly  became  very  sick.  After  experiencing 
paralyzing  shortness  of  breath  in  1990,  Juho  was 
diagnosed  with  heart  failure  caused  by  a viral 
infection  that  weakened  his  heart  muscle. 

His  illness  was  managed  with  medication,  and 
he  continued  to  work.  However,  last  year  his 
symptoms  worsened,  and  Jubo  was  told  that  he 
would  need  a heart  transplant. 


We’re  right  here  when  you  need  us. 

■ ■ NEWARK  BETH  ISRAEL 

■ ■ MEDICAL  CENTER 

An  affiliate  of  the  Saint  Barnabas  Health  Care  System 
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Medical  Society  of  New  Jersey  Alliance 

SAVE  THE  DATE 
Saturday  Evening 
March  28th,  1998 

National  Doctors’  Day  Gala 

to  benefit  the  Physicians’  Health  Program 

& AMA'ERF 

PNC  Reception  Center 
Holmdel,  New  Jersey 
Exit  116  Garden  State  Parkway 

Come  to  Honor  & be  Honored! 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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FEATURE 


Video-assisted 

ESOPHAGEAL  MYOTOMY 
IFOR  ACHALASIA 


Glenn  E.  Sisler,  MD 
Ralph  J.  Lewis,  MD 
Robert  J.  Caccavale,  MD 
James  Mackenzie,  MD 


The  authors  are 
affiliated  with  the 
Department  of  Surgery, 
UMDNJ-Robert  Wood 
Johnson  Medical  School, 
New  Brunswick. 

Achalasia  is  a chronic  pro- 
gressive disease  involving  the 
motor  function  of  the  esopha- 
gus. The  earliest  manifestation 
i t of  the  problem  is  dysphagia 
: secondary  to  inadequate  relax- 
!i  ation  of  the  lower  esophageal 
sphincter  (LES).  In  addition, 
there  are  progressive  abnor- 
malities of  the  motor  function  of 
the  proximal  esophagus  above 
the  LES.  The  pathophysiology  is 
related  to  deficiencies  of  the 
Auerbach's  plexus. 

The  patients  present  with 
dysphagia,  which  can  be  inter- 
mittent, and  is  not  necessarily 
worse  with  solids  versus  liquids. 
Contrast  x-rays  demonstrate  a 
smooth  narrowing  of  the  lower 
esophagus.  With  time,  the 
esophagus  proximal  to  the  LES 
dilates  and  lengthens.  By  this 
stage,  the  typical  "bird's  beak" 
appearance  of  the  esophagus 
is  evident  on  contrast  studies. 
These  patients  should  all  have 
endoscopy  to  rule  out  neo- 


plasm or  stricture.  Character- 
istically, the  scope  passes  easi- 
ly into  the  stomach.  Manometry 
confirms  a high  resting  pres- 
sure in  the  LES  as  well  as  poor 
and  incoordinate  pressure 
waves  in  the  esophagus. 

Attempts  to  relieve  the  symp- 
toms of  achalasia  with  medica- 
tions have  been  largely  unsuc- 
cessful and  have  been  aban- 
doned.1 

Pneumostatic  dilatation  has 
been  somewhat  successful.2 
Dilatation  to  9 to  15  psi  has  led 
to  good  or  excellent  results  in 
58  percent  of  patients.  Often, 
however,  the  dilatation  must  be 
repeated.  The  amount  of  dis- 
ruption of  the  circular  muscula- 
ture is  difficult  to  control  on  the 
basis  of  pressure,  repetition, 
and  time  of  inflation.  There  is  a 
significant  number  (1.4  to  6.6 
percent)  of  perforations.34  This 
is  potentially  catastrophic.  The 
perforations  must  be  diag- 
nosed and  treated  as  a surgical 
emergency.  Gastroesophageal 
reflux  can  follow  otherwise  suc- 
cessful pneumostatic  dilatation. 
Those  patients  who  are  later 
treated  surgically  demonstrate 
extramucosal  scarring  when 
they  have  been  repeatedly 
dilated.  This  can  complicate 
surgical  myotomy. 


The  results  of  surgical  esoph- 
agocardiomyotomy  generally 
have  been  superior  to  pneumo- 
static dilatation.  Good  to  excel- 
lent early  results  have  been 
achieved  in  95  percent  of 
patients  treated  surgically.5  The 
original  Heller  myotomy  was 
later  modified  to  produce  a 
myotomy  of  the  circular  fibers 
of  the  LES  on  one  side  only.6 
This  procedure  presently  is 
done  through  the  chest  and  the 
abdomen. 

The  extensive  and  painful 
incisions  required  for  surgical 
myotomy  have  been  a deter- 
rent to  the  popularity  of  the  sur- 
gical approach.  In  recent 
years,  laparoscopy  and  video- 
assisted  thoracic  surgery  (VATS) 
have  greatly  alleviated  this 
problem.711 

Many  patients  who  have 
had  good  to  excellent  relief  of 
their  dysphagia  have  suffered 
from  significant  gastroesoph- 
ageal reflux — some  progress- 
ing to  esophagitis  and  stricture. 
This  has  led  to  the  addition  of 
some  form  of  antireflux  proce- 
dure by  many  abdominal  and 
chest  surgeons.12'16 

Methods.  We  operated  on 
seven  patients  by  VATS  tech- 
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nique.  Location  of  the  operat- 
ing room  personnel  is  shown  in 
Figure  1 . Emphasis  has  been 
placed  on  gentle  management 
of  the  ribs  and  muscles  of  the 
chest  wall.  The  dissection  of  the 
esophagus  is  minimized  so  as 
to  provide  access  to  the  left  lat- 
eral wall  of  the  lower  1 0 to  12 
cm.  The  myotomy  is  carried  1 
cm  beyond  the  anatomic  and 
mucosal  gastroesophageal 
junction  (Figure  2). 

Crucial  to  the  safe  and  con- 
trolled myotomy  is  the  endo- 
scopic visualization  throughout 
the  procedure  by  an  experi- 
enced gastroenterologist.17  The 
endoscopist  can  facilitate  the 
myotomy  by  appropriate 
dilatation  and  collapse  by  insuf- 
flating and  evacuating  air. 
Adequacy  of  the  myotomy  can 
be  visualized.  The  mucosal  G-E 
junction  is  accurately  located. 
As  has  been  emphasized 
throughout  the  literature,  the  cut 


edges  of  the  circular  muscles 
are  dissected  laterally  for  1 80 
degrees  of  the  circumfer- 
ence.1416 Prior  to  terminating 
the  procedure,  the  endoscopist 
dilates  the  esophagus  by  insuf- 
flation of  air  while  it  is  covered 
with  saline  to  identify  any 
occult  leaks. 

Results.  There  have  been 
no  early  complications  such  as 
bleeding,  perforations,  atelec- 
tasis, or  severe  heartburn.  All 


patients  have  had  excellent 
results  with  no  residual  dyspha- 
gia. The  patients  were  dis- 
charged  in  one  to  four  days — 
the  median  was  one  day.  There 
have  been  no  readmissions.  A 
telephone  survey  of  these 
patients  shows  that  they  remain 
satisfied  with  the  results  and 
that  they  enjoy  normal  swal- 
lowing (Table). 

Discussion.  The  early 
results  of  all  surgical  approach- 
es have  been  very 
good.  An  occasional 
patient  will  have  poor 
or  no  relief.  This  is 
most  likely  due  to  an 
inadequate  myotomy. 

With  time,  howev- 
er, many  patients  will 
develop  recurrent  dys- 
phagia. Malthaner 
showed  that  good  to 
excellent  results  were 
95  percent  at  one 
year.  By  15  years, 


Table.  Surgery  followup. 

Pre-op 

Op 

Post-operative  Postoperative  Postoperative 

Age 

F/U  interval  (mos.) 

dilatation 

time 

LOS 

dyspepsia 

dvsphaaia 

endoscopy 

Comments 

35 

42.8 

Yes 

90 

4 

Mild 

Occasional 

Yearly 

Very  satisfied 

39 

19.3 

Yes 

65 

4 

No 

Occasional 

No 

Very  satisfied 

50 

6.1 

Yes 

80 

1 

No 

No 

No 

Very  satisfied 

40 

5.0 

No 

70 

1 

No 

No 

No 

Very  satisfied 

19 

4.6 

Yes 

70 

1 

No 

No 

No 

Very  satisfied 

16 

1.3 

Yes* 

80 

1 

No 

No 

No 

Very  satisfied 

37 

0.7 

Yes 

75 

1 

No 

No 

No 

Very  satisfied 

37 

0.7 

Yes 

75 

1 

No 

No 

No 

Very  satisfied 

Mediar 

37 

5.0 

75 

1 

Range 

j 16-50 

0.7-42.8 
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only  69  percent  have  good  to 
excellent  function.5  In  his  dis- 
cussion of  Malthaner,  Ellis 
showed  that  excellent  results 
decreased  from  54  percent  to 
32  percent  at  10  years.19 
Pellegrini,  who  performed 
videoscopic  myotomy  without 
antireflux  procedures  had 
excellent  results  in  71  percent 
and  good  results  in  1 7 percent 
at  2 years.7  Malthaner  uses  an 
antireflux  procedure  to  com- 
pensate for  the  loss  of  the  lower 
esophageal  sphincter.  Ellis 
does  not  use  an  antireflux  pro- 
cedure because  he  believes  the 
main  problem  is  in  the  physio- 
logic abnormality  of  the  body 
I of  the  esophagus,  which  leads 
to  "increasingly  poor  esoph- 
ageal clearance."  A few  sur- 
geons will  reform  the  LES  by 
healing  of  the  circular  fibers 


when  they  have 
been  inade- 
quately dissected 
laterally. 

Groups  have 
attempted  to  per- 
form myotomy 
with  the  addition 
of  an  anti  reflux 
from  above  or 
below  the  dia- 
phragm.15,6  This 
seems  to  be  the 
destruction  of  the 
LES  followed  by 
the  reconstruc- 
tion of  a new 
sphincter.  If  the  recreated 
sphincter  is  competent,  it  may 
reintroduce  dysphagia.  With 
further  deterioration  of  esoph- 
ageal motility,  an  originally 
nonobstructing  antireflux  proce- 
dure may  lead  to  increasing 
dysphagia.  It  is  of  note  that  an 
anti-reflux  procedure  is  more 
necessary  in  those  treated 
abdominally.3  This  would  likely 
be  secondary  to  the  greater  dis- 
ruption of  the  phrenoesoph- 
ageal  components  required  to 
expose  the  distal  esophagus.’8 

The  return  of  symptoms  with 
time  will  occur  at  nearly  the 
same  rate  whether  the  patient 
had  or  did  not  have  an  antire- 
flux procedure.19  One  could 
speculate  that  stricture  was  the 
cause  of  dysphagia  in  those 
with  reflux.  Conversely,  those 


with  an  effective  antireflux 
mechanism  become  dysphagic 
as  the  motor  function  of  the 
esophagus  fails.  The  degree  of 
this  problem  is  demonstrated 
by  the  eventual  necessity  for 
esophagectomy  in  many 
patients.20 

These  considerations  have 
led  to  our  present  approach: 
Make  the  surgery  less  painful 
using  VATS.21  Make  the  surgery 
effective  with  the  least  inci- 
dence of  reflux  by  limiting  dis- 
section of  the  hiatus  through  the 
chest  and  accurately  limiting 
dissection  into  the  stomach. 

One  objection  raised  to  any 
of  the  surgical  approaches  has 
been  the  higher  cost  as  com- 
pared to  dilatation.2  The  VATS 
approach  with  its  short  (aver- 
age is  less  than  two  days) 
length  of  stay  and  rapid  return 
to  full  function  has  largely  elim- 
inated this  disparity  in  cost. 
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Most  people  accept 
headaches  as  an 
unavoidable  cost  of  the 
human  condition. 
Countless  Americans 
awake  each  morning 
with  a headache  they 
assume  will  evaporate 
over  a cup  of  coffee  and 
a muffin.  Headaches  are 
so  commonplace  that 
they  have  entered  the 
language  as  a symbol  of 
annoyance  or  a 
humorous  excuse  for 
romantic  rejection. 

But  for  too  many  people, 
headaches  are  hardly  a laugh- 
ing matter.  Basketball  great 
Kareem  Abdul-Jabbar  experi- 
enced his  first  migraine 
headache  when  he  was  1 4 
years  old.  Sitting  on  the  bench 
during  a game,  he  felt  intense 
head  pain  end  nausea,  and 
kept  asking  himself,  "When  is 
this  going  to  be  over?" 

That  question  haunts  many 
headache  sufferers.  Between 
40  and  50  million  Americans 
experience  chronic,  recurring 
head  pain,  and  26  million  peo- 
ple suffer  from  agonizing 
migraines.  Headaches  rank 
seventh  among  complaints  for 


OH,  MY  ACHING  HEAD: 

Treating  headaches 


which  people  seek  medical 
advice. 

And  headaches  cost  money. 
According  to  the  National 
Headache  Foundation,  mi- 
graine sufferers  miss  between 
five  and  ten  workdays  per 
year,  while  industry  loses  an 
estimated  $50  billion  each 
year  from  absenteeism  and 
medical  costs.  Headache  suf- 
ferers spend  more  than  $4  bil- 
lion annually  on  non-prescrip- 
tion pain  relievers,  many  of 
which  are  ineffective. 

A host  of  physical  or  envi- 
ronmental factors  can  induce 
headaches,  including  exercise, 
hunger,  fatigue,  hypoglycemia, 
excessive  caffeine,  and  even 
too  much  sleep.  In  western 
Canada,  the  cold,  dry  Chinook 
winds  often  leave  a trail  of 
headaches  in  their  wake.  In 
terms  of  diet,  ice  cream  proba- 
bly is  the  most  common  trigger 
of  head  pain,  provoking  vascu- 
lar constriction  and  subsequent 
dilation  upon  sensitivity  to  cold. 

Although  there  are  a dozen 
major  types  and  60  subtypes, 
most  headaches  fall  within 
three  broad  categories: 

• Ninety  percent  of  all 
headaches  are  tension-type, 
characterized  by  a generalized 
pain  throughout  the  head. 
Tension-type  headaches  can  be 


episodic  or  chronic,  occurring 
on  a daily  basis,  and  often 
associated  with  sleep  disor- 
ders, depression,  and  other 
emotional  problems.  Tension 
headaches  probably  do  not 
originate  in  the  brain,  and 
appear  to  be  caused  by  the 
contraction  of  temporal  or  neck 
muscles. 

• A migraine  is  a neuro- 
logical disorder  marked  by 
recurring  headaches,  along 
with  other  symptoms,  such  as 
nausea,  vomiting,  and  sensitivi- 
ty to  sound  and  light.  The  head- 
ache often  is  preceded  by  visu- 
al disturbances — an  aura — that 
mi-graine  sufferer  Lewis  Carroll 
supposedly  turned  into  art  in 
describing  Alice's  hallucinatory 
descent  into  Wonderland. 

Migraines  are  more  com- 
mon in  women  than  in  men 
and,  in  women  under  the  age 
of  45  years,  migraines  are 
associated  with  a higher  risk  of 
stroke.  Stress,  fatigue,  menstru- 
ation, and  dietary  factors  (red 
wine  seems  to  be  a major  cul- 
prit) can  trigger  a migraine  and 
ordinary  daily  activities  can 
make  it  worse.  Heredity  also 
appears  to  be  a risk  factor;  if 
one  parent  suffers  from 
migraines,  there  is  a 50  per- 
cent chance  that  a child  will 
experience  them  as  well. 
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For  more  than  one-half  of  all 
sufferers,  migraines  appear  to 
be  a lifelong  condition.  More- 
over, a recent  study  found  that 
a pediatric  migraine  is  much 
more  common  than  previously 
believed,  occurring  in  8.6  per- 
cent of  a sample  of  more  than 
2,500  youngsters  between  the 
ages  of  5 and  1 3 years.  Only 
19.8  percent  of  these  children 
had  been  diagnosed  with 
migraine,  and  the  great  majori- 
ty had  not  received  medical 
treatment. 


Migraines,  unfortunately, 
can  last  a few  hours  or  many 
days  and  often  are  disabling. 
Although  the  cause  of  a 
migraine  has  been  elusive,  cur- 
rent scientific  thinking  points  to 
a "migraine  generator"  in  the 
brain  stem  that  creates  a chem- 
ical imbalance  involving  the 
neurotransmitter,  serotonin. 

• Striking  about  one  million 
people,  cluster  headaches 
are  far  less  common  than  ten- 
sion-type or  migraine,  but  can 
be  more  painful  and  unrelent- 
ing. These  headaches,  90  per- 
cent of  which  occur  in  men, 


involve  episodes  of  stark,  stab- 
bing pain,  usually  clustered  on 
one  side  of  the  head.  Eyes  may 
tear  or  redden  and  the  victim 
may  experience  facial  sweat 
and  runny  nose.  Attacks  vary  in 
duration,  from  15  minutes  to 
three  hours,  often  beginning  at 
night.  Cluster  headaches  can 
occur  consistently  every  day,  or 
a few  times  a day,  for  several 
weeks  or  months,  and  then 
may  vanish  for  years.  Between 
10  to  20  percent  of  cluster 
headaches  are  chronic. 

Although  approximately  95 
percent  of  all  newly  reported 
headaches  fall  within  the  three 
main  types,  the  initial  challenge 
for  the  physician  is  to  make 
sure  that  a headache  is  not  a 
sign  of  a more  serious  problem. 
Headaches  are  associated  with 
more  than  400  conditions, 
from  aneurysm  to  anemia,  cre- 
ating a dilemma  for  the  physi- 
cian of  whether  to  prescribe  or 
pursue. 

In  an  April  1 997,  issue  of 
Family  Practice  News,  Dr. 
Robert  Smith  of  the  Cincinnati 
Headache  Institute  and  Dr. 
David  Capobianco  of  the 
Mayo  Clinic  in  Jacksonville, 
Florida,  suggested  that  physi- 
cians take  special  heed  of  the 
following  symptoms: 

• New  onset  headache  in  a 
patient  over  age  50  years  (mi- 
graine and  cluster  headaches 
are  usually  not  late  onset). 

• Recurring  neurologic 
symptoms  between  headaches. 


• Abnormal  posture  or 
appearance,  which  could  be 
associated  with  meningitis. 


• Headaches  emerging 
after  exercise,  which  may  indi- 
cate subarachnoid  hemorrhage 
or  other  serious  conditions. 


• Abdominal  pain,  which 
could  suggest  acute  ketosis  or 
impending  prediabetic  coma. 

• Fever,  which  is  not  associ- 
ated with  the  three  major  class- . 
es  of  headaches. 


• An  unusually  painful 
headache  in  a patient  with  a 
history  of  headaches. 

Dr.  David  Marks,  assistant 
professor  of  neurology  at 
UMDNJ-Newark,  stresses  that 
"physicians  must  make  sure 
they  are  not  dealing  with  a 
tumor."  Sneezing,  coughing, 
bending,  or  other  activities  that 
increase  pressure  on  the  brain 
and  headache  severity,  could 
signal  deeper  troubles  that  may  : 
warrant  a magnetic  resonance  j 
image  (MRI).  Unlike  migraines, 
tumor  headaches  often  are  con- 
stant and  remain  on  one  side  of 
the  head. 

"In  the  last  few  years,"  says 
Marks,  "there  have  been  major 
breakthroughs  in  treating  mi- 
graines with  drugs  that  block 
many  of  its  features,  such  as  j 
nausea  and  headache."  In- 
deed, medical  science  has 
come  a long  way  from  the  days 
when  medieval  physicians 
treated  headaches  with  blood- 
letting and  cathartics,  or  the 
Incas  of  Peru  drilled  holes  in  the 
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skull  to  release  the  evil  spirits 
believed  to  cause  incessant 
head  pain. 

Although  the  Food  and  Drug 
Administration  recently  ap- 
proved Excedrin  Extra- 
Strength™  for  treatment  of  mi- 
graines, the  drug  of  choice  for 
many  sufferers  has  been  suma- 
triptan, which  deters  several 
features  of  migraine  by  acting 
on  serotonin  receptors  in  the 
brain.  Unlike  earlier  anal- 
gesics, sumatriptan  alleviates 
such  symptoms  of  migraine  as 
nausea,  fatigue,  and  general 
malaise.  The  drug  is  costly  and, 
according  to  Marks,  HMOs 
sometimes  are  reluctant  to  ap- 
prove its  use,  but  sumatriptan  is 
effective  in  80  percent  of  all 
migraine  patients.  A recent 
study  found  that  a high  per- 
centage of  migraineurs  who 
suffer  headache  recurrence 
after  successful  subcutaneous 
injection  of  sumatriptan  find 
relief  with  a second  dose. 

One  downside  of  sumatrip- 
tan is  that  it  can  cause  heart 
palpitations  and  cannot  be 
used  with  patients  who  have  or 
are  susceptible  to  heart  dis- 
ease. If  used  to  excess,  triptans 
are  associated  with  rebound 
headaches,  caused  by  with- 
drawal from  the  drug.  A new 
generation  of  triptan  drugs  cur- 
rently is  being  tested;  the  drugs 
are  likely  to  be  more  selective, 
faster  acting,  and  have  fewer 
side  effects  than  sumatriptan. 
Agents  now  in  trial  include 
zolmitriptan,  naratriptan,  riza- 
triptan, eletriptan,  and  alnidi- 
tan. 

Migraine  sufferers  also  have 
discovered  relief  in  recent 


years  from  a number  of  pre- 
ventive therapies.  Some  drugs 
used  to  treat  other  conditions, 
such  as  anticonvulsants,  antide- 
pressants, beta-blockers,  and 
calcium  channel  blockers,  have 
been  found  to  lessen  the  num- 
ber and  intensity  of  headache 
episodes.  Ergot  derivatives, 
such  as  Sansert®,  and  various 
NSAIDs  also  are  used  as  pre- 
ventive therapies. 

These  preventive  medica- 
tions are  not  cures,  but  they 
appear  to  stabilize  and  control 
the  chemicals  in  the  brain  that 
cause  severe  headache.  Physi- 
cians are  advised  to  monitor 
patient  use  to  find  the  appro- 
priate drug  and  dosage  and  to 
minimize  potential  side  effects. 
These  drugs  typically  are  not 
fast  acting  and  may  require 
four  to  six  weeks  to  take  effect. 

Sumatriptan,  ergotamine, 
and  dehydroergotamine  have 
been  found  useful  in  dealing 
with  cluster  headaches,  which 
often  are  difficult  to  treat 
because  they  may  last  for  20  to 
30  minutes.  Some  sufferers 
have  gained  relief  from  inhal- 
ing pure  oxygen  through  a face 
mask.  As  with  migraines,  certain 
calcium  channel  blockers,  cor- 
ticosteroids, anticonvulsants, 
and  ergotamines  if  taken  daily 
can  reduce  cluster  headache 
frequency  and  severity.  Among 
the  antidepressants,  lithium  has 
been  most  widely  used  to  pre- 
vent cluster  headaches. 

For  people  who  suffer  from 
the  more  common  form  of  ten- 
sion-type headache,  non-pre- 
scription analgesics,  such  as 
aspirin,  acetaminophen,  ibu- 


profen,  and  naproxen,  often 
are  effective  pain  relievers. 

Tricyclic  antidepressants, 
beta-blockers,  and  the  drug  Di- 
valproex® often  are  prescribed 
to  prevent  chronic  tension-type 
headaches.  Some  patients 
have  used  behavioral  tech- 
niques, such  as  biofeedback 
and  relaxation  therapy,  for 
headache  relief. 

But  for  some  headache 
patients,  the  solution  can  be 
part  of  the  problem.  As  sug- 
gested already,  one  disturbing 
trend  that  has  surfaced  in 
recent  years  is  the  emergence 
of  drug-induced  or  rebound 
headaches.  Combination  anal- 
gesics, if  abused,  can  be 
addictive  and  actually  may 
aggravate  headache  symp- 
toms. A 1 993  study  found  that 
40  percent  of  patients  treated 
in  major  headache  clinics 
experienced  chronic  daily 
headaches,  most  of  whom 
were  diagnosed  with  trans- 
formed migraine.  Almost  three 
out  of  four  of  those  who  suf- 
fered from  chronic  daily 
headaches  over-used  medica- 
tion, most  notably  daily 
analgesics  and  ergota-  ["TlTl 
mine.  ■■■■ 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 


The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 


To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 


Endorsed  by  the 


Medical  Society  New  Jersey 


1-800-227-MIIX. 


MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 
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Home  care:  Old  concepts 

AND  NEW  TECHNOLOGIES 


iMs.  Kienfz  is  executive 
director,  Home  Health 
Assembly  of  New  Jersey. 

From  the  Wall  Street  Journal 
to  The  Journal  of  the  American 
Medical  Association,  articles 
j are  documenting  major  interest 
| in  home  care  as  the  growth 
market  for  health  care.  Home 
care  has  remained  on  the  top 
ten  lists  of  leading  employment 
opportunities  since  1990,  and 
public  awareness  and  demand 
for  health  care  at  home  has 
come  into  its  own  during  this 
decade  as  well. 

Why  the  growth  and 
demand?  A serendipitous  un- 
I ion  of  cost-cutting  and  new 
technologies,  plus  ever-increas- 
ing numbers  of  elderly  and  dis- 
abled individuals  of  all  ages 
with  fewer  family  members 
able  to  remain  at  home  to  help 
them,  has  created  an  explosion 
in  both  need  and  demand  for 
home  and  community-based 
services.  The  diagnosis-related 
group  (DRG)  system  began  the 
push  for  shorter  institutional 
lengths  of  stay  and  managed 
care  has  made  shorter  stays  a 
mandate.  Patients  now  are 
leaving  hospitals  while  still  in 
the  acute  or  early  post-acute 


phase  of  ill- 
ness or  sur- 
gical recov- 
ery. Further 
care  and 
treatment 
are  need- 
ed— but  the 
structure  of 
a hospital 
no  longer  is 
necessary. 

At  the  same 
time,  scientific  advances  in 
technology  are  making  almost 
every  patient  treatment  device 
portable — and  if  it's  portable,  it 
can  be  done  at  home.  Medical 
care  advances  also  have 
enhanced  life  expectancy  at 
both  ends  of  the  age  spectrum, 
creating  greater  numbers  of 
people  with  needs  for  chronic 
illness  care  or  rehabilitation. 

All  of  these  factors  produced 
an  explosion  in  the  demand  not 
just  for  traditional  home  care 
support  services,  but  for  rapid 
creation  of  new  and  innovative 
approaches  to  caring  for 
patients  and  categories  of  ill- 
ness and  disability.  Home 
health  care  agencies  in  New 
Jersey  have  been  actively 
responding  to  this  challenge 


with  acute  care  niches,  new 
chronic  care  services  and  a 
wealth  of  wellness/preventive 
care  educational  programs.  In 
addition  to  nursing,  rehabilita- 
tion therapies,  home  health 
aides,  and  medical  social  work 
services  that  agencies  have 
provided  for  many  years,  there 
are  developments  such  as: 

• Clinical  specialists  for  a 
wide  range  of  advanced  nurs- 
ing care  such  as  psychiatric, 
cardiac,  pediatric,  maternal- 
child  health,  infectious  disease 
management,  and  geriatrics. 

• Specialized  physical, 
occupational,  and  speech  ther- 
apy rehabilitation  for  pediatric 
and  acute  postsurgical  pro- 
grams. 

• HIV/AIDS  care  manage- 
ment teams  of  nurses,  social 


; 
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workers,  aides,  and  outreach 
staff. 

• Maternity  services  rang- 
ing from  intensive  prenatal 
supervision  for  high-risk  preg- 
nancies to  postpartum  early 
maternity  discharge  teaching, 
infant  evaluation,  and  laborato- 
ry work. 

• Preventive  health  pro- 
grams such  as  childhood  lead 
poisoning  prevention,  employ- 
ee health  and  wellness,  senior 
citizen  immunizations, 
and  health  maintenance 
education  for  seniors. 

• Specialty  niches  in- 
cluding home  cardiac 
management,  pediatric 
asthma  programs,  early 
discharge  rehabilitation 
for  hip  and  total  knee 
replacement,  and  diabetic 
care  management. 

• Home  oncology 
teams  for  cancer  treat- 
ment. 

• Behavioral  health 
and  psychiatric  rehabilita- 
tion/maintenance programs. 

• Special  support  services 
for  patients  and  families  such 
as  a children's  bereavement 
camp,  senior  citizen  care  man- 
agement, and  chore  and 
errand  services. 

Physicians  have  been  the 
impetus  for  many  of  these 


developments.  An  informal  dis- 
cussion between  a local  ortho- 
pedic surgeon  and  the  staff  of  a 
visiting  nurse  association  led  to 
the  creation  of  a specialized 
postsurgical  care  and  rehabili- 
tation program  custom  tailored 
to  that  surgeon's  patients  and 
their  needs.  A new  pioneering 
effort  between  neonatologists 
and  home  care  has  been  pro- 
posed by  a New  Jersey  physi- 
cian-researcher eager  to 
achieve  earlier  discharge  of 


premature  infants  with  more 
specialized  care  at  home  to 
help  these  infants  develop  with- 
in their  own  family  support  sys- 
tem. 

In  another  example,  a com- 
mon home  care  problem  for 
physicians  in  our  state  and 
around  the  country  is  heading 
toward  a New  Jersey  solution 


because  a doctor  voiced  a 
complaint.  Home  care  agen- 
cies are  required  by  federal 
and  state  regulations  to  main- 
tain a high  volume  of  paper- 
work including  physician  signa- 
tures on  all  orders  and  care  ; 
plans.  Changes  in  patients' 
conditions  at  home  necessitate  i 
many  home  care  staff  tele- 
phone calls  to  doctors.  The  vol- 
ume and  timing  of  these  com- 
munications often  lead  to  mutu- 
al frustration.  Is  there  a solu- 
tion? A new  physician 
partnership  plan  was 
developed  by  the  agency 
receiving  the  complaint 
and  its  success  has 
gained  national  recogni-  : 
tion.  The  agency  desig- 
nated specific  nursing 
staff  to  coordinate  care 
with  specific  physicians. 
Those  nurse-partners  are 
a direct  link,  helping  to 
manage  paperwork,  co- 
ordinate patient  confer- 
ences and  updates  with 
the  physician,  and 
answer  questions  about  home 
care  for  the  physician. 

Also  on  the  home  care  hori- 
zon is  the  expansion  of  chronic 
care  services,  so  people  can 
"age  in  place"  at  home  and  in 
their  communities.  Home  care 
agencies  in  New  Jersey  are 
beginning  to  offer  such  pro- 
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3 grams  as  alternate  family  care 
(adult  foster  care),  assisted  liv- 
0 ing  programs  in  senior  citizen 
housing,  and  elder  care  man- 
agement. Agencies  recognize 
that  more  than  just  medical  and 
• nursing  care  are  needed  for 
these  maintenance  programs. 
People  will  need  everything 
from  pet  and  lawn  care  to 
I financial  management  services, 
in  addition  to  the  traditional 
bath  and  meal 
preparation,  if 
they  are  to  re- 
main at  home. 

Creative  new 
programs  such 
as  "PACE"  are 
in  the  offing  for 
New  Jersey  as 
well.  These  are 
programs  of  all- 
inclusive  care 
for  the  elderly, 
with  which  the  federal  govern- 
ment has  been  experimenting 
since  1975.  There  are  24  pro- 
grams in  1 8 states,  and  at  least 
4 are  under  consideration  by 
New  Jersey  home  care  agen- 
cies and  hospital  systems. 
Essentially,  PACE  pools 
Medicare  and  Medicaid  dol- 
lars for  dual-eligible  clients  into 
a capitated  plan,  providing  all 
the  care  and  services  for  which 
people  are  normally  eligible 
under  those  government  pro- 
grams. The  aim  is  a life-long 


system  to  meet  the  needs  of  the 
elderly  and  chronically  ill, 
focusing  on  a continuum  of 
community  care  such  as  home 
care  and  day  care,  while  also 
assuring  coordinated  medical 
and  acute  care  as  needed.  It 
still  is  too  early  to  determine  if 
the  ideal  embodied  by  PACE  is 
financially  feasible,  but  experi- 
menting with  such  home  and 
support  services  will  be  crucial 
if  we  are  to 
solve  the  long- 
term care  dilem- 
ma. 

As  the  nation- 
al debate  over 
"end-of-life"  de- 
cisions contin- 
ues, hospices  in 
New  Jersey  al- 
so will  be  work- 
ing to  provide 
more  and  better  information  for 
both  physicians  and  families. 
Hospice  means  a coordinated 
team  approach  to  caring  for 
both  the  terminally  ill  and  their 
families  during  the  dying 
process  to  alleviate  both  physi- 
cal and  emotional  distress  and 
help  people  deal  with  death  as 
a part  of  life  with  which  we 
must  all  come  to  grips.  Because 
hospice  services  are  essentially 
home  care  services,  many  of 
New  Jersey's  home  care  agen- 
cies also  include  Medicare-cer- 
tified hospices.  Cancer  no 


longer  is  the  only  eligible  hos- 
pice diagnosis.  Increasingly, 
hospices  are  reaching  out  to 
terminally  ill  cardiac  and  respi- 
ratory patients — though  the 
reality  of  federal  oversight 
requires  caution  in  determining 
which  are  appropriate  and 
truly  terminal. 

All  home  care  programs,  in 
fact,  may  face  serious  road- 
blocks with  proposed  Medi- 
care cutbacks  in  the  new  wave 
of  federal  budget  balancing. 
Congress  is  considering  limits 
on  the  number  of  post-hospital 
home  care  visits  as  well  as  on 
the  co-payment  for  many  visits. 
Congress  also  may  order  a 
study  of  the  "homebound"  defi- 
nition for  Medicare  patients. 
This  could  further  limit  the  home 
care  benefit  to  only  those  who 
are  practically  bedbound  in  the 
future.  While  excesses  in  any 
system  must  be  controlled,  it  is 
difficult  to  comprehend  cuts  in  a 
benefit  whose  growth  the  gov- 
ernment promoted  in  order  to 
reduce  more  costly  institutional 
care. 

The  public  has  discovered 
home  care  and  they  want  more 
of  it.  They  want  to  stay  home 
for  as  long  as  possible,  and 
they  want  the  customized  care 
planning  possible  when  ser- 
vices are  one-on-one  on  pwm 
the  patient's  own  turf. 
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1997  (Person  of  the  year 

To  recognize  the  top  newsmaker 
in  the  state 


^ ITT 


New  Jersey  MEDICINE  announces  competition 
for  the  1997  Person  of  the  Year.  This 
recognition  acknowledges  a prominent 
newsmaker  who  has  effected  change  in  the 
health  care  community  in  the  Garden  State. 

We  welcome  your  nomination. 

The  Person  of  the  Year  will  be  featured  in  the  cover  story  of 
the  December  issue  of  New  Jersey  MEDICINE. 

Please  complete  the  form  below  and  FAX  it  or  mail  it  along 
with  your  1 00-word  statement  explaining  why  this  person 
should  be  selected  to: 

New  Jersey  MEDICINE,  Two  Princess  Rd., 
Lawrenceville  NJ  08648,  FAX:  609/896-1368 

Nominations  must  be  received  on  or  before 
October  1,  1997. 


I hereby  nominate  the  following  individual  for  1997  Person  of  the  Year: 

Name  

Title/Position  

Company/Organization  

Address  

City  State Zip  _ 

Telephone  FAX  

Nominator’s  signature  Nominator’s  name  (please  print) 


Telephone  and  FAX 

New  Jersey  Medicine  Two  Princess  Rd.,  Lawrenceville  NJ  08648  609/896-1766  (FAX)  609/896-1368 
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Robin  Rapport 


Taking  care  of  their  own: 

HOW  PROFESSIONALS  DEAL 
WITH  IMPAIRMENT 


Like  everyone, 
physicians  get  sick.  They 
get  colds,  cancer,  heart 
disease,  and  AIDS.  They 
also  may  get  other 
ailments  that  trouble  the 
general  population 
including  depression, 
alcoholism,  and  drug 
addiction. 

However,  unlike  everyone 
else,  when  doctors  get  serious- 
ly ill,  the  consequences  can  be 
particularly  grave. 

While  no  one  knows  how 
many  doctors  actually  suffer 
from  an  impairing  illness,  it  is 
estimated  that  1 0 percent  of  the 
general  public — and  the  same 
percentage  of  doctors — have  a 
disease  of  "impairment."  That 
translates  into  1 ,750  physi- 
cians in  New  Jersey  practicing 
medicine  with  debilitating 
problems. 

Diseases  of  "impairment" 
include  alcoholism,  drug 
abuse,  emotional  or  psychiatric 
problems,  organic  brain  syn- 
dromes (including  dementia), 
and  physical  disabilities  severe 


enough  to  impair  a physician's 
ability  to  practice. 

In  1972,  the  American 
Medical  Association's  (AMA) 
Council  on  Mental  Health  pub- 
lished a report  on  the  problem 
of  impaired  physicians. 
Although  it  followed  nearly  20 
years  of  articles  in  medical  lit- 
erature on  the  subject,  this 
report  served  as  a wake-up 
call,  which  increased  legisla- 


David  I.  Canavan,  MD 


tive  and  regulatory  action.  In 
addition,  the  AMA  requested 
physicians  to  take  responsibility 
for  each  other  and  to  refer 
impaired  colleagues  for  treat- 
ment. It  also  called  for  educa- 
tional programs  for  medical 


trainees  and  for  the  develop- 
ment of  model  legislation  deal- 
ing with  these  problems. 

By  the  late  1970s,  various 
medical  societies  began  devel- 
oping programs  for  physicians. 
By  1 982,  New  Jersey  was  the 
first  state  to  employ  a full-time 
medical  director.  While  not 
mandated,  all  states  currently 
have  committees  to  deal  with 
impaired  physicians.  And, 
today  close  to  30  states  have 
programs  with  full-time  medical 
directors. 

While  it  turns  out  that  physi- 
cians' misuse  of  substances  is 
not  necessarily  greater  than 
other  people  of  comparable 
demographics,  the  rate  of  pre- 
scription drug  abuse  runs  high- 
er while  the  rate  of  illicit  drug 
use  runs  lower.  The  incidence 
of  mental  disorders  (particularly 
depression  and  bipolar  disor- 
ders) and  debilitating  physical, 
emotional,  and  behavioral 
problems  were  identified  as 
other  infirmities  impairing 
physicians. 

Recognizing  that  many  of 
these  disorders  are  successfully 
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treated,  the  Physicians'  Health 
Program  of  the  Medical  Society 
of  New  Jersey  (MSNJ)  works  to 
help  save  physicians'  careers 
and  possibly  their  lives.  This 
program  alone  has  worked 
with  approximately  1 ,050 
physicians,  and  it  receives 
about  60  new  cases  each  year. 
According  to  David  I. 
Canavan,  MD,  medical  direc- 
tor of  the  Physicians'  Health 
Program,  physicians  generally 
enter  this  program  through  con- 
fidential referral  by  colleagues, 
family  members,  friends,  or 
patients.  Sometimes,  however, 
troubled  physicians  are  aware 
of  the  problem  and  personally 
seek  help. 

When  a referral  is  made, 
staff  members  gather  informa- 
tion. Usually,  Canavan  meets 
with  the  referred  physician. 


While  the  im- 
paired physi- 
cian's initial 
response  gen- 
erally is  denial, 
most  people 
when  offered 
non  judgmen- 
tal, caring  as- 
sistance enter 
the  program 
willingly  to 
obtain  help. 

After  initial  assessment,  an 
individualized  treatment  plan  is 
established.  Comprehensive 
treatment,  confidentiality,  life- 
time followup,  and  monitoring 
are  integral  parts  of  the  pro- 
gram. Financial  help  also  is 
available.  In  addition,  the 
Physicians'  Health  Program 
provides  strong  advocacy  and 
support  to  doctors  using  the 
program  in  earnest. 

The  program  has  worked 
hard  to  develop  a positive  rela- 
tionship with  the  state  Board  of 
Medical  Examiners  (BME). 
After  years  of  conflict,  MSNJ 
and  BME  now  work  together 
on  an  Alternate  Resolution 
Program.  Doctors  successfully 
in  the  Physicians'  Health 
Program  are  protected  during 
certification.  Cases  are  present- 
ed to  BME  anonymously.  If 


BME  feels  that  the  physician  is  ! 
actively  in  recovery,  then  that 
doctor  is  allowed  to  continue  to 
practice  medicine.  This  confi- 
dential resolution  process  is 
effective  in  encouraging  im- 
paired doctors  to  seek  the  help 
they  need. 

Other  professionals. 

Osteopathic  physicians  and 
surgeons  and  podiatrists  sup- 
port and  endorse  MSNJ's 
Physicians'  Health  Program. 

Dentists  use  their  own 
Chemical  Dependency  Pro- 
gram, sponsored  by  the  New 
Jersey  Dental  Association.  It  is 
based  on  a 24-hour  hotline 
(908/445-4965),  and  is 
administered  by  Rutgers' 
Center  for  Alcohol  Studies. 
New  Jersey  nurses  have  a simi- 
lar 24-hour  hotline  (800/662- 
0108),  a network  of  10  to  12 
support  groups,  and  a part-time 
coordinator  who  facilitates  the 
program,  runs  educational  pro- 
grams, and  maintains  a direc- 
tory of  resources. 

Psychologists,  pharmacists, 
and  other  medical  profession- 
als also  have  programs  and/or 
support  groups.  While  these 
programs  are  not  as  developed 
as  MSNJ's  program,  they  have 
helped  many  impaired  medical 
practitioners  through  recovery. 
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The  MSNJ  Physicians’  Health  Program  compares  favorably  to 
other  programs  in  terms  of  effectiveness,  personal  attention, 
advocacy,  confidentiality,  followup,  and  success. 


i 

Hospitals  typically  provide 
assistance  for  all  their  staff,  no 
matter  what  profession  or  posi- 
tion. Most  often  hospitals  con- 
tract with  an  outside  employee 
assistance  program  (EAP) . 
According  to  Scott  Sechrist, 
executive  director  of  the  Metro 
Employee  Assistance  Program 
(MEAP),  which  runs  Mercer 
Medical  Center's  EAP  (and  27 
other  programs  throughout  the 
state),  "The  major  problem  at 
medical  facilities  is  'diversion,' 
the  process  of  diverting  drugs 
from  patients  to  self.  Hospitals 
must  report  discrepancies  in 
prescription  drugs  to  the  state. 
Then  they  are  obligated  to  do 
something  about  it." 

The  New  Jersey  Lawyers' 
Assistance  Program  (908/937- 
7541)  is  effectively  helping 
attorneys  with  alcohol  prob- 
lems, substance  abuse,  and 
gambling  problems,  according 
to  William  Kane,  program 
director. 

Local,  city,  county,  and  town- 
ship government  employees  get 
help  through  MEAP's  pro- 


grams. Many  other  businesses 
of  all  sizes  also  are  using  EAPs. 
Their  goal  is  to  help  employees 
with  problems  that  prevent 
them  from  being  productive, 
profitable  workers  and/or  to 
protect  public  safety. 

Often  employer-sponsored 
programs  center  around  drug 
testing.  Testing  may  be  ordered 
prior  to  employment,  randomly, 
or  with  "reasonable  suspicion." 
When  problems  are  detected, 
employees  are  referred  back  to 
their  companies'  EAP.  Such  is 
the  case  for  New  Jersey  profes- 
sional drivers  with  commercial 
drivers'  licenses. 

Police  officers  share  a dilem- 
ma similar  to  doctors.  Confi- 
dentiality issues  and  fear  of 
reprisal  deter  people  from  get- 
ting the  help  they  need.  Police 
must  report,  fire,  and  perma- 
nently bar  any  officer  known  to 
abuse  drugs.  Therefore,  inter- 
nal programs  are  of  little  use. 
The  Trenton  Police  Department 
and  other  bureaus  outsource 
their  EAP  and  put  the  service 
off-premises  to  ensure  that  help 


is  available  without  disciplinary 
action. 

The  MSNJ  Physicians'  Health 
Program  is  an  excellent,  com- 
prehensive program.  It  com- 
pares favorably  to  other  pro- 
grams in  terms  of  effectiveness, 
personal  attention,  advocacy, 
confidentiality,  followup,  and 
success.  The  program  has 
worked  with  close  to  6 percent 
of  New  Jersey's  doctors,  but 
that  leaves  many  physicians 
who  may  need  help.  "Physi- 
cians, in  particular,  must  be 
made  to  understand  that  their 
program  is  directed  at  identifi- 
cation, treatment,  and  rehabili- 
tation. It  is  not  a disciplinary 
program,"  assures  Canavan. 

Calling  the  Physicians' 
Health  Program  for  someone 
you  care  about  will  not  harm  or 
end  the  physician's  career.  But 
the  illness  can  do  that  or  worse. 
Contacting  the  program  is  an 
act  of  courage,  love,  and 
respect — for  the  impaired 
physician,  for  the  fami-  ___ 
ly,  and  for  the  patients. 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  NEWS 


391  george  street  new  brunswick  nj  08901 
tel  908.246.7677  fax  908.249.8952  website  http://www.bnjol.com 
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Medicine  cannot  float  alone.  No  longer  is  the 
profession  of  medicine  able  to  navigate  by  itself  in 
the  sea  of  health  care.  To  help  physicians  keep  on 
course,  the  Medical  Society  of  New  Jersey  (MSNJ) 
has  a new  member  benefit:  The  Legal  Consultant 
Network. 

The  Legal  Consultant  Network,  started  in  March  1997,  was  cre- 
ated to  offer  MSNJ  members  assurance  and  assistance  with  their 
legal  needs.  Three  New  Jersey  law  firms  have  been  carefully  pre- 
viewed and  selected  as  the  charter  members  of  the  Network. 

MSNJ  members  will  note  that  after  their  engagement  of  any  of 
the  selected  firms  for  professional  services,  MSNJ  staff  will  monitor 
the  engagement  to  assure  that  the  MSNJ  member,  as  a client,  is  sat- 
isfied with  the  services  and  that  the  engagement  is  working  for  the 
member’s  benefit. 

The  charter  members  are:  Benesch  & Obade,  PC,  covering  all 
areas  of  health  law  pertaining  to  physicians;  Kem  Augustine 
Conroy  & Schopp- 
mann,  PC,  cover- 
ing all  areas  of 
health  law  and 
physician  represen- 
tation; and  Timins, 

Larsen,  Beacham  & 

Hughes,  PC,  cover- 
ing employment 
and  commercial  law,  ethics,  health  and  other  insurances,  occupa- 
tional safety  and  health,  probate,  and  real  estate. 

Benesch  & Obade,  PC  is  a firm  of  attorneys  with  extensive  expe- 
rience in  the  health  care  field.  Katherine  Benesch  and  Claire  Obade 
have  represented  physicians  in  all  types  of  counseling,  litigation, 
regulatory,  and  administrative  legal  matters  for  over  15  years. 
Benesch  and  Obade  also  have  practiced  as  health  professionals 
prior  to  becoming  attorneys.  Thus,  both  have  distinct  qualifica- 
tions, as  well  as  an  insider’s  knowledge  of  the  workings  of  hospitals 
and  other  health  care  entities. 

The  law  firm  of  Benesch  & Obade,  PC  offers  the  unique  combi- 
nation of  responsive  service  by  attorneys  with  highly  specialized 
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knowledge  in  a wide  range  of  legal 
issues  faced  by  all  categories  of  health 
care  providers.  Firm  attorneys  provide 
both  counseling  and  litigation  services, 
including  the  development  and 
restructuring  of  medical  and  other 
types  of  health  care  services  for  indi- 
vidual practitioners,  groups,  and  insti- 
tutions. Their  services  also  include: 
representation  of  clients  in  litigation 
before  courts,  governmental  and  quasi- 
govemmental  agencies  and  negotiation 
with  such  authorities  to  resolve  prob- 
lems; the  preparation  and  negotiation 
of  all  types  of  contracts;  litigation  and 
counseling  with  respect  to  credential- 
ing,  antitrust,  licensure,  fraud-and- 
abuse;  and  professional  liability  dis- 
putes. 

Specifically,  firm  attorneys  have 
considerable  knowledge  and  experi- 
ence in:  development  of  managed 
care  systems,  networks,  and  other 
joint  ventures;  sale,  acquisition,  and 
merger  of  professional  practices;  cer- 
tificate of  need  and  health  planning; 
credentialing  and  professional  staff 
relationships;  state  and  federal  self- 
referral, anti-kickback,  and  other 
fraud-and-abuse  laws;  reimburse- 
ment/payment issues;  managed  care 
liability  concerns  and  reduction  of  risk; 
FDA  law  applicable  to  providers; 
antitrust;  and  state  health  and  insur- 
ance regulatory  issues. 

Firm  attorneys  have  represented 
teaching  and  community  hospitals, 
physician  groups  and  individual  physi- 
cians, medical  schools  and  their  faculty 
practice  plans,  physician-hospital  orga- 
nizations, hospital  medical  staffs,  nurs- 
ing homes,  IPAs,  mental  health  facili- 
ties and  programs,  home  health  agen- 
cies, DME  suppliers,  rehabilitation 


facilities  and  agencies,  HMOs,  banks, 
insurance  carriers,  colleges  and  univer- 
sities, social  service  agencies,  and  large 
interstate  health  care  corporations. 

Firm  attorneys  have  repre- 
sented clients 

before  adminis-  ______  . ^ 

trative  agencies  COMMENTARY 

and  appellate 
courts  in  New  Jersey 
and  Pennsylvania,  and  have  appeared 
in  state  and  federal  trial  courts  in  New 
Jersey,  Pennsylvania,  New  York, 

Maryland,  Minnesota,  and  Mississippi. 


Benesch  & Obade  attorneys  also 
have  significant  experience  in  the  area 


of  employment  law,  advising  physician 
and  nonphysician  employers  on  a 
broad  range  of  immediate  problems,  as 
well  as  drafting  documents  such  as  per- 
sonnel policies  and  employment  con- 
tracts. 


Benesch  & Obade,  PC  can  be 
reached  at  609/844-7590. 


Kern  Augustine  Conroy  & Schopp- 
mann,  PC  is  a health  care  law  firm  that 
has  been  representing  physicians  for 
nearly  20  years.  Kern  Augustine 
believes  that  the  interests  of  physicians 
are  different  than  those  of  managed 
care  organizations,  hospitals,  or  med- 
ical insurance  companies.  Therefore,  it 
has  elected  only  to  represent  physicians 
in  matters  of  health  care  law. 
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Kern  Augustine  provides  the 
Physician  Advocacy  Program™  as  an 
endorsed  program  to  MSNJ  and  to 
members  of  the  Medical  Society  of  the 
State  of  New  York. 

Through  this  pro- 
gram, partic- 
ipating physi- 
cians are  assured 
expert  legal  assistance, 
at  no  additional  cost,  in  the  event  of 
investigation  by  the  state  Board  of 
Medical  Examiners,  Medicare, 
Medicaid,  the  state  Department  of 
Insurance,  and  other  regulatory  agen- 
cies. 

Kern  Augustine  provides 
representation  to  physicians 
before  state  and  federal  regula- 
tory agencies  and  in  hospital 
privileges  disputes,  and  it 
offers  a full  range  of  health  care 
law  services  including  repre- 
sentation of  physicians  in  dis- 
putes with  managed  care  companies, 
contract  reviews,  and  regulatory  com- 
pliance reviews. 

In  matters  of  business  and  group  for- 
mation, Kern  Augustine  works  with 
physicians  and  the  financial  communi- 
ty to  create  physician-owned  and  con- 
trolled practice  entities,  through  the 
formation  of  group  practices,  net- 
works, and  physician  practice  manage- 
ment companies.  As  part  of  its  full-ser- 
vice approach  to  health  care  law,  the 
firm  also  offers  complete  collection  ser- 
vice for  physicians,  including  PIP, 
third-party,  and  patient  collections. 

Kern  Augustine  has  been  endorsed 
by  the  AMAs  Physician  Advisory  Net- 
work. The  firm  also  has  been  awarded 
Martindale-Hubbell’s  highest  rating  of 


Ay  stating  the  firm’s  legal  ability  as  very 
high  to  pre-eminent  and  its  general 
ethics  as  very  high. 

Kern  Augustine’s  principals  include: 
Steven  I.  Kern:  nationally  recognized 
expert  on  health  care  law;  former  New 
Jersey  deputy  attorney  general  assigned 
to  the  state  Board  of  Medical 
Examiners;  editorial  consultant  to 
Medical  Economics;  past  chair,  State  Bar 
Association  Administrative  Law 
Section;  and  member  of  the  editorial 
board  of  New  Jersey  Lawyer;  Algis  K. 
Augustine:  former  chief  regulatory  offi- 
cer for  the  Illinois  Department  of 


Registration  and  Education;  and 
nationally  recognized  speaker  on  pro- 
fessional disciplinary  matters;  Robert  J. 
Conroy:  nationally  recognized  authori- 
ty on  health  care  law  related  matters; 
former  chief  of  New  York  City’s  Medi- 
cal Malpractice  Unit;  and  founding 
director  and  past  chair  of  the  New 
Jersey  State  Bar  Association’s  Health 
and  Hospital  Law  Section;  Michael  J. 
Schoppmann:  trial  attorney  for  the 
Medical  Inter-Insurance  Exchange  and 
Princeton  Insurance  Company;  and 
immediate  past  chair  of  the  New  Jersey 
State  Bar  Association’s  Administrative 
Law  Section;  and  Denise  Sanders:  rep- 
resented the  New  Jersey  Department  of 
the  Public  Advocate  in  landmark  litiga- 
tion involving  the  termination  of  med- 
ical treatment;  and  chair  of  the  New 
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Jersey  Department  of  Health  Transplant 
Advisory  Council,  involved  in  complex 
regulatory  issues  involving  the  forma- 
tion and  operation  of  physician  groups, 
networks,  and  other  physician  business 
entities. 

Kern  Augustine  Conroy  & Schopp- 
mann,  PC  can  be  reached  at  908/704- 
8585. 

The  members  of  the  law  firm  of 
Timins,  Larsen,  Beacham  & Hughes, 
PC  bring  a wealth  of  experience  to  the 
practice  of  law  and  are  eager  to  partic- 


employment and  commercial  law, 
bioethics,  all  insurance  matters,  and 
the  expanding  legal  issues  arising  from 
the  economic  reformation  and  manage- 
ment of  health  care.  The 
focus  and  aim  of 
the  firm’s 
physician  rep- 
resentation is  to 
ensure  the  central  role 
of  the  doctor  in  contemporary  medi- 
cine and  to  attend  to  the  various  legal, 
business,  and  ethical  challenges  that 
confront  modem  medical  practice. 


COMMEN 


ipate  in  MSNJ’s  quality  assurance 
efforts  through  member  registration 
and  monitoring  of  their  engagements 
for  professional  services. 

Arthur  Timins,  Donald  Larsen, 
Jeffrey  Beacham,  and  Virginia  Hughes, 
along  with  Paul  Armstrong,  serving  Of 
Counsel,  preside  over  a nine-member 
legal  concern  with  a long  history  of  ser- 
vice to  the  healing  professions.  The 
firm’s  commitment  to  physician  repre- 
sentation in  all  areas  of  the  medical 
enterprise  is  complimented  by  special 
knowledge  in  the  areas  of  litigation, 


In  the  past,  the  firm  has  repre- 
sented MSNJ  in  important  public 
policy  questions  before  this 
state’s  and  nation’s  highest  tri- 
bunals as  well  as  dedicated  its 
legal  efforts  to  the  day-to-day 
business  and  regulatory  chal- 
lenges of  the  busy  clinician.  Re- 
cently, the  firm  appeared  as 
Counsel  of  Record,  in  MSNJ’s 
“Friend  of  the  Court”  brief 
before  the  United  States  Supreme 
Court  in  the  landmark  physi- 
cian-assisted suicide  cases.  In 
addition,  the  firm  is  privileged  to 
share  in  the  ongoing  legal  labors  of 
MSNJ’s  nationally  acclaimed,  anti- 
tobacco initiatives.  Members  of  the 
firm  also  regularly  counsel  individual 
physicians  and  appear  on  their  behalf 
in  state  and  federal  forums.  It  is  this 
individual  representation  that  informs 
and  authenticates  this  firm’s  medical- 
legal  practice  and  underscores  its  selec- 
tion in  MSNJ’s  Legal  Consultant 
Network. 

Timins,  Larsen,  Beacham  & Hughes, 
PC  can  be  reached  at  201/740- 
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Iree  New  Jersey  law  firms  {shown  in  sidebar)  have 
Ibn  carefully  previewed  and  selected  as  charter 
r ambers  of  the  Medical  Society  of  New  Jersey  Legal 
fpnsultant  Network. 

I SNJ  members  are  entitled  to  register  their  engage- 
ment of  any  firm  in  the  Network  for  professional 
Irvices.  MSNJ  will  monitor  the  engagement  to  assure 
flat  the  MSNJ  member,  as  a client,  is  satisfied  with 
j'.e  services  and  that  the  engagement  is  working  for 
ie  member’s  benefit. 

} register  the  engagement,  MSNJ  members  may 
bntact  Karen  Monsees  at  MSNJ,  609/896-1766, 
^tension  245. 

The  Network  firms  and  areas  that  have  been 
elected  are  valid  for  1997- 


Kern  Augustine  Conroy 
& Schoppmann,  PC 

1120  Route  22  East 
Bridgewater,  NJ  08807 
908/704-8585 

► All  areas  of  health  law 
and  physician  representation 


Timins,  Larsen,  Beacham  & Hughes 

85  Livingston  Avenue 
Roseland,  NJ  07068 
201/740-1771 

► Employment  and  commercial 
law,  ethics,  health  and  other 
insurances,  occupational 
safety  and  health,  probate 
and  real  estate 


Benesch  & Obade,  PC 

Princeton  Pike  Corporate  Center 
993  Lenox  Drive,  Suite  101 
Lawrenceville,  NJ  08648 
609/844-7590 

► All  areas  of  health  law 
pertaining  to  physicians 


Our  prescription 
for  online 
health  care  news. 

http://www.msnj.org 

Your  online  source 
for  health  care  news. 

Medical  Society  of 
New  Jersey 

Physicians  dedicated  to  a healthy 
New  Jersey  since  1766. 

http  ://www.msnj  .org 


66  New  Jersey  Jlrium  i;  September  1997 


II 

“^eet  MATTERS 

Protecting  your  assets: 

AN  OFFSHORE  STRATEGY  Frank  Caste  lion 


Mr.  Castellon  is  director 
of  Investment  Services, 
Medical  Inter-Insurance 
Exchange  Capital 
Management. 

There  are  $4  trillion  in  non- 
interest bearing  offshore 
accounts  in  Switzerland  and 
another  $400  billion  in  the 
Bahamas.  These  assets  repre- 
sent approximately  double  that 
invested  in  mutual  funds  in  the 
United  States. 

Why  is  there  that  much 
money  invested  in  jurisdictions 
outside  of  the  United  States  that 
specialize  in  offshore  asset  pro- 
tection and  tax  planning?  Why 
do  prestigious  companies  like 
Morgan  Stanley,  the  Bank  of 
Boston,  Merrill  Lynch,  Charles 
'■  Schwab,  and  hundreds  of  other 
major  corporations  have  off- 
shore operations? 

These  institutions  have 
opened  large  offshore  branch- 
es because  there  is  a significant 
number  of  clients  that  can  ben- 
efit from  offshore  asset  protec- 
tion strategies. 

An  offshore  strategy  can 
offer  the  appropriate  combina- 
tion of  United  States  and  for- 
eign laws,  investment  advisory 

I services,  and  legal  expertise  to 
accomplish  significant  improve- 
ments in  key  financial  areas, 
such  as:  protecting  assets  from 


frivolous  or  mal-intentioned  law- 
suits; reducing  income  taxes; 
reducing  or  eliminating  capital 
gains  taxes;  reducing  or  elimi- 
nating estate  taxes;  and  partic- 
ipating more  directly  in  interna- 
tional investment  opportunities 
and  strategies  that  presently 
are  not  available. 

Offshore  strategies.  Offshore 
strategy  comprises  a series  of 
legal  and  ethical  steps  that  can 


be  taken  by  any  citizen  with 
appropriate  investment  and 
legal  advice  to  achieve  any 
and  all  of  the  key  financial 
results  enumerated  above, 
through  a combination  of 
approaches.  This  strategy  must 
comply  with  all  applicable 
United  States  and  foreign  laws 
and  regulations. 


Theoretically,  there  is  no  dif- 
ference between  designing  an 
offshore  strategy  for  an  individ- 
ual or  family,  and  duplicating 
the  international  strategies  uti- 
lized by  many  of  the  Fortune 
500  companies.  You  use  the 
same  tax  treaties  and  the  same 
tax  laws,  to  bring  about  the 
same  results  they  achieve:  iso- 
lation of  assets  (asset  protec- 
tion); tax  benefits  (reduction, 
elimination,  or  deferral);  and 
global  advantage  (different  cur- 
rencies and  markets).  In  addi- 
tion, individuals  receive  a ben- 
efit that  these  large  corpora- 
tions do  not:  the  ability  to 
freeze  asset  growth  impacted 
by  estate  taxes,  and  bring 
about  a much  lower  estate  tax 
bill  for  their  estates  at  death. 

Safe  assets.  There  are 
numerous  areas  of  misconcep- 
tion regarding  offshore  plan- 
ning. Many  of  these  miscon- 
ceptions involve  safety  consid- 
erations with  respect  to  the 
assets.  Are  funds  safe  from  mis- 
appropriation? Can  the  funds 
be  invested  safely  in  a cred- 
itable financial  instrument?  Are 
they  safe  from  incompetency? 
Are  they  safe  from  judgment 
creditors? 

These  questions  are  of  impor- 
tance and  the  simple  answer  is 
that  international  commerce 
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and  trade  would  not  exist 
unless  the  questions  could  be 
satisfactorily  answered. 

It  is  possible  to  invest  an  off- 
shore security  portfolio  in  the 
same  securities  a person 
presently  owns,  with  a current 
professional  money  manager, 
and  even  to  achieve  tax  defer- 
ral simultaneously. 

Also,  it  is  possible  to  estab- 
lish a foreign  asset  protection 
trust,  assuming  no  fraudulent 
transfer  of  assets,  and  a 
registered  and  legitimate 
jurisdiction,  that  is  practical- 
ly invulnerable  to  United 
States  judgments.  To  avoid 
a fraudulent  transaction,  it 
is  extremely  important  that 
the  trust  be  instituted  and 
the  assets  transferred  prior 
to  any  claim  or  suit  being 
declared  against  the  person 
or  assets. 

Offshore  trusts  are 
becoming  increasingly  pop- 
ular, in  part  because  Amer- 
icans can  continue  to  exer- 
cise control  over  them 
through  a limited  partnership 
arrangement.  These  partner- 
ship arrangements  can  include 
members  of  the  family  as  the 
limited  partners  thus  providing 
another  useful  estate  planning 
tool. 

Appropriate  jurisdiction. 
Currently,  there  are  about  40 
foreign  countries  that  are  poten- 
tial candidates  for  offshore 
strategies.  The  list  includes  such 
countries  as  Austria,  Belize, 
Bermuda,  the  British  Virgin 
Islands,  The  Cayman  Islands, 
Costa  Rica,  the  Cook  Islands, 


Isle  of  Man,  Guernsey,  Gibral- 
tar, Liechtenstein,  Luxembourg, 
Switzerland,  and  the  United 
States  (only  for  foreign  citizens 
in  certain  countries).  To  choose 
among  these  jurisdictions  is  an 
extremely  subjective  and  com- 
plicated process.  Many  factors 
enter  into  the  decision,  among 
them: 

The  use  of  the  United  States 
dollar  as  a standard  currency 
versus  the  use  of  another  cur- 
rency. 


The  ease  in  traveling  to  the 
jurisdiction  when  traveling  is 
needed. 

The  language  for  legal  trans- 
actions used  in  the  jurisdiction. 

The  effectiveness  and  stabili- 
ty of  the  asset  protection  laws 
and  regulations. 

The  income  and  estate  tax 
laws  of  the  jurisdiction. 

The  case  history  of  trust  laws 
and  confidentiality  of  the  juris- 
diction. 

The  availability  of  modern 
communication. 


The  cost  of  currency  trades 
and  exchanges  and  of  printing 
statements  in  several  lan- 
guages. 

The  cost  and  complexity  of 
tax  reporting. 

The  legal  and  financial  plan- 
ning fees  during  the  implemen- 
tation of  the  strategy. 

The  relative  concerns 
between  asset  protection,  tax 
deferral,  and  estate  taxation. 

Obviously,  to  make  a deci- 
sion to  implement  the  strat- 
egy, requires  a weighing 
of  many  factors.  It  cannot 
be  done  by  reading  a 
book  or  consulting  with  a 
non-experienced  lawyer  or 
financial  planner. 

Protecting  assets.  Laws 
in  the  United  States  are 
very  liberal,  permitting 
Americans  to  place  in  trust 
all  of  their  holdings,  as 
long  as  the  total  deposit  is 
not  so  great  that  it  would 
leave  the  depositor  insol- 
vent, based  on  assets  out- 
side of  the  trust. 

Conclusion.  Many  profes- 
sionals can  and  should  estab- 
lish offshore  strategies.  These 
strategies  are  most  effective  for 
persons  highly  exposed  to 
claims,  e.g.  physicians,  attor- 
neys and  accountants,  and 
business  owners  whose  corpo- 
rations can  be  pierced  and  no 
longer  can  guarantee  a shield 
against  personal  liability.  Those 
establishing  a trust  may  want 
protection  against  a former 
employee  who  may  claim 
years  later  that  the  pension 
plan  assets  were  mis-  hbih 
managed. 
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ALLEGHENY 

UNIVERSITY  OF 
THE  HEALTH  SCIENCES 

MCP^Hahnemann  School  of  Medicine 


OFFICE  MANAGEMENT  OF  ORTHOPAEDICS 
FOR  PRIMARY  CARE  PHYSICIANS: 

A Monthly  Series 

Saturday  mornings:  8 a.m.  - 11  a.m. 


Program  Director:  Brian  J.  Sennett,  M.D. 


SATURDAY,  OCTOBER  4,  1997 

OFFICE  MANAGEMENT  OF  COMMON  FOOT  AND  ANKLE  DISORDERS 

' 

Registration  & Coffee:  7:45  a.m. 

MCP  ♦ Hahnemann  School  of  Medicine  Faculty 

I Bunions , Hammer  Toes , Heel  Spurs,  The  Diabetic  Foot 

< Non-specific  Foot  Pain  Helen  Horstmann,  M.D. 

I Keith  L.  Wapner,  M.D.  Professor  of  Orthopaedic  Surgery 

Professor  of  Orthopaedic  Surgery 


Foot  and  Ankle  Trauma— Fractures  Workshop:  Orthotics 

Paul  J.  Hecht,  M.D. 

Assistant  Professor  of  Orthopaedic  Surgery 


Upcoming  Programs  for  1997  • Mark  Your  Calendar: 

November  8 - Outpatient  Management  of  Arthritis  and  Osteoporosis 
December  13  - Total  Joint  Replacement 

Location.  Allegheny  University  of  the  Health  Sciences,  Hahnemann 
College  Building,  2nd  Floor,  Alumni  Hall 
15th  Street  Entrance  between  Vine  and  Race 


Credits:  3.0  Category  1 AM  A,  Category  2 A AO  A,  A AFP  Prescribed  Credits 

Participants:  All  primary  care  clinicians,  including  Family  Practice  Physicians,  General  Practice 

Physicians,  Pediatricians,  Internists,  Emergency  Medicine  Physicians,  Residents, 
Physician  Assistants,  Nurse  Practitioners,  and  any  other  interested  health  care 
professionals 


Parking:  Reduced  rate  available  in  the  AUHS,  Hahnemann  Parking  Garage  located  on  Wood 

Street  between  15th  and  Broad. 

• For  information  or  to  register  call  the  Office  of  CME  at  215-762-8263,  #2  • 
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Public  Health  Seminar 

September  1 0, 1 997 
Health  & Agriculture  Bldg.,  Trenton 
AMNJ,  609/275-1911 

Ob/Gyn  Semi-Annual  Meeting 

September  19, 1997 
PNC  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 

Frontiers  in  Bio  Medicine 

October  1,1997 
Quest  Diagnostics,  Teterboro 
AMNJ,  609/275-1911 

Analytic  Knowledge 

September  11, 1997 
Hackensack  Univ.  Medical  Center 
AMNJ,  609/275-1911 

Stroke  Prevention 

September  23, 1 997 
Princeton  Marriott  Forrestal  Village 
AMNJ,  609/275-1911 

Interhospital  Endocrine  Rounds 

October  1,8, 15, 22  & 29, 1997 
University  Hospital,  Newark 
973/982-6170 

Head  and  Neck  Oncology 

September  11, 1997 
The  Manor,  West  Orange 
47M/V/  609/275-1911 

Newborn  Length  of  Stay 

September  24, 1 997 
Health  & Agriculture  Bldg.,  Trenton 
AMNJ,  609/275-1911 

Medical  Grand  Rounds 

October  1,8, 15, 22  & 29, 1997 
VA  Medical  Center,  East  Orange 
973/982-6170 

Domestic  Violence 

September  1 6, 1 997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Del.  Valley  Vascular  Soc 

September  25, 1 997 
Four  Seasons  Hotel,  Philadelphia 
AMNJ,  609/275-1911 

Orthopaedic  Society 

October  3-4,1997 
Somerset  Marriott,  Somerset 
AMNJ,  609/275-1911 

General  Internal  Medicine 

September  1 6, 1 997 
UMDNJ,  New  Brunswick 
732/235-7430 

Ultrasound  in  Medicine 

September  25, 1 997 
JFK  Medical  Center,  Edison 
AMNJ,  609/275-1911 

Domestic  Violence 

October  4, 1 997 
Somerset  Marriott,  Somerset 
AMNJ,  609/275-1911 

Society  of  Anesthesiologists 

September  1 6, 1 997 
Forsgate  Country  Club,  Jamesburg 
609/275-0083 

Radiology  Professor  Lecture 

September  25, 1 997 
St.  Barnabas  Medical  Center,  Livingston 
973/533-5803 

NJ  Women  & AIDS  Network 

October  6, 1997 
Sheraton  Hotel,  Newark 
908/846-4462 

Comedic  Health  Seminar 

September  1 7, 1 997 
Lower  Bucks  Hospital,  Langhorne,  PA 
215/482-0181 

Maternal  & Child  Health  Care 

September  26, 1 997 
Princeton  Marriott  Forrestal  Village 
AMNJ,  609/275-1911 

Elder  Mistreatment 

October  7, 1997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Radiological  Society 

September  1 8, 1 997 
UMDNJ-RWJ  Med  Sch 
732/235-7721 

Child  Sexual  Abuse/Neglect 

September  30, 1 997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Cardiovascular  Disease 

October  8, 1997 
JFK  Conference  Center,  Edison 
973/761-9692 

Domestic  Violence 

September  1 9, 1 997 
PNC  Arts  Center,  Holmdel 
AMNJ,  609/275-1911 

Endocrinology  Professor  Lecture 

October  1, 1997 
VA  Medical  Center,  East  Orange 
973/676-1000,  ext.  1311 

Nosocomial  HIV  Infection 

October  8,1997 
Union  Hospital,  Union 
AMNJ,  609/275-1911 
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ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
Sept.  19-21,  1997  Holiday  Inn,  Manhattan 
Nov.  14-16,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

Dec.  12-14,  1997  212-581-8100  Hotel  during  meetings 

13th  Annual  International  Symposium,  Oct.  23-26,  1997 

the  School  of  Int’l  Affairs,  Columbia  University 
In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Intema- 
onal  College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
: iitemational  Symposium  every  October  at  the  School  of  International 
iffairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
herapeutics  Research,  The  International  Journal  quarterly,  through 
'ognizant  Communications  and  is  listed  by  15  major  international  indexing 
eriodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
5 cognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
nd  internationally  recognized,  “Fellow  of  the  International  College” 
F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
linimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
ignificant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
heories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
ion-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
tentral  nervous  systems  & Bi-Digital  O-Ring  Test). 

’or  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
)r.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
112-679-8986. 

ill  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
vledicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
he  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Categoiy  I credit  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Categoiy  I credits  toward  Physician  Recognition  Award. 


Lowest  Premiums  for  Quality 
Malpractice  Insurance 

The  Joseph  A.  Britton  Agency  can  help  make  it  happen. 
If  you  are  a preferred  risk1,  you  can  qualify  for  preferred 
rates2.  Compare  these  annual  premiums  at  occurrence 
limits  of  $l,000,000/$3,000,000: 


• anesthesiologists 

$ 9,524 

• general  surgeons 

$18,453 

• internists 

$ 5,331 

• ob-gyns 

$34,068 

• occupational  medicine 

$ 2,771 

• plastic  surgeons 

$18,453 

• psychiatrists  w/ect 

$ 2,937 

• urologists 

$11,993 

With  over  25  years  experience,  the  Britton  Agency  has 
proven  exceptional  in  packaging  malpractice  insurance. 
Our  professional  staff  and  size  assure  you  the  benefits  of 
specialized,  personal  service  while  offering  you  insurance 
at  the  lowest  cost. 

Call  today  for  a free  consulation.  Start  saving  tomorrow. 

as 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

■Underwriting  approval  required. 

2May  need  groups  of  3 or  more  depending  on  specialty. 


DEBORAH  HEART  & LUNG  CENTER  • DEPARTMENT  OF  PULMONARY  MEDICINE 
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CME  Course 


(1A  | I -TTH  ANNUAL  CLINICAL  UPDATE 
£^117  IN  PULMONARY  MEDICINE 

Saturday,  December  1 3, 1 997  • Trump  World’s  Fair  Casino  • Atlantic  City,  New  Jersey 

Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  General  Practitioners,  and  Allied  Health  Care  Professionals 

7 Credit  Hours  Category  1 AMA,  AAFP  and  AOA 


PROGRAM 


Prevention  and  Management  of  Pulmonary  Diseases  in  HIV  Patients  Henry  Masur,  MD 

Evaluation  and  Management  of  Chronic  Perisitent  Cough  Richard  S.  Irwin,  MD 

Update  on  Antibiotic  Treatment  for  Pneumonias  Henry  Masur,  MD 

Management  of  the  Difficult-to-Treat  Asthmatic  Patient  Richard  S.  Irwin,  MD 

Noninfectious  Mimics  of  Community-Acquired  Pneumonia  Joseph  P.  Lynch,  III,  MD 

Lung  Transplantation— Whom  to  Refer  and  When  Joseph  P.  Lynch,  III,  MD 

Lung  Volume  Reduction  Surgery— Indications  and  Expectations  Larry  Kaiser,  MD 

Prevention  and  Management  of  Pulmonary  Thromboembolism  Mark  A.  Kelley,  MD 

Occupational  Lung  Disease  David  M.F.  Murphy,  MD 

For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628 
(201)  385-8080  Fax:  (201)  385-5650  E-mail:  jrosenberg@cbcbiomed.com 
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Sports  Medicine  '97 

October  8, 1997 
MSNJ,  Lawrenceville 
609/896-1766 

Management  of  HIV/AIDS 

October  18, 1997 
Parsippany  Hilton,  Parsippany 
AMNJ,  609/275-1911 

Funding  for  GME 

October  23, 1997 
NJ  Hospital  Assn.,  Princeton 
AMNJ,  609/275-1911 

Treatment  of  Stroke 

October  8, 1 997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Prescribing  Practices 

October  18, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Radiology  Professor  Lecture 

October  23,1997 

St.  Barnabas  Medical  Center,  Livingston 
973/533-5803 

Dermatological  Soc  Mtg 

October  14, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

General  Internal  Medicine 

October  21, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Child  Sexual  Abuse/Neglect 

October  24,1997 
Newcomb  Medical  Center,  Vineland 
AMNJ,  609/275-1911 

Biologic  Terrorism 

October  15, 1997 
Health  & Agriculture  Bldg,  Trenton 
AMNJ,  609/275-1911 

Peritoneal  Dialysis 

October  21, 1997 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

American  College  of  Cardiology 

October  24-25,1997 
Nassau  Inn,  Princeton 
AMNJ,  609/275-1911 

Head  & Neck  Neoplasms 

October  15, 1997 
Cooper  Hospital,  Camden 
609/342-2383 

Opportunistic  Infections 

October  21, 1997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Quality  Assurance  & Medicaid 

October  29, 1997 
Health  & Agriculture  Bldg.,  Trenton 
AMNJ,  609/275-1911 

Thyroid  Disease 

October  15, 1997 
Warren  Hospital,  Phillipsburg 
AMNJ,  609/275-1911 

Breast  Cancer 

October  22,1997 
Sheraton,  Eatontown 
732/879-5429 

Adolescent  Pregnancy 

October  30,1997 
Harrah's  Casino,  Atlantic  City 
609/665-6000 

Family  Therapy 

October  16, 1997 
Hackensack  Univ.  Medical  Center 
AMNJ,  609/275-1911 

Health  Maintenance 

October  22,1997 
JFK  Conference  Center,  Edison 
973/761-9692 

Urology  Society 

November  1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Radiological  Society 

October  1 6, 1 997 
UMDNJ-NJ  Medical  School 
973/972-6025 

Medical  History  Society  Mtg. 

October  22,1997 
Nassau  Club,  Princeton 
AMNJ,  609/275-1911 

Type  II  Diabetes  Management 

November  1, 1997 
The  Mansion  on  Main  Street,  Voorhees 
AMNJ,  609/275-1911 
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WRw  UNIVERSITY  OF 
THE  HEALTH  SCIENCES 

MCP^Hahnemann  School  of  Medicine 

Department  of  Medicine  and 
Office  of  Continuing  Medical  Education 

present 

¥ Two  Important  Cardiology  Conferences  ¥ 


5th  Annual 

State-of-the-Art  Arrhythmia  Symposium 
"Acute  Arrhythmia  Treatment  and  Arrhythmia 
Prevention:  Are  We  Doing  Enough?" 
and 

Leonard  Horowitz,  M.D.  Memorial  Lecture 
"Can  We  Predict  and  Prevent  Sudden  Cardiac  Death?" 

George  Klein,  M.D. 

University  of  Western  Ontario 

Program  Director 
Francis  E.  Marchlinski,  M.D. 

Co-Directors 

John  M.  Fontaine,  M.D.,  Charles  D.  Gottlieb,  M.D.,  Steven  P.  Kutalek,  M.D., 
Melinda  Schuster,  MSN,  CRNP,  Erica  S.  Zado,  PA-C 


Monday 

September  22,  1997 


Adam's  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  Pennsylvania 

V¥V¥¥¥¥V¥VV¥¥V¥V¥V¥VV 


ECHO 


Philadelphia  '97 


Imaging  Education  and  Research  for  the  21st  Century 

Program  Co-Directors: 

Farooq  A.  Chaudhry,  M.D.,  George  W.  Lighty,  Jr.,  M.D.,  Ph.D,  Alexis  B.  Sokil,  M.D. 


Monday,  Tuesday,  Wednesday 
October  6,  7,  8,  1997 


Adam's  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  Pennsylvania 


¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥¥ 

For  information  or  to  be  placed  on  the  mailing  list 
call:  215-762-8263  • 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1 .00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1 " per  column 
$30.00  each  additional  W per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Body  copy 

(35  characters  per  line) 


Classified  Section 

Number  of  Words 
Minimum  $45  $ . 

Member  Physician 
Discount— 33V3%  ($ . 

Per  Issue  $ . 

x Number  of  Issues 

AMOUNT  DUE  $. 


Display  Ad  in  Classified  Section 

$_ 

$_ 
$_ 


1st  Inch  = $60.00 
Add ’1 1/2"  x $30.00 
Total 

Member  Physician 
Discount— 33V3% 

PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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MCP^Hahnemann  School  of  Medicine 


ALLEGHENY  UNIVERSITY  HOSPITALS 

Office  of  Continuing  Medical  Education 

presents 


OFFICE  MANAGEMENT  CONFERENCES 
FOR  THE 

PRIMARY  CARE  PHYSICIAN 


:PTEMBER  1997 


1C 

DATE 

LOCATION 

TIME 

— ce  Cardiology:  Bedside  Diagnosis 
te  Cardiac  Patient-Part  I 

September  3 

AUH-MCP,  Kaiser  Auditorium 

3-5  pm 

mention  and  Treatment  of 
~ [diovascular  Diseases 

September  9-10 

AUH-Hahnemann,  Lecture  Hall  "A" 

8:30-3:30  pm 

~[nmon  Pediatric  Orthopaedic 
_ orders  Seen  in  a Primary  Care  Office 

September  13 

AUH-Hahnemann,  Alumni  Hall 

8-11  am 

_fe-of-the-Art  Arrhythmia  Management: 
kte  Arrhythmia  Treatment  and  Prevention 

September  22 

Adam's  Mark  Hotel,  Philadelphia 

8-6  pm 

-CTOBER  1997 

■jice  Management  of  Common  Foot 
1 Ankle  Disorders 

October  4 

AUH-Hahnemann,  Alumni  Hall 

8-11  am 

o Philadelphia  '97 

October  6-8 

Adam's  Mark  Hotel,  Philadelphia 

8-5  pm 

iraventricular  & Ventricular 
_ krhythmias 

October  8 

AUH-MCP,  Kaiser  Auditorium. 

3:-5  pm 

date  in  Gastroesophageal  Reflux 
-ease  (GERDS) 

October  18 

AUH-Hahnemann,  Alumni  Hall 

8-12  noon 

mmon  Orthopaedic  Problems  in 
lldren:  Cerebral  Palsy 

October  18 

AUH-St.  Christopher's  Hos./Children 

7:30-3:45  pm 

dtemporary  Strategies  in  Cardiovascular 
. ease 

October  18 

Four  Seasons  Hotel 

7:30-2:00  pm 

diovascular  Highlights 

October  26 

The  Ritz  Carlton 

8-12  noon 

For  information  or  to  request  a brochure  - call  215-762-8263 

legheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
itinuing  Medical  Education  (ACCME)  to  sponsor  Continuing  Medical  Education  for  physicians. 

legheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  designates  these  educational  activities  for 
egory  1 credit  on  an  hour-for-hour  basis  towards  the  AMA  Physician's  Recognition  Award.  Each  physician  should  claim  only 
se  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

'ese  programs  are  eligible  for  hour-for-hour  credit  in  Category  2A  of  the  American  Osteopathic  Association. 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


HOLISTIC  HEALTH  CENTER 

Holistic  Health  Center:  New  Providence.  To 
provide  ethical,  holistic,  complementary  ther- 
apies in  addition  to  our  current  conventional 
care.  If  you  are  interested  in  being  as- 
sociated on  premises  or  in  consultation, 
please  contact  me.  All  specialties  welcome. 
Richard  Podell,  M.D.,  Clinical  Professor, 
Dept,  of  Family  Medicine,  UMDNJ-RW 
Johnson  Medical  School.  Fax:  908-464-3078, 
tel  (eves)  201-376-4130. 


PRINCETON  AREA 

New  Jersey— Family  Practice  and  Sports 
Medicine  Group,  Princeton  area,  needs: 
Primary  Care,  Sports  Med  and  Women’s 
Health  physicians.  Full/Part  time  avail.  Great 
Salary.  Send  CV  to:  Mary  Maltby,  3100 
Princeton  Pike,  1st  FI,  Bldg  #2, 
Lawrenceville,  NJ  08648.  Phone 
609-844-0777,  Fax  609-844-0770. 


WANTED:  GOOD  DOC 

Looking  for  someone  special  to  play  on  our 
team.  F/t,  P/t  days/eves  Family  Occupational 
Medical  Center  near  Cherry  Hill.  Board 
Certified  Fam/lnt.  If  you  are  looking  for  a 
pleasant  environment  with  no  call  or  in  pa- 
tient care,  diverse  patient  population,  comp 
salary  & mal  cov,  send  CV  to  Box  2072 
Medford,  NJ  08055. 


110  OPENINGS 
PHYSICIANS 


CARDIOLOGIST— ESSEX  COUNTY 

BC/BE  non-interventional  cardiologist  want- 
ed to  join  extremely  active,  well  established 
and  respected  Essex  County,  New  Jersey 
practice  of  two  Board  Certified  interventional 
cardiologists  affiliated  with  five  well  known 
area  hospitals.  Competitive  salary  and  ex- 
cellent benefits  package.  Please  FAX  CV  to 
(201)  746-3387. 


FAMILY  PRACTICE-CENTRAL 
JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900 


MEDICAL  DIRECTOR-SKILLED 
NURSING  FACILITY 
PASSAIC  COUNTY  PREAKNESS 
HOSPITAL  is  seeking  a Medical  Director, 
Board  Certified  in  Family  Medicine, 
Gerontology,  or  General  Internal 
Medicine,  for  its  484  bed  skilled  nursing 
facility.  Minimum  15  hours/week  required 
at  the  facility.  Familiar  with  Federal  and 
State  regulations,  Medicare  and  Medicaid 
requirements.  Salary  appropriate  to  job 
responsibilities. 

Interested  parties  should  contact: 

Victor  B.  Kattak,  Executive  Director 
Preakness  Hospital 
Box  V 

Paterson,  NJ  07509 


200  PRACTICE  FOR  SALE 


SUSSEX  COUNTY 

FOR  SALE:  Well  established  family  practice 
and  office  in  beautiful  Sussex  County.  1 ,000 
sq.  ft.  in  prestigious  Professional  Ctr.  Price 
and  terms  extremely  reasonable  and  ex- 
tremely flexible.  Call  201-729-4606. 


300  OFFICE 
RENTALS  AND  LEASES 


ATLANTIC  CITY 

2,700  sq.  ft.  in  professional  bldg,  with 
elevator  service  at  4401  Ventnor  Ave., 
Chelsea  section.  Ideal  for  internist,  family  or 
specialty  practice.  Join  present  bldg.  Ten- 
ants: OB/GYN  & Pediatrics.  Will  alter  space 
to  needs.  (609)  652-1 453-Ext.  12. 


TRENTON 

AVAILABLE  JULY  1,  1997-Professional/ 
Medical  Office  Space.  Rent:  $1,700.00  per 
month,  gross.  Size:  Approximately  1 ,000  SF, 
utilities  included  (electric,  water,  sewer,  heat, 
A/C).  Parking:  4 reserved  spaces,  total  lot 
with  80  spaces.  Layout:  Waiting  room,  busi- 
ness office,  storage  room,  file  room,  bath- 
room, 2 exam  rooms,  1 procedure  room. 
Maintenance:  Landlord  takes  care  of  plumb- 
ing, heat,  A/C.  Location:  Across  from  Trenton 
Train  Station  at  465  Greenwood  Ave,  conve- 
nient to  Route  1 and  295.  Signage:  Exterior 
sign  permitted  at  driveway  entrance.  Call  for 
Appointment  Today!  609-392-5222. 


310  OFFICES  TO  SHAR 


CRANFORD 

Prime  Medical  Office  to  Share.  Cralgj 
New  Jersey.  1 500  Sq  Ft.  Excellent  loc  or 
high  visibility,  center  of  town  business^ 
tion.  One  block  NYC  train/bus,  walk  to  K 
fully  furnished/equipped,  central  AC,  cip 
parking,  turn  key  operation.  Call  orfl 
TuesTThurs  bet  10  AM-6  PM  (908)  276-  38; 


FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  iW 
ty.  Professional  office  space  available^ 
chiropractor.  Fully  furnished.  Ample  Pa  ng, 
(201)  886-6755. 

HOBOKEN 

Hoboken— Medical  Office  Space— to  S tre>| 
Rent  in  active  podiatry  office.  Potent1  td 
share  receptionist  too.  Call  201-656-4# 


320  OFFICES  FOR  SALI 


EDISON 

7,200  Sq.  Ft.,  2 floor,  modern  ij 
aluminum  professional  building,  on  site  irle 
ing,  4+  offices,  A/C,  bathrooms  in  suilsl 
hallways.  Back  ramp  to  second  floor,  si 
all  major  highways,  bus  stop,  Iji. 
maintenance.  Fully  rented  to  3/99  witloS 
tions.  (908)  549-7712. 


PRINCETON  AREA  1 
Luxury  Home/Professional  Office.  Red  ed 

to  $495,000  (Doctor  Retiring).  Enjoy  the  1 
fort  and  convenience  of  living  and  wcjrij 
in  this  fabulous  home  with  office  for  cl1™ 
practice  (4  rooms).  Situated  on  one  cil 
acre  with  4,100  square  feet  of  working/* 
space.  This  custom  built  colonial  i 
$250,000  in  upgrades.  Must  sell  immedi;l|i 
60  day  close;  will  offer  3 points  + clijii 
costs.  Sale  by  Owner,  Dr.  Harvey  Musjlj 
609-275-4499. 


400  ACCOUNTING 


WALTON’S  BILLING  COMPAN' 

Specializing  in  Medical  Billing.  For  moili 
formation  please  call  and  ask  for  Pal 
Walton,  1-973-374-3048. 


420  FINANCIAL  SERVICE! 


FEE  SCHEDULE 

Haven’t  adjusted  your  fee  schedule 
cently?  Want  to  know  what  competi 
physicians  in  your  area  charge?  Conta 
Margaret  Hayter  201-661-4319  or  em; 
hyter@juno.com  for  information.  Re 
sonable  rates.  Results  guaranteed. 


< 
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EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
I NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible 
schedules,  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


TEANECK 

1 ,000  Sq.  Ft.  Ground  floor,  free-standing  medical/ 
professional  building.  Tremendous  parking.  $850  Per 
Mo. 

1 ,300  Sq.  Ft.  Recently  built-out  as  doctor’s  office.  Free- 
standing medical/professional  building.  Tremendous 
parking.  $1 ,700  Per  Mo. 

1,103  Sq.  Ft.  in  newer  State  of  the  Arts  medical  building 
just  for  doctors.  $22  Per  Sq.  Ft. 

4,145  Sq.  Ft.  in  newer  State  of  the  Arts  medical  building 
just  for  doctors.  $22  Per  Sq.  Ft. 


RIOTTO  ASSOCIATES 


Realtors  Since  1954  201-833-0600 


Dear  Doctor: 

'^TD^ 

Yes  - It  is  Finally  here!  Looking  For  Quick  Cash  Turn 
Around  on  your  Medical  Claims  without  The  Hassle  of 
lionsultants  Dealing  with  Insurance  Carriers?  Want  your  claims 

QUERY  FOR  BOOK  ON 

UNEXPECTED  CURES 

1 am  a physician  researching  a book 

. Paid  in  14  Days? 

on  individuals  who  after  being 

Call  Mike  Dav.  609-875-5370  OR  800-700-1659,  Code  63 

diagnosed  as  terminal  experienced 
a total  remission.  1 am 

4 Shoppers  Lane,  Suite  255,  Turnersville,  NJ  08012 

WE  CAN  HELP  YOU... 

particularly  interested  in  patients 

WITH  ELECTIONIC  MEDICAL  CLAIMS 

who  turned  to  prayer— Call  or  write  i 

PROCESSING 

Dr.  Vernon,  6 Pin  Oak  Court 

I * Low  Cost  * Efficient  Service  * Same  Day  Claims  Pick-up 

Voorhees,  NJ  08043 

We  work  with  vour  existing  staff. 

(609)  489-1709 

PHYSICIAN  OPPORTUNITIES  IN 
PENNSYLVANIA  UNIVERSITY  TOWN 


Expanding,  multi-disciplinary  practice  in  State  College,  Pennsylvania  seeks  full-time,  university- 
trained,  board-certified  or  eligible  physicians  to  join  our  established  professional  corporation. 

Positions  available  in  pediatrics,  geriatrics  & internal  medicine. 

Internal  Medicine  Associates  of  State  College,  P.C.  offers  an  equity  partnership  position  with 
competitive  salary  and  fringe  benefits  in  a professionally  satisfying  environment.  Located  in  four 
newly-renovated  clinics,  IMA  employs  top-notch  physicians  committed  to  providing  high  quality 
patient  care  using  state-of-the-art  technology  and  diagnostic  services.  In  addition  to  lab  & x-ray 
departments,  we  also  offer  pulmonary  function  testing,  nerve  conduction  studies,  echocardiography, 
stress  testing,  chemotherapy,  allergy  treatment,  bone  densitometry,  and  nuclear  medicine. 


State  College  is  situated  in  the  heart  of  Pennsylvania  and  enjoys  a world-class  educational  system, 


abundant  recreational  opportunities  and  an  excellent  quality  of  life.  Home  to  Penn  State  University, 
this  cosmopolitan  town  is  an  ideal  location  to  build  a challenging  medical  practice  and  enjoy  a 
rewarding  lifestyle  with  family  and  friends. 


For  more  information,  please  submit  CV  to: 

John  J.  McQueary,  Administrator 

Internal  Medicine  Associates  of  State  College,  P.C. 

1850  East  Park  Avenue,  State  College,  PA  16803 


I nternal 
Medicine 
Associates 
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Be  Part 


Or  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CALL  TODAY!  (800)282-1390 
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Cigars — chic  and  fatal 

It  might  look  glamorous,  but 
i it’s  deadly.  That’s  the  message 
Paul  E.  Wallner,  DO,  drove 
home  to  viewers  on  a New  Jersey 
Network  news  segment.  Ac- 
cording to  the  oncologist-radiol- 
ogist, oral  cancer  is  one  of  the 
big  health  problems  associated 
with  cigar  smokers.  Wallner  is 
chair  of  the  New  Jersey  Breathes 
Coalition,  an  independent  tobac- 
co control  initiative  convened  by 
MSNJ;  a member  of  the  MSNJ 
Council  on  Communications; 
and  vice-chair  of  the  MSNJ 
Council  on  Public  Health. 


Paul  E.  Wallner,  DO 


Both  men  and  women  are 
indulging  in  this  habit — of  the 
ten  million  cigar  smokers,  2 
percent  are  women.  Cigar  sales 
have  increased — up  to  18  per- 
cent over  last  year — due  in  part 
to  the  fashionable  trend  for 
restaurants  to  have  cigar  smok- 
ing evenings  and  from  Cigar 
Magazine  covers  featuring 
famous  stars  like  Jack  Nich- 
olson, Danny  DeVito,  and 
Claudia  Schiffer. 


Honoring  our  own 

The  MSNJ  Alliance  will  be  hosting  Doctors’  Day  Gala  on 
March  28,  1998  to  honor  Garden  State  physicians.  The 
evening  festivities  will  benefit  the  MSNJ  Physicians’ 
Health  Program  and  AMA-ERF. 

Pioneer  cardiac  procedure 

Two  MSNJ  members, 

Stanley  A.  Szwed,  MD,  and 
Ravinder  M.  Narang,  MD,  are 
the  first  interventional  cardi- 
ologists in  New  Jersey  to 
obtain  privileges  to  perform 
peripheral  vascular  angioplas- 
ty with  stenting.  This  proce- 
dure opens  blocked  arteries 
in  the  extremities  and  places 
stents  in  the  arteries  that 
insures  the  artery  will  remain 
open.  Both  Szwed  and 


ets  okay 


Drs.  Narang  (left)  and  Szwed. 

Narang  have  offices  in 
Passaic,  are  affiliated  with  St. 
Mary’s  Hospital  in  Passaic, 
and  are  members  of  the 
Passaic  County  Medi- 
cal  Society. 
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Maximum  benefits 

FOR  MEMBERSHIP 


MSNJ  members  now  may 
take  advantage  of  MIIX  Buying 
Service’s  expanded  portfolio  of 
companies.  MIIX  Buying 
Service — one  of  many  MSNJ 
endorsed  companies — has 
added  three  new  vendors: 

IKON  Office  Solutions  (copiers 
and  fax  machines),  CGI 
Worldwide  Express  Services 
(overnight  delivery  services), 
and  MedConnect  (patient 
communication  systems). 

Looking  to  replace  your  office 
copier  or  fax  machine?  Receive 
up  to  40  percent  off  retail  prices 
for  Canon,  Ricoh,  and  Sharp 
copiers  and  fax 
machines  with 
IKON  Office 
Solutions. 

Are  your 
overnight  de- 
livery charges  too  expensive? 
With  CGI  Worldwide  Express 
Services,  take  advantage  of  their 
flat  rate  pricing  for  MSNJ  mem- 
bers. Ship  a letter  for  next-day 
delivery — even  across  the 

world — for  $9.25. 

Looking  for  a way  to  reduce 
“phone  tag”  with  patients  about 
test  results?  Your  patients  can 
access  their  test  results  directly 
without  calling  your  office,  and 
still  receive  a personalized  mes- 
sage in  your  voice.  MedCon- 
nect’s  patient  communication 
system  is  designed  to  increase 
medical  practice  efficiency. 
Members  receive  a 10  percent 
discount. 

For  information,  call  MIIX 
Financial  Services,  at  telephone 
800/227-6449,  extension  3725. 


Sports  medicine  seminar 

This  year’s  seminar,  Sports  Medicine  ’97, 
will  be  held  on  October  8,  1997,  at  MSNJ 
headquarters,  in  Lawrenceville.  The  pro- 
gram will  cover  an  array  of  today’s  issues  in 
sports  medicine.  The  seminar  is  open  to 
physicians,  nurses,  coaches,  school  admin- 
istrators, and  trainers.  CME  credits  for 
physicians  are  available.  The  seminar  is  co- 
sponsored by  The  Academy  of  Medicine  of 
New  Jersey  and  the  MSNJ  Committee  on  Medical  Aspects  of  I 
Sports.  To  register,  contact  Peggy  Johnson  at  MSNJ,  telephone 
609/896-1766,  extension  252. 

The  art  of  negotiation 

The  MSNJ  Board  of  Trustees  wants  its  members  to  understand  J 
that  negotiation  opportunities  are  available  to  physicians  when  | 
contracting  with  Medicaid.  At  the  July  20,  1997,  meeting  of  the 
Board  of  Trustees,  the  Council  on  Medical  Services  presented  a j 
discussion  on  Medicaid  managed  care,  highlighting  the  fact  that  1 
Medicaid  contracts  can  be  negotiated,  as  stated  by  Daniel  Walsky, 
executive  director,  Office  of  Managed  Care,  New  Jersey 
Department  of  Human  Services. 


The  tobacco  settlement 


“We’re  encouraged  to  see  that  the  AMA 
has  rendered  its  opinion  on  the  proposed 
tobacco  settlement  agreement.”  So  came 
the  statement  from  Paul  Wallner,  DO, 

MSNJ  member  and  chair  of  the  New 
Jersey  Breathes  Coalition,  an  independent 
collective  voice  for  tobacco  control  convened  by  MSNJ.  The  AMA 
supports  a comprehensive  legislative  solution  to  reduce  underage 
tobacco  use  based  on  the  proposed  tobacco  settlement  agreement, 
if  Congress  adopts  critical  improvements.  The  AMA  asks  for  two 
changes:  the  strengthening  of  the  FDAs  jurisdiction  over  tobacco 
products  and  increasing  the  penalty  paid  by  the  tobacco  industry 
from  $80  to  $423  million  for  each  percentage  of  underage  use 
above  the  targets  for  underage  smoking.  continued  on  page  79 
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Stuart  M.  Hochron,  M.D. , Esq. 


Physician  Legal  Representation 

• Group  Practice  Formation 

• Physician  Litigation 

• Federal  Regulation 

• Board  of  Medical  Examiners 


Practicing  Physician,  Twenty  Years 
Clinical  Professor,  UMDNJ-RWJMS 
Research  as  Highlighted  on  CNN 
AMA  Physician  Referral  Service 
Partner,  Richmond,  Hochron  & Burns 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


phone:  (732)  821-0200  fax:  (732)  422-9444  e-mail:  MDLAWSMH@aol.com 

209  North  Center  Drive  North  Brunswick,  New  Jersey  08902 


Five  reasons  why 


ninety-five  percent  of  our 

insureds  renew  with  _^iiX 

II  Physician  owned  and  directed. 

m The  only  medical  malpractice  carrier  endorsed  by  the  Medical  Society  of  New  Jersey. 

m Consent  to  settle  — An  unconditional  clause  that  states  an  insured's  consent  must  be 
obtained  before  a claim  can  be  settled. 

u HIV  coverage  provides  income  protection  to  eligible  insureds  at  no  additional  charge. 

El  A”  (Excellent)  rated  by  A.M.  Best,  the  nation's  premier  insurance  rating  agency. 


Ml IX  members  renew  their  policies  for  these  reasons  AND  because  our  liability  representatives 
provide  prompt,  personal,  24-hour  service,  seven  days  a week.  We  understand  that  protecting 
your  assets  and  reputation  is  too  important  to  be  left  to  outsiders.  Call  us  and  find  out  wfiy 
11,000  insureds  turn  to  MIIX  for  liability  protection. 


1 -800-234-MIIX 


MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 


New  Jersey  Medicine 


Four  New  Jersey  hospitals  were 
selected  for  the  new  Medicare 
Provider  Partnership 
Demonstration.  The  project 
involves  lump  sum,  tee-for-service 
payments  that  combine  hospital 
reimbursement  and  physician 
reimbursement,  leaving  it  to  the 
hospital-physician  partnership  to 
determine  a distribution  formula 
(it's  called  compensation-by- 
duking-it-out). 

St.  Barnabas  Health  Care  System 
encompasses  three  of  the  sites:  St.  Bar- 
nabas and  Newark  Beth  Israel  Medical 
Centers,  both  in  Essex  County,  and 
Monmouth  Medical  Center  in  Monmouth 
County.  Also  participating  is  JFK  Medical 
Center  in  Middlesex  County.  The  only 
other  participants  are  two  New  York  sites 
and  two  hospitals  from  Pennsylvania. 

Conducting  the  demonstration  is  the 
Health  Care  Financing  Administration 
(HCFA),  which  otherwise  is  chafing  under 
huge  assignments  contained  in  the 
Balanced  Budget  Act,  impressive  embar- 
rassments involving  its  transactional  data 
efforts,  and  a leadership  transition  occa- 
sioned by  the  departure  of  one-time  New 
Jerseyan  Bruce  C Vladeck,  PhD. 

Medicine  & Health  reported  the  com- 
plaint of  one  HCFA  official  that  the 
agency  was  given  two  weeks  to  imple- 
ment the  graduate  medical  education 
(GME)  changes  mandated  by  the  Budget 
Act.  One  change  is  a per-facility  cap  on 
residencies.  Another  change  is  a transi- 
tion payment  to  hospitals  that  agree  to 
reduce  their  GME  activity — but  hospitals 
planning  a 20  percent  cut  will  receive  no 
transition  payment  on  the  first  one-fourth 
of  the  cut. 

Provider-sponsored  organiza- 
tions (PSOs)  gained  some  ground 
under  the  Act,  particularly  as 
these  hospital  or  physician-based 


managed  care  plans  will  be  able 
to  develop  Medicare  products 
whether  or  not  they  offer  a prod- 
uct to  the  under-65  crowd. 

The  Act  permits  PSOs  to  obtain  federal 
approval  as  an  alternative  to  state  ap- 
proval. Typically,  state  insurance  officials 
impose  on  PSOs  the  same  burdensome 
financial  solvency  requirements  that  apply 
to  HMOs  or  other  insurance  company 
plans.  PSO  champions  assert  that  PSOs, 
unlike  HMOs,  contain  the  "sweat  equity" 
of  actual  health  care  providers,  who  can 
meet  their  financial  obligations  to 
enrollees  by  providing  health  care. 

Also  affected  by  the  budget  bill  was 
another  popular  cause  of  some  physi- 
cians, private  contracting  with 
seniors.  The  issue  is  whether  a physician 
and  a Medicare-eligible  patient  may 
strike  a private  agreement,  eluding 
Medicare  reimbursement  limits.  The  Act 
permits  private  contracting  only  if  the 
physician  first  submits  an  affidavit  waiv- 
ing Medicare  reimbursement  for  any 
patient  for  at  least  two  years.  Not  much  of 
a deal,  this. 

Another  favorite  sentimental  cause  is 
medical  savings  accounts  (MSAs), 

individuals'  own  tax-deductible  pools  for 
paying  medical  bills.  In  the  1996  Health 
Insurance  Portability  and  Accountability 
(Kennedy-Kassebaum)  Act,  Congress  cre- 
ated a 525,000-person  cap  on  MSAs 
established  by  June  30,  1997.  The  actual 
number  that  weighed  in  by  April  30  was 
9,720. 

An  authoritative  study  of  physi- 
cians suggests  that  primary  care 
physicians  often  are  uncomfort- 
able with  HMOs'  insistence  that 
many  services  traditionally  pro- 
vided by  specialists  be  handled  on 
the  primary  care  level.  The  Center 
for  Studying  Health  System 
Change  and  Mathematica  Policy 
Research,  Inc.  collaborated  on  a 
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nationwide  survey  in  which  one- 
fourth  of  primary  care  physicians 
objected  to  requirements  of  man- 
aging complex  or  severe  condi- 
tions. Thirty-eight  percent  of 
responding  specialists  also  object- 
ed to  the  practice. 

Directed  by  the  Center's  Robert  St. 
Peter,  MD,  the  study  included  interviews 
with  1 2,600  physicians,  according  to  an 
early  account  released  by  State  Health 
Watch.  The  importance  of  the  findings 
was  emphasized  by  the  Patient  Access  to 
Specialty  Care  Coalition  of  1 30  organi- 
zations. 

Insurance  industry  analysts  are  worried 
about  the  potential  for  more  expensive 
malpractice  claims,  reports  Perspectives 
on  the  Marketplace.  Conning  & Co.  antic- 
ipates greater  volume  as  risks  concentrate 
under  the  consolidation  of  health  care 
providers  and  as  plaintiffs  list  managed 
care  plans  in  their  suits. 

New  Jersey  hospitals  are  at  the  center 
of  a debate  over  the  use  of  nurse  aides, 
euphemistically  termed  unlicensed  assis- 
tive personnel  (UAP).  Geraldine  Moon, 
New  Jersey  Hospital  Association  (NJHA) 
vice-president  for  hospital  operations,  has 
compiled  a set  of  informational  resources 
on  UAP  and  made  a presentation  on  the 
subject  to  the  American  Hospital  Associ- 
ation. 

Many  registered  nurses  (RNs),  of 
course,  object  to  the  widespread  deploy- 
ment of  lesser  trained  individuals.  But, 
NJHA  argues  in  a position  paper  that 
UAP  "provide  the  necessary  support  ser- 
vices that  enable  the  RN  to  provide  direct 
nursing  care  in  hospitals." 

New  Jersey  officials  have  made 
strides  in  promoting  routine  med- 
ical care  for  poor  people.  Medicaid 
managed  care  is  partly  intended  to  pro- 
vide access  to  care  in  physicians'  offices, 
and  the  new  charity  care  managed  care 
program  starting  January  1 also  was 


designed  to  improve  access  to  ambulato- 
ry care  for  the  uninsured. 

New  research  supports  this  approach. 

Lisa  Simpson,  MB,  BCh,  MPH, 

deputy  administrator  of  the  Agency  for 
Health  Care  Policy  and  Research 
(AHCPR),  and  two  colleagues  at  the 
University  of  California-San  Francisco 
compared  birth  outcomes  in  San 
Francisco  and  Los  Angeles  between 
Medicaid-eligible  pregnant  women  who 
obtained  care  in  private  physicians' 
offices  and  those  who  obtained  care  in 
public  health  department  clinics.  Even 
when  adjusted  for  prenatal  care,  the 
results  included  far  worse  birthweight  and 
preterm  delivery  results  for  the  clinic 
patients,  according  to  Research  Activities. 

On  August  25,  1997,  Governor 
Whitman  signed  legislation,  A- 
1982,  repealing  the  requirement 
of  syphilis  testing  for  applicants 
for  marriage  licenses.  Instead, 
women  must  be  tested  at  the  time 
of  childbirth,  through  a blood 
sample  of  the  woman  or  the 
umbilical  cord.  Recall,  too,  that 
pregnant  women  must  be  advised 
to  undergo  HIV  testing. 

A trendy  term  in  policy  analysis  is 
"making  lemonade,"  which  refers  to  con- 
juring up  something  sweet  out  of  sour 
ingredients.  So,  according  to  an  Ameri- 
can Medical  News  retrospective  on  the 
AMA,  in  1933  AAAA  president  Dean 
Lewis,  MD,  reassured  the  public:  "In  some 
ways,  the  Depression  has  rendered  a 
great  service,  as  it  has  been  demonstrat- 
ed that  many  of  the  mechanical  aids  to 
practice  are  not  necessary  and  that  the 
cost  of  medical  service  may  be  greatly 
reduced.  ..." 

Neil  E.  Weisfeld 

Correction:  The  odds  ratio  for  the 
reported  readmission  of  early  discharge 
newborns,  noted  in  the  September 
"Newswatch"  should  be  1.12.  The 
editor  regrets  the  error. 
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Fas  t Facts 


Princeton  Insurance  Company 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 
insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 
together  rank  as  the 

Policyholders 

In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  by  the 
courts.  In  all,  we 
managed  1,377  cases 
last  year,  1,294  of 
which  were  favorably 
disposed  through 
dismissal,  summary 


nation's  eleven  th- 
largest  medical 
malpractice  insurer, 
with  policyholders  in 


judgment,  or  a trial 
that  resulted  in  a 
defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 
have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 


the  mid-Atlantic 
region  numbering 
almost  25,000. 


settlement.  Our 
approach  serves 
policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


Annual 

Report 

Published 

"Building  on  a Strong 
Foundation"  is  the 
theme  of  the  Princeton 
Insurance  Companies' 
1996  annual  report. 

The  publication 
explains  the  many 
ways  we've  responded 
to  policyholders' 
changing  needs,  such 
as  our  introduction  of 
preferred  pricing  for 
medical  professional 
liability  coverage, 
more  efficient  policy 
processing,  and 
streamlining  the  set-up 
of  claims  files  to  give 
our  consultants  more 
time  for  investigation 
and  analysis. 

For  your  free  copy 
of  the  report,  please 
call  our  Communica- 
tions department  at 
(800)  433-0157,  ext. 

216,  or  clip  and  return 
the  coupon  below. 


How  to  Reach  Us 

746  Alexander  Road,  Princeton,  NJ  08540 

(800)433-0157  (609)452-9404 

Visit  us  on  the  Internet  at: 

http://www.pinsco.com 


i_  1 

j YES!  I would  like: 

j □ More  information  about  professional  liability  insurance  j 
i □ A copy  of  Princeton’s  1996  annual  report 

• Name: I 

I Specialty: I 

i Address: I 

I City: | 

| State,  Zip: | 

j Phone  Number:  ( ) j 

Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 
P.0.  Box  5322,  Princeton,  NJ  08543-5322 
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*The  difference  between  assets  and  liabilities,  surplus  provides  a cushion  against 
large,  unanticipated  financial  losses. 
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Our  idea  of  a 
small  business  loan 
is  anything  but 
small. 


Your  small  business  loan 
is  a big  deal  to  us. 

You  can  receive  a Small  Business 
Administration  (SBA)  Loan  from  Valley 
National  for  as  little  as  $50,000  or  as  much 
as  $1,000,000.  And  because  Valley 
National  is  a Preferred  SBA  lender,  the 
approval  process  is  amazingly  quick.  In 
most  cases,  we  can  give  initial  credit 
approval  in  three  business  days  or  less. 

You'll  also  be  working  with  a team  of 
experts  who  specialize  in  satisfying  the 
needs  of  small  businesses.  Plus,  you'll  find 
the  monthly  payments  are  surprisingly 
affordable.  Use  your  loan  to  finance  your 
commercial  property  and  you'll  have  up  to 
25  years  to  pay  it  back.  If  you’re  borrowing 
to  finance  equipment  or  working  capital, 
you’ll  have  up  to  15  years  or  up  to  7 years 
respectively,  to  repay.  So  give  us  a call. 
Helping  to  grow  your  business  is  our 
business. 

1-800-SBA-6772 


\alley  National  Bank 


Member  Federal  Reserve  System.  Member  FDIC. 


An  Equal  Opportunity  Lender.  Preferred  SBA  Lender. 
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Critical  Treatment  for  tilt 
Future  of  Tour  Practice... 


Bef  ore  Its  Too  Late 


Wilentz,  Goldman  & Spitzer’s  Health 
Care  Law  Practice  Group  serves  health 
care  professionals  regarding:  group 
practice  formation  and  operations; 
management  service  organizations 
(MSOs);  physician  practice  manage- 
ment companies  (PPMCs);  managed 
care  contracting;  physician-hospital 
organizations  (PHOs);  independent 


physician  associations  (IPAs);  restrictive 
covenants;  and  regulatory,  employment, 
tax  and  litigation  matters.  Think  of  us 
as  preventive  medicine  for  your 
practice.  For  information  please  call  our 
Health  Care  Law  Practice  Group  Co -Chairs: 
Michael  F.  Schaff  at  (732)  855-6047  or 
Francis  V.  Bonello  at  (732)  389-5636. 


WILENTZ 
GOLDMAN 
& SPITZER 

ATTORNEYS  AT  LAW 


“Helping  The  Health  Care  Professional” 


Woodbridge,  NJ  ■ Eatontown,  NJ  ■ New  York,  NY 


http:/ /www.newjerseylaw.com 
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Direct  billing  for 
lab  services 

The  Medical  Society  of 
New  Jersey  (MSNJ)  Board  of 
Trustees  directed  that  the  fol- 
lowing information  on  direct 
billing  of  patients  for  laborato- 
ry services  be  reported  to  the 
membership. 

Recently,  the  Legislature 
passed  and  the  governor 
signed  into  law  S-1000,  which 
provides  that  laboratories  must 
directly  bill  patients  for  clinical 
laboratory  studies  rather  than 
bill  the  referring  physician. 
Vincent  Maressa,  JD,  MSNJ 
executive  director  and  general 
counsel,  presented  this  issue  to 
the  Board  of  Trustees  and 
advised  that  MSNJ  had  taken 
a position  to  monitor  the  bill 
and  not  actively  engage  in  it, 
either  pro  or  con.  The  Board 
of  Trustees  reaffirmed  that  posi- 
tion as  did  the  House  of 
Delegates  in  May  1997. 

Procedural  history.  The  bill 
was  introduced  in  March 
1996.  The  MSNJ  staff  analysis 
was  that  because  of  current 
law  and  ethics,  it  was  of  inter- 
est, but  did  not  warrant  an 
active  position.  It  was  present- 
ed to  the  Council  on  Legis- 
lation in  July  1 996,  and  the 
Council  on  Legislation,  with  no 
significant  debate,  placed  it 
on  the  "of  interest  list."  The 
Council  on  Legislation's  report 
went  to  the  Board  of  Trustees 


on  September  18,  1996.  The 
Board  of  Trustees  unanimously 
approved  the  Council  on 
Legislation's  position.  At  the 
Board  of  Trustees  meeting  on 
April  1 3,  1 997,  Mr.  Maressa 
requested  that  the  Board  of 
Trustees  reconsider  this  issue 
since  an  internist  from  Morris 
County  believed  MSNJ  should 
actively  oppose  the  bill.  The 
Board  of  Trustee's  decision 
was  that  the  position  should 
remain  unchanged  and  MSNJ 
should  not  expend  consider- 
able resources  attempting  to 
defeat  this  bill.  The  1997 
House  of  Delegates  concurred 
with  the  Council  on  Legislation 
and  the  Board  of  Trustees  deci- 
sion, without  any  expression  of 
concern  or  disagreement.  The 
bill  then  passed. 

Legal  history.  A current 
copy  of  NJ.S.A.  45: 1-10  was 
distributed.  It  was  originally 
enacted  in  1973,  with  a minor 
1 977  amendment.  The  origi- 
nal bill  stipulated  that  the  doc- 
tor must  disclose  to  the  patient 
the  name  of  the  outside  labo- 
ratory and  the  amount  paid  to 
it.  In  1977,  third-party  payors 
were  added  to  the  patient  dis- 
closure system.  It  is  not  known 
how  many  doctors  complied 
with  or  violated  this  24-year 
old  law,  but,  suffice  it  to  say, 
most  were  not  aware  of  its 
existence.  Mr.  Maressa  per- 
sonally has  not  found  one  that 
says  he  identified  the  laborato- 


ry and  the  specific  payment  as 
a matter  of  routine. 

A rule  [NJ.A.C.  13:35- 
6. 17  (c)  (5)  ] of  the  state 
Board  of  Medical  Examiners 
clearly  states  that  the  licensee 
can  only  bill  the  patient  for  the 
net  amount  paid  to  the  labora- 
tory. This  regulation  went  into 
effect  over  ten  years  ago. 
While  its  original  history  was 
controversial,  there  has  never 
been  any  issue  raised  against 
the  barrier  to  marking  up  a 
laboratory  discount. 

Obviously,  S-1000  does  not 
make  any  significant  change 
in  physician  revenues  allowed 
by  law  when  it  requires  the 
laboratory  to  directly  bill  the 
patient,  since  the  doctor  under 
the  pre-existing  regulation 
could  only  pass  through  the 
net  cost.  Then  and  now,  physi- 
cians could  bill  for  collection, 
processing,  and  interpretation. 

Ethics  history.  An  ethical 
opinion  adopted  before  1 977, 
by  the  AMA,  and  sustained  up 
to  and  through  today,  is  con- 
sistent with  the  present  New 
Jersey  law.  MSNJ  members 
are  bound  by  the  AMA  posi- 
tion. 

It  should  be  noted  that 
Medicare,  Medicaid,  and 
managed  care  already  have 
removed  the  physician  billing 
option  without  the 
advent  of  S-l  000. 
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DOES  YOUR  PATIENT  HAVE 
DISABLING  LOW  BACK 
AND  SCIATIC  PAIN? 


Allegheny  University  Hospitals,  MCP  is  pleased  to 
announce  the  opening  of  The  Spine  Center,  for  the 
comprehensive  medical  and  surgical  treatment  of 
spinal  disorders. 

Founder  and  Director  Parviz  Kambin,  M.D.,  is  the  pioneer 
of  arthroscopic  microdiscectomy,  a minimally  invasive 
technique  used  to  correct  disc  herniation.  In  addition 
to  this  procedure,  The  Spine  Center  offers: 

• Functional  restoration  services 

• Exercise  therapy 

• Medications 

• All  conventional  and  newly  developed 
spinal  procedures 

At  The  Spine  Center,  we  are  pleased  to  include  referring 
physicians  as  members  of  the  patient's  health  care  team 
and  always  preserve  your  primary  relationship  with 
your  patient. 

To  consult  with  our  physicians  or  to  refer  a patient, 
please  call  (215)  842-7335. 

The  Spine  Center 


ALLEGHENY 

UNIVERSITY  HOSPITALS 

MCP 


Not  affiliated  with  Allegheny  College,  the  liberal  arts  college  in  Meadville,  PA 
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NEWSMAKERS  Ljt 


A boost  for  nurses 

Nurse  leaders  from  the  New  Jersey  State  Nurses 
Association  and  The  Institute  for  Nursing  attended  Saint 
Barnabas  Health  Care  System's  first  annual  Nursing 
Leadership  Luncheon  thanking  nurses  for  their  com- 
mitment to  quality  health  care.  Highlighting  the  occasion 
was  Saint  Barnabas'  $ 1 5,000  contribution  to  The  Institute 


for  Nursing's  Capital  Campaign.  The  Institute  for  Nursing 
funds  initiatives  in  research,  continuing  education,  and 
scholarship  programs. 

Womanspace  marks  20th  year 


Lucille  Joel,  EdD,  RN  (center)  of  The  Institute  for  Nursing 
accepts  a $15,000  donation  from  Saint  Barnabas 
Health  Care  System  nurses  Barbara  Faruggio,  RN  (left)  , 
and  Nancy  Holocek,  RN. 

BME  ushers  in  leaders 


For  20  years,  a Mercer 
County-based  organization, 
Womanspace,  Inc  , has 

been  at  the  forefront  of  provid- 
ing services  for  victims  of 
domestic  violence.  Woman- 
space's  efforts  are  highlighted 
for  Domestic  Violence  Aware- 
ness Month  this 
month. 

"Our  clients  pre- 
sent with  a diversity 
of  needs.  They 
come  to  Woman- 
space  from  all  back- 
grounds," explains 
executive  director 
Patricia  M.  Hart, 

MSW,  LCSW.  The 
organization  works 
with  law  enforce- 
ment, the  courts,  social  service 
agencies,  and  health  care 
providers  to  meet  the  diversi- 
fied needs  of  clients. 

Womanspace's  Peace  in  the 
Home  program  aims  to  prevent 
abusive  behavior  with  a com- 
munity team  approach  of  pre- 


initiative provides  awareness, 
education,  prevention,  training, 
and  intervention  services  to 
individuals,  agencies,  and 
organizations.  "We  believe 
that  violent  and  abusive  behav- 
ior is  common,  pervasive,  indi- 
vidually learned,  and  socially 
and  culturally  sanc- 
tioned and  that  it 
can  be  unlearned, 
illegitimated,  and 
prevented,"  notes 
Hart. 

Woma  nspace 
draws  on  numerous 
model  approaches 
to  violence  and 
abuse  prevention, 
like  the  American 
Medical  Association 
(AMA)  Alliance's  program  in 
partnership  with  shelters 
against  family  violence,  the 
AMA  and  American  Bar 
Association  co-sponsored  fami- 
ly violence  conference,  and  a 
joint  education  and  training 
collaboration  with  the  Mercer 


Patricia  Hart 


New  officers  at  the 
state  Board  of  Medical 
Examiners  have  begun 
their  one-year  terms: 

MSNJ  member  Ber- 
nard Robins,  MD,  as 
president;  Gregory 
J Rokosz,  DO,  as 
vice-president;  Daniel 
Weiss,  as  secretary; 
and  MSNJ  member  Bennett 
C.  Rothenberg,  MD,  as 
treasurer. 


Toolbox  for  docs 

MSNJ  has  joined  The  Peer 
Review  Organization  of  New 
Jersey,  Inc.  (The  PRO)  and  the 
New  Jersey  Department  of 
Health  and  Senior  Services  in 
their  1997  Influenza  and 
Pneumococcal  Vaccina- 
tion Campaign  (see  article 
on  page  39).  The  PRO  has 
developed  the  physician  office 
"toolbox"  to  streamline  the  vac- 
cination process.  The  toolbox 
contains  pertinent  information 
ranging  from  whom  and  when 
to  vaccinate  to  proper  billing 
procedures.  Toolboxes  are 
available  free  of  charge  by 
calling  Lisa  Hibbs  at  MSNJ  at 
609/896-1766,  ext.  258. 


vention  and  intervention.  This  County  Medical  Society. 


continued  on  page  12 
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THE 

LAW  OFFICES  OF 
DOUGLAS  FROMBERG 


WILLS,  TRUSTS  & 
ESTATE  PLANNING 
RETIREMENT  PLANNING 
EMPLOYMENT  MATTERS 
BUSINESS  PLANNING 


FINANCIAL  PLANNING 
TAX  MATTERS 
INSURANCE  PLANNING 
ASSET  PROTECTION 


YOU’VE  WORKED  HARD 
PROTECT  YOUR  ASSETS 


FREE  INITIAL  CONSULTATION 
OFFICES  IN  MORRISTO  WN&RARITAN 
(201)  993-1515 

33  MARKET  STREET,  SUITE  100 
MORRISTOWN,  N.J.  07960 


Healthy  Kids 


Produced  by  the  Caucus  Educational  Corporation,  Putgers-Newark,  NJN-The  New  Jersey 
Channel  and  Thirteen/WNET. 


Host  Steve  Adubato 


❖ Program  Alert  ❖ 

Healthy  Aging  — Tune  in  to  the  next  installment  of  Caucus’s  look  at  healthy  living. 
Join  Steve  Adubato  when  he  talks  with  physicians/geriatricians,  as  well  as  "maturing" 
individuals  about  a range  of  health  issues  that  concern  them  most.  Sunday,  November 
23  at  noon  on  Thirteen/  WNET.  Check  local  listings  in  December  for  NJN-The  New 
Jersey  Channel. 


®cus 

H E U)  JERSEY 
www.caucusnj.org 

Tune  in  to  Emmy 
Award-winning  anchor 
Steve  Adubato  for 
“Healthy  Kids,”  A Caucus: 
New  Jersey  special  presen- 
tation, and  find  out  what 
today’s  parents  are  doing 
to  keep  their  children 
healthy  and  happy. 


NJN  - The  New  Jersey  Channel 


^ Wednesday,  October  I at  6:30  PN 

Member 

Funded  by: 

& MERCK 
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continued  from  page  10 

People  in  the  news  In  print  and  online 


Tuan  Dinh,  MD,  and  Tho- 
mas Westover,  MD,  have 
joined  the  staff  at  Newcomb 
Medical  Center,  Department  of 
Obstetrics  and  Gynecology  in 
the  Section  of  Maternal/Fetal 
Medicine. 

The  Cancer  In- 
stitute of  New  Jer- 
sey at  Hamilton 
welcomes  Henry 
Ernest  Sprance, 

MD,  PhD,  to  its 
medical  staff. 

Pediatric  rheumatolo- 
gist Elizabeth  Cha- 
lom,  MD,  has  been 
appointed  Section 
Head  of  Pediatric  Rheu- 
matology at  Saint  Bar- 
nabas Medical  Center. 
Gabriella  A. 
Weiss,  MD,  has  been  named 
to  the  Board  of  Trustees  of 
Passaic  Beth  Israel  Hospital.  Dr. 
Weiss  specializes  in  internal 
medicine  and  infectious  dis- 
eases. 

Shane  Flem- 
ing joins  Raritan 
Bay  Medical  Cen- 
ter as  a controller. 

Mercer  Medi- 
cal Center  wel- 
comes Ray- 
mond Resnick, 

MD  as  the  med- 
ical director  of  the  cardiac 
catherization  laboratory  at  the 
medical  center. 


Raymond 
Resnick,  MD 


Elizabeth 
Chalom,  MD 


To  Improve  Health  and  Health  Care , 1 997  has  been  published  by 
The  Robert  Wood  Johnson  Foundation,  in  Princeton.  In  addition  to  its 
print  form,  the  book  is  available  online  at  www.rwjf.org,  the 
Foundation's  web  site. 

This  book,  the  first  in  a series,  reflects  the  Foundation's  commitment 
to  sharing  knowledge  resulting  from  its  grantmaking  with  those  who 
can  use  and  benefit  from  this  information. 


Reaching  out  to 
the  community 


The  new  health  care 
facility,  Monmouth 
Health  Center,  brings 
primary  care  services  into 
the  local  community  and 
away  from  Monmouth 
Medical  Center's  walls. 

The  Center — funded  in  part 
by  a grant  from  the  Com- 
petitive Initiatives  Program 
of  the  New  Jersey  Department  of  Health  and  Senior 
Services — provides  primary  care  services  for  everyone 
from  infants  to  senior  citizens  with  a wide  range  of  ser- 
vices including  women's  health  care,  prenatal  care,  nutri- 
tional counseling,  and  screenings. 


From  left  to  right:  Actress  Janet  Hubert;  i 
member  Ellen  Cosgrove,  MD;  LeRoy  J.  He 
Assemblyman  Steven  Corodemus;  Vincent  Jd 
and  Connie  Clark. 


Money  for  kids 


New  specialized  equipment  at 
Saint  Barnabas  Medical 
Center  will  enhance  the  assess- 
ment of  urological  problems  in 
children.  The  Urolab  Janus  System 
II  V 3.6  provides  extensive  mea- 
surements of  function,  coordina- 
tion, and  pressures  of  the  bladder 
and  will  pinpoint  congenital  and 
acquired  abnormalities  of  the  blad- 
der. This  state-of-the-art  equipment  was  purchased  with 
a $72,000  grant  from  Toys  "51"  Us. 


From  left  to  right:  MSNJ  member 
Minnefor,  MD;  Bertha  Lauritano;  Jeff 
Ronald  J.  Del  Mauro;  and  Jeffrey  Stock, 
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Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 
Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


The  Medical  Manager 

A fully  integrated  practice  management  solution 

Over  16  years’  experience  in  providing 
healthcare  automation  solutions 

Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 

Leap}  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  us 
at  800.677.7784,  201.808.0088,  or  www.medicalmanager.com. 

Medical 
Manager 

Corporation 

RTI,  Inc.  and  Medix 


Balancing  Quality  With  the  Bottom  Line 


Practicing  medicine 
= good 

Practicing  running 
a business 
=h  good 

Practice  management  and 
practice  efficiency  solutions 
from  professionals  with 
hands-on  experience 

WITHUM,  SMITH  & BROWN 

Certified  Public  Accountants  & Consultants 
Health  Services  Department 

100  Overlook  Center 
Princeton,  NJ  08540 
609-520-1188 
http:/ / www.withum.com 

Offices  in  New  Jersey  and  Pennsylvania 


INDEPENDENT  ACCOUNTING  FIRMS  INTERNATIONAL 
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ONLINE 


M S N J 


Totally  wired 

Experience  the  Internet  as  it  was  meant  to 
be.  High-speed  Internet  access.  Images  that 
come  alive  almost  instantly  with  the  very  fast 
T1  connection  and  200  MMX  Mhz  processors 
with  4 mg  videogram. 
For  this  and  a great 
meal,  spend  some 
time  at  Totally  Wired 
Cyber  Restaurant 
(http://www.twired. 
com)  in  Princeton. 
This  unique,  new 
technology  themed 
restaurant  offers  ev- 
erything you  want 
from  the  Internet — video  conferencing,  e-mail 
and  newsgroup  ability,  games,  virtual  reality 
experiences,  and  demo  technology.  And  don’t 
forget  to  have  dessert. 

Savvy  survey 

Where  do  the  top  New  Jersey  health  care 
and  business  professionals  turn  online  to  keep 
up  with  today’s  health  care  topics  and  issues? 
To  find  out  their  favorite  web  sites,  we  sur- 
veyed NJM  Review  Board  members;  their 
choices  are: 

• http://www.hcfa.gov  (Health 
Care  Financing  Administration) 

• http://www.nih.gov  (Nation- 
al Institutes  of  Health) 

• http://www.cdc.gov  (Centers 
for  Disease  Control) 

• http://www.ncqa.org/  (Na- 
tional Committee  for  Quality  As- 
surance) 

• http://www.osha.gov  (Fed- 
eral Occupational  Safety  and 
Health  Administration) 

• http://text.nlm.nih.gov/  (U.S. 
National  Library  of  Medicine) 

• http://www.stpt.com/ 
(Starting  Point) 

• http://www.njcommunity.org/hslanj/ 
(Health  Sciences  Library  Association  of  New 
Jersey) 

• http://www.ama-assn.org  (American 
Medical  Association) 

• http://www.diabetes.org  (American  Dia- 
betes Association) 


Intranet  101 

Health  care  has  taken  the  leap  into  the  new 
frontier  of  intranets  and  extranets — with 
pleasing  results.  What  are  they?  An  intranet  is 
an  internal  network  that  allows  access  exclu- 
sively to  people  within  an  organization  (like  a 
health  care  system).  Taking  it  a step  further,  an 
extranet  is  an  intranet  that  also  lets  other  users 
in  the  “outside  world”  (like  patients,  pro- 
viders, or  suppliers)  access  portions  of  the  net- 
work. Experts  anticipate  tremendous  growth 
in  the  intranet  market — $28  billion  by  1999. 
Health  care  trendsetters  include  The  Mayo 
Clinic,  Texas’  Baylor  Health  Care  System,  and 
Pennsylvania’s  Gessinger  Health  Care  System. 
The  lure  is  an  attractive  price  tag  and  other 
benefits  like  improved  communications,  a 
decrease  in  the  geographic  gap,  and  quick 
access  to  info. 


Bookmarks 

www.iapac.org 

The  International  Association  of 
Physicians  in  AIDS  Care  offers  a page  on 
its  web  site  for  immunocompromised 
women  whose  immune  sys- 
terns  are  affected  by  condi- 
tions like  HIV/AIDS,  autoim- 
mune diseases,  environmental 
pathogens,  or  chemotherapy. 

www.amhrt.org 

The  American  Heart 
Association  offers  news,  sup- 
port group  information,  and  literature  to 
assist  coronary  and  stroke  patients. 

www.slanguage.com/jersey.html 

Here’s  the  place  to  go  to  learn  about  the 
numerous  accents  in  New  Jersey. 

www.patent.womplex.ibm.com 

Find  out  if  someone  else  already 
thought  of  your  idea  for  a medical  device 
at  International  Business  Machines  web 
site. 

www.healthtouch.com 

An  all-inclusive  site  for  elder  care,  with 
local  and  national  resources. 
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Introducing 

theHMO 

that  protects  your 

freedom 

American  Preferred  is  a managed  care  company  created  to 
offer  both  Physicians  and  Members  more  of  what  they  want... freedom! 


Freedom  for  doctors  At  American 

Preferred,  our  doctors  are  free  to  prescribe  treatments 
without  undue  policy  restrictions  or  untimely  delays. 
Our  Open  Recruitment  Policy  protects  your  natural 
referral  relationships  by  giving  you  the  freedom  to 
nominate  your  colleagues  to  our  network.  Our 
fee-for-service  reimbursement  philosophy 
offers  further  freedom  to  practice  medicine. 

Freedom  for  members 

Continuity  of  care  is  important  to 
us,  so  we  encourage  Members  to 


bring  their  family  physicians  into  the  network.  This 
freedom  also  protects  the  physician-patient  relationship. 

Freedom  for  employers  our  hmo 

and  POS  products  offer  simple  claims  processing  with 
virtually  no  paperwork.  This  allows  employers  to  offer 
their  employees  a low-maintenance  plan  with  a 
high  degree  of  acceptance.  And  a toll-free  help 
line  further  frees-up  employers'  administrative  time. 

Discover  the  results  of 

freedom  for  yourself.  Simply  call 
the  toll-free  number  below. 


American  Preferred 

Provider  Plan,  Inc. 


Call  1-800-616-1170 for  information  or  a free  brochure 
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Superior  Sub-Acute 
Care  Means  Faster 
Recovery...That's 
the  Bottom  Line! 


In  a time  when  managed  care  has  the  healthcare 
industry  re-evaluating  everything  it  does,  New  Jersey 
Postacute  Network  has  remained  focused  on  a single, 
time-tested  concept  that  benefits  everyone:  superior  care. 

By  providing  better  care  in  a skilled  nursing  environment, 

NJPAN  can  provide  major  cost  savings  to  managed  care 
organizations  by  reducing  the  duration  of  acute,  in-patient 
care  and  achieving  faster  recovery  NJPAN  offers  case 
managers  comprehensive  outcome  reporting  that  keeps 
them  completely  informed  on  the  patient's  progress, 
resource  utilization  and  cost  factors.  We  also  provide 
numerous  specialty  services  like  ventilator  management,  “rEP 

traumatic  brain  injury  rehab,  pediatrics,  dialysis  and  others 
which  make  it  easy  to  place  traditionally  hard  to  place 
patients.  The  final  result:  patients  gain  a greater  level  of 
independence  and  return  to  their  family  or  occupation 
faster  NJPAN  - Everyone  wins! 

For  more  information  or  to  make  a referral 
please  call  NJ  PAN  at 

800-356-5726 

623  Eagle  Rock  Avenue  • Suite  #6  • West  Orange,  NJ  07052 
973-73 1-4774  • Fax:  973-73 1-8895 

NJPAN  SUBACUTE  PROVIDERS 


Instrumental  ADL  - Ail  Patients 


□ : 

Admission  > 

■ 

Discharge 

Level  of  Independence 


Facilities  accredited  by: 


n Accreditation  of  Healthcare  Organizations 


NJPAN 


NEW  JERSEY  POSTACUTE  NETWORK 


Bey  Lea  Care  Center  • Inglemoor  Care  Center  • Laurelton  Care  Center  • Forest  Manor  Health  Care  Center  • Whiting  Healthcare  Center  • Silver  Care  Cente 
Hamilton  Park  Health  Care  Center  • Mediplex  of  Oradell  • Mediplex  Subacute  Center  • Meadow  View  Nursing  & Respiratory  Care  Center 
Lakeview  Subacute  Care  Center  • STAR  Program  at  Linwood  Convalescent  Center  • Clark  Nursing  and  Rehabilitation  Center  • Broadway  House  for  Continuing 
Care  • Voorhees  Pediatric  Facility  • The  Neuro-Med  Brain  Injury  Rehabilitation  Center  and  King  James  of  Somerset 
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EDITOR’S 


DESK 


It’s  business 
as  usual 


The  terms  managed  care  and  HMO  were 
foreign  to  me  until  I met  a young  attending 
surgeon  affiliated  with  my  residency  program. 
He  was  employed  by  the  Health  Insurance 
Plan  of  New  York  (HIP),  and  was  the  only 
salaried  surgeon  I knew  for  many  years. 

In  the  turbulent  70s,  the  decade  of  wage-fee 
freezes  and  the  loss  of  malpractice  insurers, 
the  Rutgers  Community  Health  Plan  (RCHP), 
patterned  after  the  successful  Harvard  model, 
opened  its  doors  in  the  New 
Brunswick  area.  This  did  not 
affect  me,  but  it  impacted  con- 
siderably on  the  pediatricians 
and  family  physicians  on  the 
west  side  of  the  county.  We 
learned  quickly  about  staff, 
group,  and  independent  prac- 
tice association  (IPA)  HMOs. 

We  learned  that  they  could 
provide  good  medical  care  at 
lower  prices  (premiums)  when 
there  was  fat  in  the  system. 

In  response  to  the  presence 
of  RCHP,  a small  cadre  of 
physicians  from  Middlesex  and 
Union  Counties  hired  a knowl- 
edgeable administrator,  formed 
the  Central  Jersey  IPA  (CJIPA),  and  estab- 
lished the  Mid-State  Health  Plan,  which 
became  Healthways.  All  was  well  until 
Healthways  decided  to  become  for-profit,  with 
stock  perks  for  insiders.  We  divorced;  CJIPA 
contracted  with  another  HMO,  and 
Healthways  accepted  another  IPA  and  eventu- 
ally was  absorbed  by  Aetna. 


Instead  of  the 
Legislature 
monitoring  and 
regulating 
managed  care 
plans,  how 
about  a public 
utility 

commission  for 
health  care 
delivery  to  do 
the  job? 


Since  then,  the  managed  care 
market  has  exploded  in  New 
Jersey,  but  the  pervading  com- 
mercial interests  of  the  insurers 
continue  to  leave  a bitter  taste  in 
my  mouth. 

RCHP  did  well  and  expanded. 

Then  it  was  acquired  by  HIP  But 
the  Garden  State  Medical  Group  (GSMG), 
which  served  RCHP  for  many  years,  had  its 
contract  die  at  the  beginning  of 
this  year  when  it  refused  to 
have  its  200  full-time  doctors 
sign  an  exclusive  contract,  and 
a group  from  the  Robert  Wood  ^ 
Johnson  University  Hospital 
took  over. 

Now  we  read  that  HIP,  with 
its  200,000  subscribers,  will  be 
acquired  by  PHP  Healthcare  p| 
Corporation  (PHP)  of  Reston, 
Virginia,  if  the  state  and  the  feds 
approve,  and  will  be  folded  into 
a network  called  Pinnacle 
Health  Enterprises.  PHP  i 
Healthcare,  no  relation  to  the 
Physician  Healthcare  Plan  of 
New  Jersey  (PHPNJ),  already 
has  contracts  with  other  insurers  in  New 
Jersey,  including  Blue  Cross/Blue  Shield,  and  f 
has  ten  health  centers  of  its  own  in  New  Jersey.  R 
Ironically,  physicians  in  most  of  the  combined 
centers  will  be  able  to  accept  and  treat  patients 
outside  the  plan.  (So  much  for  HIP’s  insistence 
that  GSMG  physicians  give  undivided  loyalty  r 
to  the  plans  subscribers!) 


Howard  D.  Slobodien,  MD 
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The  selfish  spirit  of  commerce,  which  knows  no  country,  and  feels  no  passion  or  prin- 
ciple hut  that  of  gain.  Thomas  Jefferson,  in  a letter,  April  15,  1809 

Utility  is  our  national  shibboleth:  the  savior  of  the  American  business  is  fact  and  his 
uterine  half-brother,  statistics.  Edward  Dahlberg,  The  Carnal  Myth,  1968 


The  plot  thickens.  In  early  August,  PHP 
released  a staff  memo  to  1,200  employees  at 
18  HIP  centers.  In  effect,  it  said,  “Sorry,  we 
don’t  care  about  loyalty.  When  we  take  over, 
you  will  all  be  fired  and  will  have  to  reapply 
for  your  jobs.  None  of  you  has  any  guarantee.” 
A couple  of  weeks  later,  HIP  sent  out  a similar 
notice  to  400  office  employees.  William  J. 
Lubin,  executive  vice-president  and  CEO  of 
the  commercial  (emphasis  mine)  managed 
care  part  of  PHP  noted  that  they  planned  to 
interview  only  a total  of  900  employees,  most- 
ly physicians  and  other  caregivers.  What  hap- 
pened to  the  other  300,  and  what  will  happen 
to  the  400  targeted  by  HIP?  When  Lubin  was 
questioned  about  the  potential  reduction  in 
the  workforce,  he  referred  it  back  to  HIP;  HIP, 
naturally,  referred  it  back  to  PHP 

Doesn’t  the  maneuvering  by  HIP  and  PHP 
bear  a striking  resemblance  to  the  restructur- 
ing seen  frequently  in  recent  years  by  other 
commercial  enterprises,  such  as  airlines  and 
department  stores?  Could  these  machinations 
possibly  be  designed  to  force  lower  salaries,  to 
obliterate  collective  bargaining,  and  to 
increase  profits  on  the  backs  of  lower-paid 
employees? 

Managed  care  companies  have  been  under 
attack  recently — by  the  media,  by  the  public, 
and  by  legislators.  The  recent  criminal  investi- 
gation of  Columbia/HCA  Healthcare  Corpora- 
tion has  added  to  the  criticism  and  forced  that 
company  to  retrench  and  to  re-evaluate  its 
structure  and  activities;  it  says  it  will  change 
or  remove  many  of  the  controversial  business 
practices  in  a firm  almost  completely  dedicat- 
ed to  profit.  One  would  expect  other  prudent 
health  care  delivery  corporations  to  avoid 
insouciant  pejorative  behavior  at  this  time. 
But  an  organization  that  refuses  to  see  a 


patient  with  severe  back  and  hip  pain  within 
one  week  unless  the  patient  was  paralyzed  or 
incontinent,  because  the  guidelines  say  so, 
can  be  expected  to  mock  physicians,  patients, 
and  the  general  public  with  a commercial 
restructuring  of  its  operation.  (References  on 
request.)  The  Journal  of  Family  Practice  pub- 
lished a list,  similar  to  the  style  of  David 
Letterman,  of  the  top  ten  rejected  names  for 
managed  care  plans.  Number  2 was  ‘Chapter 
11  Health  Plan.’  If  the  name  fits  ...  . 

Adam  Yarmolinsky,  in  an  “Open  Letter  to 
Alain  Enthoven,”  published  in  the 
July/August  issue  of  Health  Affairs,  wrote, 
“The  supporters  of  managed  care,  including 
commercialized  care,  need  to  pay  more  atten- 
tion to  the  bad  things  that  profit-seeking 
giants  are  doing  to  health  care  delivery.” 
Enthoven’s  reply,  in  the  same  issue,  included, 
“I  believe  the  best  attainable  result  will  come 
from  a pluralistic  market  system,  with  health 
plans  held  accountable  by  active,  informed, 
concerned  purchasers  who  measure  perfor- 
mance and  by  informed,  responsible  con- 
sumers, backed  by  effective  government  insti- 
tutions that  define  and  secure  rights,  protect 
consumers,  and  improve  the  functioning  of 
markets.” 


A year  ago  I suggested  it  might  be  prudent 
to  revisit  the  concept  of  a single-payer  pro- 
gram structured  differendy  from  those  now. 
extant,  even  though  managed  care  plans,  their 
highly  paid  employees,  and  their  stockholders 
would  fight  it  tooth  and  nail.  It  still  merits 
consideration.  In  addition,  instead  of  having 
the  legislators  having  to  continually  monitor 
and  regulate  managed  care  plans,  how  about  a 
public  utility  commission  for  health  ■«■■■ 
care  delivery  to  do  the  job? 
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A healthy  heart  performs  enough 
work  in  one  hour  to  lift  3,000  pounds 


\ 


When  Sue’s  heart  didn’t,  she  consulted 
the  experts  at  New  Jersey’s  only 
comprehensive  heart  failure  program. 


Heart  failure  occurs  when  your  heart 
is  not  pumping  blood  as  it  should. 
This  can  happen  when  the  heart  is 
damaged  by  disease,  a heart  attack,  or 
because  your  heart’s  valves  are  not 
working  properly.  At  the  Heart  Failure 
Treatment  and  Transplant  Center  at 
Newark  Beth  Israel  Medical  Center, 
affiliated  with  the  Saint  Barnabas  Health 
Care  System,  we’re  dedicated  to  providing  the  most 
outstanding  treatment  for  patients  with  heart  failure. 


A resident  of  New  York  State,  everyone  told  Sue  to 
go  to  New  York  City  for  a transplant.  Everyone, 
that  is,  except  her  cardiologist.  The  waiting  time  in 
New  York  was  way  too  long  for  Sue’s  condition. 

So,  she  came  to  Newark  Beth  Israel,  where  she 
received  a heart  within  weeks.  Now,  four  years 
later.  Sue  is  actively  enjoying  life,  raising  her 
family,  and  educating  others  about  the  importance 
of  organ  donation. 


For  more  information  and 

1 (888)  8-HEART-l. 


brochure,  | 


call 


1 


Sue,  Heart  Transplant 
recipient,  with  her  children. 


We’re  right  here  when  you  need  us. 

■ ■ NEWARK  BETH  ISRAEL 

■ ■ MEDICAL  CENTER 

An  affiliate  of  the  Saint  Barnabas  Health  Care  System 


We’re  able  to  deliver  this  premier  level  of  care  by 
offering  the  most  experienced  and  only  comprehensive 
program  in  New  Jersey.  Our  team  approach 
combines  life-enhancing  investigational  drug 
therapies,  innovative  treatments  such  as  the 
Left  Ventricular  Assist  Device  (LVAD),  and  a 
record  of  successful  heart  transplantation. 

Among  Newark  Beth  Israel’s  more  than  140 
successful  heart  transplant  recipients  is  Sue.  A 
38-year-old  mother  of  three.  Sue  actively  enjoyed 
life,  watched  her  weight  and  cholesterol,  ami 
worked  out  at  the  gym  twice  a week.  Then,  one 
day,  she  received  a major  jolt  — a life-altering 
heart  attack.  Although  medication  saved  Sue’s 
life,  her  heart  was  permanently  damaged. 

Her  only  chance  for  survival  was  a heart 
transplant. 
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Malpractice 
insurance 
policies  are 
strange  animals. 
Beware  of  the 
ones  with  tails. 

Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a tail 
— to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain  cov- 
erage with  us  until  retirement,  you’ll  never 
have  to  purchase  a tail,  and  you’ll  still  be 
protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We’d  like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  Managed  Care  Survival  Kit  for  Phyoieiano. 

To  receive  your  complimentaiy  copy  of  this 
useful  guide,  please  call  us  at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH,  PO  BOX  217 
ISELIN,  NJ  08830-0217 
800-684-0876  • 732-205-9800 
FAX:  732-205-9496 
E-MAIL:  bcszerlip@aol.com 

Profedoional  Iiuurance  Serviced 
for  Health  Care  Provide  ro 


You  take  care  of  your  patients.  We’ll  take 
care  of  the  health  of  your  practice.  Our  group 
of  health  care  accounting  specialists  provides 
the  medical  community  with  the  right  type 
of  analysis  and  counseling  to  be  successful. 
Since  we’re 
dedicated  to 


1 RACTICE 

Good  Financial 
Medicine. 


increasing 
your  prof- 
itability, never 
simply  report- 
ing it,  we’ll  see 
to  it  that  your  practice  stays  healthy  for 
many  years  to  come.  To  experience 
our  unique  approach,  please  call  Ira  S. 
Rosenbloom,  Managing  Director, 
at  201-882-1100. 


Profitability  Consultants  ■ Certified  Public  Accountan! 
60  Route  46  East,  Fairfield,  NJ  07004 
Tel:  201-882-1100  Fax:  201-882-1560 


OUR  FOCUS  IS  YOUR  SUCCESS. 


THE  RIGHT  PRESCRIPTION 
FOR  YOUR 


CALLERS 


Messaae-On-Hold  Systems 


Use  your  telephone  music-on-hold  feature  to 
Jf  Promote  Services  Jf  Reassure  Callers 
Educate  & Inform  Jf  Encourage  Referrals 


HOLD 


Serving  the  NJ  Healthcare  Industry  Since  1987 


Call  1-800-666-6465 

http://www.holdcom.com 
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Only  you  can  help 

MAKE  MSNJ  STRONGER  Carl  Restivo,  Jr,  MD 


Dr.  Restivo  is  president 
of  the  Medical  Society  of 
New  Jersey  (MSNJ). 

These  remarks  were 
delivered  to  the  MSNJ 
House  of  Delegates. 

I would  like  to  speak  to  you 
about  my  interest  in  the  role  of 
the  medical  profession  in  soci- 
ety, my  enthusiasm  for  the 
recruiting  and  retaining  of 
members,  and  the  obligation 
we,  as  physicians,  must  take  to 
encourage  smoking  cessation 
in  New  Jersey.  These  are  the 
roles  of  the  medical  profession 
in  society. 

Across  the  nation,  the  face  of 
health  care  is  changing.  Medi- 
cine once  was  a cottage  indus- 
try composed  of  rugged  indi- 
vidualists. Now,  physicians 
have  been  called  upon  by  soci- 
ety to  be  participants  in  a much 
larger  and  varied  health  care 
system.  Billion  dollar  corpora- 
tions, almost  universally,  have 
successfully  transformed  the 
self-employed  physician  to  that 
of  an  employee  of  large  health 
care  company.  Chaos,  confu- 
sion, and  resentment  have 
reigned,  but  there  is  hope  on 
the  horizon. 

When  Abraham  Lincoln  was 
asked  for  a saying  that  would 
be  appropriate  for  any  given 
situation,  he  thought  for  a 
minute  and  then  said,  "And  this 
too  will  come  to  pass." 

Our  own  James  S.  Todd, 
MD,  told  the  American  Medical 


Association  (AMA)  delegation 
in  1 996,  "When  more  patients 
are  dissatisfied  with  their  care 
than  are  pleased  with  it,  the 
whole  managed  care  system  as 
we  know  it  will  self-implode." 

Today,  in  mature  managed 
care  markets,  doctors  are 
banding  together  and  for  the 
first  time  are  negotiating  direct- 
ly with  employers  and  unions. 
They  are  able  to  charge  less 
than  the  HMOs  and  still  pro- 
vide more  care  because  they 
do  not  have  to  include  stock- 
holder profits  and  huge  salaries 
for  administrators  in  their  pre- 
miums. 

We  congratulate  New  Jersey 
Commissioner  of  Health  and 
Senior  Services  Len  Fishman  on 
his  promulgation  of  HMO  regu- 
lations. Thanks  to  Commission- 
er Fishman  and  Fred  Palace, 
MD,  Louis  Keeler,  MD,  and 
Anthony  Caggiano,  Jr,  MD,  our 
state  has  taken  the  lead  and 
developed  the  nation's  strong- 
est set  of  HMO  regulations. 
These  regulations  are  taking 
effect  this  year. 

There  are  many  hard  won 
patient  benefits  included  in  the 
regulations.  Think  of  how  dif- 
ferent the  practice  of  medicine 
would  be  without  them.  In  brief, 
HMOs  are  prohibited  from 
retaliating  against  physicians 
for  serving  as  patient  advo- 
cates; the  medical  director  of  a 
managed  care  organization 
must  be  licensed  in  New  Jersey 
and  be  accountable  to  our  state 


Board  of  Medical  Examiners 
(BME);  authorization  request 
lines  will  be  staffed  24  hours  a 
day;  only  a physician  may 
deny  requests  for  authoriza- 
tion; HMOs  may  not  put  physi- 
cians in  a situation  of  having  to 
violate  state  licensure  laws,  as 
in  matters  of  patient  confiden- 
tiality; gag  clauses  are  banned 
from  HMO  contracts;  there  will 
be  new  incentives  for  prompt 
payment  to  providers;  patients 
with  dual  insurance  coverage 
such  as  employed  spouses 
each  with  family  coverage  will 
obtain  reimbursement  from  the 
insurer  or  HMO;  and  there  will 
be  no  retroactive  denials  of 
preauthorizations. 

As  of  now,  these  regulations 
apply  solely  to  HMOs.  In  addi- 
tion to  these  regulations,  we 
now  need  state  legislation.  We 
need  the  Health  Care  Quality 
Act,  which  was  signed  into  law 
on  August  7,  1997.  This  Act 
enshrines  many  of  these  protec- 
tions in  law,  so  that  no  future 
commissioner  may  repeal 
them.  The  Act  also  extends 
many  of  these  protections  to 
managed  care  organizations 
other  than  HMOs.  Lastly,  the 
Act  requires  that  a point-of-ser- 
vice  option  be  included  in  all 
policies.  Patient  care  already 
has  improved  immeasurably 
from  all  of  our  hard  work  on  the 
HMO  regulations.  The  Health 
Care  Quality  Act  will  improve 
the  quality  of  care  to  New 
Jersey's  citizens  even  further. 
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How  does  this  relate  to  our 
role,  as  physicians,  in  society? 

The  answer,  of  course,  is  we 
care  for  patients  but  we  also 
are  partners  in  a health  care 
system  that  must  provide  timely, 
high-quality,  cost-effective  care 
for  our  citizens.  In  these  times, 
when  the  physician's  role  in  the 
providing  of  health  care  is 
being  redefined,  it  is  important 
to  emphasize  that  a doctor's 
primary  responsibility  always  is 
to  do  what  is  right  for  the 
patient.  Our  role  is  typified  in 
the  new  HMO  regulations.  We 
are  advocates  for  our  patients 
and  our  profession. 

Early  in  my  career,  my 
father,  a successful  inner-city 
family  physician,  taught  me  the 
difference  between  a job  and  a 
profession.  "In  a grocery  store, 
the  poor  and  the  well-to-do  pay 
the  same  for  a loaf  of  bread," 
he  said.  "In  a profession,  you 
always  have  the  option  of  giv- 
ing your  skill  and  knowledge 
away." 

In  1957,  retired  federal  dis- 
trict court  judge  Elbert  Tuttle 
addressed  the  graduating  class 
of  Emory  University.  His  words 
made  a deep  impression  on 
me,  and  I would  like  to  share 
part  of  his  speech  with  you. 

"The  professional  man  is  one 
who  in  essence  provides  ser- 
vice. But  the  service  he  renders 
is  more  than  that  of  the  labor- 
er— even  the  skilled  laborer.  It 
is  a service  that  wells  up  from 
the  entire  complex  of  his  per- 
sonality. True,  some  specialized 
and  highly  developed  tech- 
niques may  be  included;  but 
their  mode  of  expression  is 
given  its  deepest  meaning  by 
the  personality  of  the  practition- 


er. In  a very  real  sense  his  pro- 
fessional service  cannot  be  sep- 
arated from  his  personal  being. 
He  has  no  goods  to  sell;  no 
land  to  till.  His  only  asset  is  him- 
self. It  turns  out  that  there  is  no 
right  price  for  service,  for  what 
is  a share  of  a man's  worth?  If 
he  does  not  contain  the  quality 
of  integrity,  he  is  worthless.  If 
he  does,  he  is  priceless,  the 
value  is  either  nothing  or  it  is 
infinite. 


"So  do  not  try  to  set  a price 
on  yourself.  Do  not  measure  out 


Carl  Restivo,  Jr,  MD 


your  professional  services  on 
an  apothecary's  scale  and  say 
only  this  for  so  much.  Do  not 
debase  yourself  by  equating 
your  souls  to  what  they  will 
bring  on  the  market.  Do  not  be 
a miser,  hoarding  your  talents 
and  abilities  and  knowledge 
either  among  yourselves  or  in 
your  dealings  with  your  clients, 
patients,  or  flock.  Rather,  be 
reckless  and  spendthrift,  pour- 
ing out  your  talent  to  all  to 
whom  it  can  be  of  service; 
throw  it  away,  waste  it — and  in 
the  spending  be  of  service.  Do 
not  keep  a watchful  eye  lest 
you  slip  and  give  away  a little 


| 

bit  of  what  you  might  have  1 
sold.  Do  not  censor  your  j 
thoughts  to  gain  a wider  audi-  j 
ence.  Like  love,  talent  is  useful  j 
only  in  its  expenditure  and  it  is  :4 
never  exhausted. 

"Certain  it  is  that  man  must  .j 
eat,  so  set  what  price  you  must  -i 
on  your  service.  Never  confuse  i 
the  performance,  which  is 
great,  with  the  compensation, 
be  it  money,  power,  or  fame,  .? 
which  is  trivial." 

This  to  me  is  the  essence  of  i 
the  professional.  In  New  Jersey,  ; 
we  provide  $215  million  of  j 
free  care  to  the  citizens;  we  can  | 
be  proud  of  the  contribution  we 
are  making.  Every  day,  in 
every  office,  physicians  dis- 
count services  and  provide  free 
service  for  those  in  need.  We 
have  kept  our  covenant  with 
the  citizens  of  New  Jersey. 

The  nucleus  of  the  profession 
of  medicine  is  the  doctor- 
patient  relationship.  It  has  been  j 
so  for  the  past  two  and  one-half 
millenia.  Hippocrates  said  that 
a doctor  must  ease  pain  and 
suffering  and  heal  where  he 
can.  Clearly,  this  is  our  role.  A 
doctor  must  never  purposely  kill 
a patient.  This  bond  between 
doctor  and  patient  currently  is 
under  siege.  Misguided  mem- 
bers of  our  profession  are 
assisting  patients  in  terminating 
their  lives.  This  is  wrong  and  . 
must  be  condemned  by  ethical 
doctors.  How  many  times  have 
patients  confided  in  you,  "I 
wish  I were  dead."  As  profes- 
sionals, we  recognize  that  this 
is  a cry  for  help  from  a desper- 
ate patient  and  not  a request 
for  an  assisted  suicide.  Depres- 
sion, anxiety,  and  pain  must  be 
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relieved  but  the  death  of  our 
patients  must  never  be  the 
intent. 

If  we  are  to  continue  to  be 
held  in  esteem  by  our  patients, 
we  must  strive  to  rededicate 
ourselves  to  these  ideals.  We 
can  make  it  happen  but  noth- 
ing will  happen  unless  we 
make  it  happen. 

I am  enthusiastic  about  work- 
ing to  increase  the  membership 
of  MSNJ — a membership  we 
value.  I served  as  the  first  chair 
of  the  MSNJ  Membership  Task 
Force.  Dr.  Sachs  will  serve  as 
the  next  chair.  Our  efforts 
already  are  underway.  Board 
of  Trustees  members  Drs. 
Spurlock,  Ingis,  and  Gupta  are 
assisting  me.  JaNoel  Bess, 
MSNJ  director  of  membership, 
is  doing  excellent  work  and  has 
been  making  our  task  both 
exciting  and  fruitful.  Incentives 
and  creative  membership  pro- 
grams already  are  in  progress. 
Our  efforts  will  not  go  unre- 
warded. The  key  to  success  of 
organized  medicine  is  clear. 
First,  to  stir  physicians  to  action 
by  joining  county  and  state 
medical  societies.  There  are 
many  ways  we  can  proceed 
but  it  boils  down  to  making 
contact  with  our  colleagues  per- 
sonally and  individually,  and 
sharing  with  them  the  advan- 
tages of  membership. 

What  are  these  advantages? 
They  might  say,  "Without  pay- 
ing dues,  I can  get  many  of  the 
benefits.  Right?"  Wrong!  The 
most  important  benefit;  speak- 
ing for  the  profession  with  a sin- 
gle unified  voice,  can  only  be 
bought  with  membership.  Who 
speaks  for  you?  Your  medical 
staff?  Your  specialty  society? 
The  more  New  Jersey  physi- 


MATTERS 


cians  who  join,  the  stronger 
MSNJ's  voice  will  be  before  the 
HMOs,  the  insurance  compa- 
nies, the  legislators,  the  press, 
and  the  public.  When  we 
speak  with  a single,  united 
voice  representing  all  of  the 
doctors  of  New  Jersey  and 
speak  on  behalf  of  what  is  in 
our  patients  best  interests,  we 
will  be  heard  loud  and  clear. 

Unity  through  increased 
membership  in  MSNJ  is  our 
only  hope  of  taking  back  our 
rightful  place  as  leaders  in 


Dr.  Restivo  speaks  out  on  MSNJ 
membership  and  its  crucial  role 
in  today's  environment. 


America's  health  care  system.  I 
ask  you  today  to  pledge  that 
you  will  personally  ask  at  least 
one  physician  to  join  our  soci- 
ety. Will  you  make  that  pledge? 
How  else  are  we  going  to 
make  the  membership  roles  of 
MSNJ  grow?  Remember,  noth- 
ing will  happen  unless  you 
make  it  happen. 

Let  me  share  with  you  an 
obligation  I believe  we  have  to 
the  citizens  of  our  state.  Every 
day  100  teenagers  in  our  state 
take  up  the  smoking  habit. 
Most  of  them  never  stop.  Just 
talking  to  teenagers  isn't  the 


answer.  Many  teenagers  al- 
ready are  addicted  to  tobacco. 
We  must  educate  every  fourth 
grader  in  the  state  about  the 
health  consequences  of  smok- 
ing. Every  year  on  our  planet, 
three  million  people  die  as  a 
result  of  smoking.  In  America, 
one  person  is  dying  every  ten 
seconds  from  tobacco.  We 
must  reach  out  to  our  children 
age  ten  and  under  and  devel- 
op innovative  programs  to 
show  them  that  smoking  isn't 
"cool"  and  doesn't  make  you 
grown  up.  The  Robert  Wood 
Johnson  Foundation  is  to  be 
commended  for  its  funding 
grant  to  MSNJ's  New  Jersey 
Breathes  Coalition.  With  Susan 
Kahn,  the  president  of  the 
MSNJ  Alliance,  we  have 
pledged  to  do  what  we  can  to 
mobilize  our  doctors  and  citi- 
zens and  redouble  efforts  to 
educate  the  children  of  our 
state  against  the  dangers  of 
smoking.  We  want  this  to  hap- 
pen. But  nothing  will  happen 
unless  you  make  it  happen. 


Lastly,  I pledge  to  you  to  give 
MSNJ  my  best  effort  to  improve 
the  welfare  of  the  citizens  and 
physicians  of  New  Jersey.  At 
MSNJ,  we  are  working  tireless- 
ly to  improve  the  access  to 
care,  the  quality  of  care,  and 
the  quality  of  the  health  of  New 
Jerseyans.  If  we  want  to  renew 
our  covenant  with  our  patients 
as  professionals,  see  growth  of 
the  roles  of  the  membership  of 
MSNJ,  and  if  we  are  to  prevent 
the  smoking  habit  in  the  most 
vulnerable  of  our  populace,  our 
youth,  it  will  come  from  our 
own  hard  work.  Nothing  will 
happen  unless  we  make  PTT^fl 
it  happen. 
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what  if 

you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 

You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 

BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• HMO 

• HMO§ Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$A  BlueSM  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMO §^2==^  Prime 

• Blue  SelectSM 

• Blue  Choice® 

• Blue  Choice5  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


INDIVIDUAL  & 
SMALL  EMPLOYER 
DIVISION 


Ask  us  for  a free 
copy  of  the  SEH 
Buyer’s  Guide. 


Call  your  Blue  Cross  and  Blue  Shield  of  New  Jersey 


Medical  Society  , 

MSNJ  Sales  Representative 


JENNIFER  ALTOBELLI 

1-908-493-8808 
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IN  THE 

SPOTLIGHT 


Bill  Berlin,  PhD 


Interview  with 

Dr.  Barbara  Rabinowitz 


Barbara  Rabinowitz, 
PhD,  MSW,  RN,  is  vice- 
president  of  oncology, 
Saint  Barnabas  Health 
Care  System.  Rabinowitz 
also  is  the  administrative 

I director  of  The  Cancer 
Center  at  Monmouth 
Medical  Center.  She  was 
the  recipient  of  the  1 996 
Gallo  Award  for  research 
into  the  impact  of  support 
systems  for  all  women 
with  breast  cancer. 

Q.  What  are  the  ways  that 
we  can  best  improve  breast 
cancer  treatment? 

A.  I think  that  all  of  us  in 
the  health  care  community 
need  to  continue  to  advocate 
for  clinical  research.  And  as  a 
health  care  community  I think 
that  we  also  need  to  do  a 
better  job  of  bonding  with 
each  other  on  behalf  of 
patients  to  bring  the  very  best 
resources  to  them  in  the  most 
efficient  and  effective  method. 

Q.  Is  there  enough 
communication  between 


professionals  themselves, 
especially  with  regard  to  the 
psychosocial  issues  of  breast 
cancer? 

A.  In  general,  I would  tell 
you  no,  that  there  is  more 
room  for  growth  in  that  arena. 

I will  tell  you,  though,  that 
groups  that  work  on  behalf  of 
patients  truly  have 
multidisciplinary  programs, 
and  I don't  mean  in  lip  service 
but  in  reality.  In  some  places 
you  will  find  yourself  meeting 
weekly  with  a team  of  20 
professionals  that  includes 
physicians.  Every  new  breast 
cancer  diagnosis  is  presented 
in  front  of  that  team,  and  what 
begins  to  happen  after  a while 
is  that  a physician  asks, 

"What  are  the  things  we 
should  be  aware  of  about  the 
emotional  issues  in  Mrs. 

Smith's  case?"  That  is  a pivotal 
point  when  you  know  that  the 
team  is  taking  joint 
responsibility  for  treating  the 
whole  person,  not  just  the 
disease. 


Q.  You  said  that 
individuals  must  reclaim  their 
lives  after  a diagnosis  of 
cancer.  How  do  you 
encourage  that? 

A.  I find  people  struggle  to 
find  a new  normalcy  in  their 
lives  based  on  their  current 
reality  and  the  fact  that 
vulnerability  is  very  palpable 
for  them  now.  Before  the 
diagnosis  it  was  just  a 
concept.  Very  often  as  people 
talk  through  what  they  are 
feeling,  what  their  hopes  are, 
and  how  their  hopes  have 
changed,  they  come  to  a new 
appreciation.  And  the  thing 
you  often  hear  people  say  is, 

"I  gave  up  something  and  I 
gained  something.  I gave  up  a 
false  sense  of  perfect 
protection  from  the  world  and 
from  the  vagaries  of  illness, 
and  I gained  a greater 
appreciation  for  every 
moment,  for  the  everyday 
events  of  my  life."  Very  often 
priorities  shift  dramatically, 
and  the  whole  life  of  family 
and  friendships  may  change  in 
unanticipated  ways. 
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Q.  Is  there  an  effort  to 
transform  the  terror  into  a 
more  manageable  anxiety? 

A.  People  react  to  cancer 
diagnosis  in  a variety  of  ways. 
On  one  side,  there's  denial  of 
any  emotional  impact,  with 
some  people  saying,  "This  is 
doable — it's  an  inconvenience 
but  I can  get  through  this."  On 
the  other  hand,  some  people 
are  so  terrorized  that  every 
moment  of  their  life  is 
consumed  by  fear.  Then  there's 
a whole  continuum  between 
the  two.  The  art  of  being  there 
for  people  is  to  join  with  them 
wherever  they  are  and  to  be 
on  the  journey  with  them,  and 
not  to  come  in  with  any 
preconceived  idea  about 
where  the  end  point  needs  to 
be  for  them. 

Q.  What  about  the 
importance  of  information? 
Recently,  Peggy  Orenstein 
wrote  an  article  for  The  New 
York  Times  about  her  reaction 
to  being  diagnosed  with 
breast  cancer.  She  described 
her  hunger  for  information,  as 
well  as  her  feeling  of 
vulnerability  because  the 
information  always  seemed  to 
be  changing,  particularly  with 
regard  to  breast  cancer 
research. 


A.  There  was  some  work 
done  many  years  ago  by 
Suzanne  Miller,  who 
described  people  on  one  end 
of  the  continuum  as  "blunters" 
and  at  the  other  end  as 
"monitors."  Blunters  are 
people  who  are  truly  served 
by  having  little  information 
and  monitors  are  people  who 
want  to  read  everything  that's 
been  written,  and  before  the 
days  of  the  Internet,  they 
would  go  to  medical  libraries 
to  get  information. 

Q.  And  getting  the 
information,  for  these  people, 
gives  them  some  sense  of 
control  and  some  defense  also 
against  bad  news. 

A.  Yes — somehow  if  I could 
know  about  it  I could  be  in 
charge  of  it.  But  as  you  are 
suggesting,  even  for  people 
who  want  information  there  is 
sort  of  a dynamic  balance 
between  what  they  want  and 
what  they  don't  want,  how 
much  the  information  may 
comfort  them  and  how  much  it 
may  make  them  more 
vulnerable. 

Q.  I guess  this  is 
particularly  true  with  breast 
cancer. 


A.  It's  more  publicized  with 
breast  cancer,  in  part, 
because  so  much  more 
information  is  out  there,  and 
women  have  been 
encouraged  to  play  a very 
participatory  role.  This  can 
catapult  their  need  for 
information  to  a much  higher 
level.  Some  patients  have  said 
to  me,  "I  feel  as  if  I'm  a bad 
patient  or  not  a good  enough 
woman  of  the  90s  if  I don't 
want  this  information."  I think 
you  will  see  a similar  issue 
coming  up  now  with  prostate 
cancer. 

Q.  What  do  you  say  to 
physicians?  Obviously  they 
play  a crucial  role  here  not 
simply  as  medical  managers, 
but  as  the  ones  delivering  the 
information  to  the  patients  and 
their  families. 

A.  The  research  tells  us  that 
patients  really  count  on  their 
physicians  to  be  their  leaders, 
communicators,  and 
advocates.  Recent  research  on 
trauma  and  end-of-life  issues 
shows  that  the  patient  and 
family  look  to  the  physician  for 
straightforward  communi- 
cation. 

Q.  One  of  the  prevailing 
stereotypes  is  that  many 
physicians  don't  do  well  in  this 
area.  Is  this  true? 
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A.  Not  only  is  it  a 
stereotype,  the  research  shows 
that  it  is  so.  When  patients  are 
asked  if  they  had  the 
opportunity  to  talk  about 
concerns  about  intimacy  and 
sexuality,  the  answer  is  a 
dismal  no.  Interestingly,  most 
patients  want  the  physician  to 
bring  the  issue  up — in  most 
| circumstances  they  will  not 
I initiate  the  conversation. 

Q.  Do  you  see  any 
difference  between  male  and 
female  physicians? 

A.  There  doesn't  appear 
to  be  any  difference.  There 
has  not  been  the  kind  of 
specificity  in  the  research  I 
have  read.  A number  of 
reasons  come  up  when  I talk 
to  physicians  about  this.  One 
is  time — they  are  afraid  if  they 
bring  the  issue  up  they  are 
going  to  be  in  for  more  time 
than  they  could  possibly 
commit.  Also  their  own 
discomfort  with  sexuality.  Let's 
not  forget  physicians  are 
human  beings  with  their  own 
vulnerabilities  and  hesitancies. 

Q.  Increasing  attention  has 
been  paid  recently  to  end-of- 
life  issues.  In  what  ways  does 
this  come  up  with  breast 
cancer  patients? 


A.  Patients  worry  about 
how  their  children  will  go  on 
afterward,  what  is  the  legacy 
that  they  want  to  leave  them, 
how  can  they  assure  the  best 
that  they  can  for  their  family, 
as  they  are  facing  terminal 
illness.  Of  course,  they  have 
their  own  fears  about  pain 
control  and  palliative  and 
comfort  measures.  Next  to 
sexuality,  dealing  with 
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palliative  care  issues  is  what 
we  in  the  health  care 
community  are  least  best  at 
doing.  We've  just  started  an 
initiative  in  the  Saint  Barnabas 
Health  Care  System  on 
palliative  care  to  educate  all 
the  providers  on  the  very 
special  and  important  role 
they  have  to  play  with  patients 
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and  the  family  as  we  move  on 
toward  end  of  life.  By  the  way, 
the  importance  of  touch  even 
toward  the  end  of  life  is 
among  the  intimacy  issues  that 
also  are  not  dealt  with,  yet  are 
so  important. 

Q.  What  is  the  importance 
of  touch  in  terms  of  how  you 
are  being  treated  by  health 
care  professionals  or  by  family 
and  intimates? 

A.  We  all  have  much 
confusion  about  how  much 
touch  is  okay.  People  have  so 
many  fears  at  the  end  of  life 
about  abandonment.  When 
you  withhold  touch  because 
the  friend  or  family  member  is 
not  sure  how  much  touch  is 
alright,  it  feeds  into  the  fear  of 
abandonment.  When  this  issue 
does  not  get  discussed,  it  sits 
as  another  burden  that  the 
cancer  patient,  the  family,  and 
friends  carry. 

Also,  toward  the  end  of  life, 
health  care  professionals  and 
others  sometimes  stop  saying 
anything,  and  they  avoid  or 
spend  minimal  time  with  the 
patient.  The  focus  is  on  cure 
and  they  don't  seem  to  be 
able  to  understand  that  one 
has  to  go  from  cure  to 
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MEDICAL  SAVINGS  ACCOUNTS 
ARE  FULLY  SUBSCRIBED  FOR  '97 

WE  ARE  PRE-REGISTERING 
FOR  1998 

'MeSAl 

MEDICAL  SAVINGS  ACCOUNT  TRUST 

rGM  gr  50%  LOWER  INSURANCE  RATES  ] 

$2,019  TAX  SAVINGS  YEARLY  I 

THE  KIRWAN  COMPANIES  402  Middletown  Blvd.,  Suite  202,  Langhorne,  PA.  19047  (215)  750-7616  Ext.  1 215)  750-7791  Fax 
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Life  in  the  ER:  On  the  Karin  B.  Gillesp 

front  line  of  medicine 


Emergency  medicine  is 
the  new  kid  on  the  block. 
It  was  not  officially 
recognized  as  a medical 
specialty  until  1979,  and 
among  all  medical 
specialties,  it  is  the 
second  youngest.  The 
first  residency  program  in 
emergency  medicine 
began  in  1970  at  the 
University  of 
Cincinnati — with  only 
one  resident. 

From  a single  room  in  a hos- 
pital with  one  or  two  beds  staffed 
by  a rotating  pool  of  general 
practitioners  and  specialists  with 
hospital  privileges,  emergency 
medicine  has  grown  to  encom- 
pass an  entire  department  with 
as  many  as  50  beds,  its  own  x- 
ray  and  high-tech  diagnostic 
capabilities,  and  a core  staff  of 
physicians  who  are  residency 
trained  and  board  certified  in 
emergency  care. 

Today,  there  are  over  100 
emergency  medicine  residency 
programs  that  graduate  800  resi- 
dents annually.  More  than 
16,000  physicians  are  members 
of  the  American  College  of 


Emergency  Physicians  and  close 
to  11,000  physicians  are  certified 
by  the  American  Board  of 
Emergency  Medicine  as  emer- 
gency medicine  specialists.  In 
addition,  there  are  fellowship 
opportunities  in  emergency 
medicine  that  emphasize  sub- 
specialties ranging  from  basic 
research  and  administration  to 
aeromedicine  and  toxicology. 

Emergency  medicine  has 
grown  primarily  because  of  its 
success.  The  advent  of  throm- 
bolytics  to  treat  myocardial 
infarctions  and  rapid  sequence 
intubation  for  trauma  and  stroke 
patients  have  advanced  the  state 
of  emergency  medicine.  In  addi- 
tion, residency  programs  in 
emergency  medicine  have  pro- 
duced a pool  of  high-quality 
physicians  trained  in  the  special- 
ty. As  emergency  medicine 
physicians  have  grown  in  exper- 
tise and  the  technology  and  diag- 
nostic capabilities  available  to 
emergency  physicians  have 
become  more  sophisticated  and 
more  effective,  more  lives  have 
been  saved — and,  as  a result,  the 
demand  for  emergency  medical 
services  has  increased.  In  1995, 
over  2.6  million  individuals  were 
treated  in  New  Jersey’s  emer- 
gency departments  (EDs). 


The  other  key  factor  behind 
the  growth  of  emergency  medi- 
cine is  the  federal  legislation,  the 
Consolidated  Omnibus  Recon- 
ciliation Act  (COBRA)  of  1986, 
which  mandates  that  any  patient 
who  presents  to  the  hospital  ED 
must  be  treated  regardless  of  the 
diagnosis  or  the  ability  to  pay. 

The  state  of  New  Jersey  takes 
the  federal  COBRA  legislation 
one  step  further.  Not  only  must 
all  patients  who  present  to  the 
ED  be  seen  by  a physician,  the 
examination  must  take  place 
within  four  hours  of  their 
arrival. 

The  ED  has  become  the 
health  care  safety  net,  the  princi- 
pal provider  of  primary  care  to 
the  poor,  homeless,  unem- 
ployed, substance  abuser,  pris- 
oner, and  all  others  who  have  no 
other  regular  source  of  health 
care.  Every  hospital  ED  is 
required  to  post  signs  in  conspic- 
uous locations  that  explain  the 
patients’  guaranteed  right  to  care 
in  the  ED  under  the  COBRA  leg- 
islation— a fact  that  does  not  go 
unnoticed  by  patients.  Unfor- 
tunately, some  patients  abuse  the 
system.  Knowing  that  they  may 
not  be  able  to  get  a clinic 
appointment  for  the  day  and 
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time  they  want  when  they  have  an  earache  or  a sore 
throat,  they  show  up  at  the  emergency  room,  instead, 
where  they  eventually  will  be  seen  by  a physician. 
Thus,  a specialty  bom  to  provide  acute  medical  care 
on  an  as-needed  basis  has  evolved  by  default  also  to 
provide  access  to  primary  care  services  24  hours  a 
day  for  those  who  have  no  other  access  to  a health 
care  provider. 

Elliot  Justin,  MD,  medical  director  of  the  ED  at 
Hunterdon  Medical  Center,  recalls  the  types  of  mis- 
use of  the  system  he  witnessed  as  an  ED  physician 
working  in  an  inner-city  setting:  “Patients  would 
come  into  the  ED  at  10  P.M.  with  a minor  complaint 
such  as  a yeast  infection  because  this  was  the  most 
convenient  time  for  them  to  get  to  a 
doctor.  Or,  they  were  unwilling  to 
wait  for  a scheduled  clinic  appoint- 
ment the  next  day.  And  we  had 
women  who  would  come  to  the  ED 
by  ambulance  and  complain  of  stom- 
ach pains  and  a missed  period  know- 
ing that  we  would  provide  a preg- 
nancy test.” 

Managed  care’s  impact  on  emer- 
gency care.  Linked  States  health  care 
expenditures  remain  high  and  are  growing.  In  fact, 
they  account  for  more  than  13  percent  of  the  gross 
national  product.  The  marketplace’s  response  has 
been  managed  care — organized  networks  of 
providers  that  care  for  an  assigned  volume  of  patients 
with  the  costs  and  risks  of  care  distributed  among 
payers,  providers,  and  patients.  Managed  care  organi- 
zations (MCOs)  seek  to  control  health  care  costs  by 
holding  down  hospital  admissions  and  by  steering 
enrolled  individuals  to  less  expensive  providers  of 
care.  For  MCOs,  the  ED  is  an  anathema.  MCOs,  gen- 
erally speaking,  view  the  ED  as  one  of  the  most,  if  the 
not  the  most,  expensive  source  of  care,  especially  care 
for  conditions  that  are  not  life-  or  limb-threatening.  It 
has  been  suggested  by  some  ED  physicians  that 
MCOs  are  not  making  a vital  distinction  between  the 
cost  of  care  and  the  charges  for  care  provided.  If  EDs 


did  not  provide  so  much  charity  and  uncompensated  i 
care,  the  charges  for  emergency  care  would  be  more  i 
in  line  with  the  actual  cost  of  the  care.  Moreover,  the  | 
actual  marginal  costs  associated  with  providing  care  : 
to  less  urgent  patients  are  actually  quite  reasonable 
because  of  the  nature  of  the  ED:  it’s  always  open  and  j 
a physician  always  is  available  no  matter  what  the 
patient  volume  is  at  any  given  time. 

Joseph  Calabro,  DO,  chair  of  the  Department  of 
Emergency  Medicine  at  Newark  Beth  Israel  Medical 
Center  and  president  of  the  New  Jersey  Chapter  of  | 
the  American  College  of  Emergency  Physicians  (NJ-  . ; 
ACEP)  explains:  “There  is  a high  fixed  cost  associat-  | 
ed  with  always  being  open:  for  example,  electricity, 
water,  and  staffing.  But  the  variable 
costs  really  are  not  that  great.  It 
would  cost  more  to  open  urgi-care  I 
centers  and  physician  offices  24  j 
hours  a day  than  it  costs  to  provide  j 
additional  care  within  the  ED.” 

Russell  Harris,  MD,  chief  of  the 
Department  of  Emergency  Medicine  I 
at  Our  Lady  of  Lourdes  Medical  j 
Center  and  president-elect  of  NJ- 
ACEP,  agrees  with  Calabro.  “I  think 
in  the  next  few  years  emergency  medicine  will  gain 
respect  for  its  24-hours-a-day,  seven-days-a-week 
nature,”  Harris  commented.  “Even  though  ED  care  is  j 
high  cost,  it  is  better  that  the  ED  is  used  than  that  it  } 
sits  empty.  If  my  department  has  no  patients,  I still 
have  to  pay  physicians  and  nursing  staff.  And,  stud- 
ies have  shown  that  the  marginal  cost  of  treating  the  j 
two-year-old  with  an  ear  infection  in  the  middle  of  ' 
the  night  is  small.  The  parents  get  peace  of  mind  and 
a good  night’s  sleep  to  boot,  while  the  child  gets 
quality  care.” 

“Emergency  medicine  still  is  the  only  24-hours-a- 
day,  seven-days-a-week  specialty  that  sees  anyone 
regardless  of  their  ability  to  pay  or  their  diagnosis,” 
Calabro  emphasized.  Continuing  in  the  same  vein, 
“That’s  a very  broad  mission.  That  is  why  the  finan- 
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cial  issues  that  don’t  take  into  account  this  mission 
frustrate  us  so  much.” 

Many  MCOs  have  put  in  place  pre-authorization 
systems  that  require  enrolled  members  to  call  an  800 
telephone  number  or  speak  with  their  primary  care 
physicians  before  seeking  care  at  a hospital  ED.  If  a 
condition  is  life-  or  limb-threatening,  managed  care 
patients  generally  are  advised  in  their  health  plan  lit- 
erature to  access  an  ED  or  emergency  medical  ser- 
vices through  whatever  means  possible,  e.g.  911, 
ambulance,  or  their  own  transportation.  Problems 
and  concerns  arise — on  the  part  of  both  hospital  EDs 
and  MCOs — in  the  aftermath  of  medical  screening 
and  diagnosis  by  the  emergency  physician.  A patient 
who  presents  to  the  ED  with  what  appears  to  be  a 
life-  or  limb-threatening  condition  such  as  chest  pain 
may  ultimately  be  diagnosed  as  suffering  from  severe 
indigestion.  Based  on  a retrospective  review,  an  MCO 
may  look  at  the  final  diagnosis  for  the  patient — 
severe  indigestion — and  deny  payment  for  the  ED 
visit  because  the  patient’s  condition  was  not  a true 
emergency.  In  a recent  study  of  utilization  of  a New 
York  City  ED  by  HMO  patients,  it  was  found  that  in 
a given  month  more  than  50  percent  of  managed  care 
patients  were  denied  care  or  treatment  by  their 
HMO.  A number  of  studies  have  shown  that  when 
care  is  denied  to  those  patients  who  already  have  pre- 
sented to  EDs  and  who  are  directed  away  from  the 
emergency  rooms  to  other  care  settings,  ultimately 
both  health  care  costs  and  patient  morbidity  are 
higher. 

Where  managed  care  meets  emergency  care, 
another  area  of  concern  is  actual  access  to  emergency 
care.  Anecdotal  reports  from  emergency  physicians 
reveal  that  some  managed  care  patients  are  confused 
about  how  and  when  to  access  emergency  care — 
even  in  the  case  of  a true  emergency — and  delay  call- 
ing 911  or  presenting  to  an  ED  out  of  fear  that  their 
insurance  may  not  cover  the  cost.  Many  patients 
have  not  been  properly  and  thoroughly  educated  by 
their  managed  care  plan  about  the  appropriate  pro- 
tocol for  accessing  emergency  care.  In  the  throes  of 


chest  pain  or  trauma,  patients  don’t  have  the  time  or 
mindset  to  read  their  health  plan’s  manual  on  poli- 
cies and  procedures. 

“Only  after  a patient  has  been  seen  and  diagnosed 
can  you  tell  that  a particular  condition  like  chest 
pain  is  not  a real  emergency,”  commented  Calabro. 
“We  do  have  patients  that  show  up  at  the  ED  with 
chest  pain  and  no  cardiac  history  that  end  up  being 
diagnosed  as  indigestion.  And,  the  MCOs  don’t 
approve  the  ED  visit  so  the  patient  may  cover  the 
cost  or  in  many  instances,  no  one  pays  for  the  ser- 
vice, yet  the  cost  is  incurred.  What  I have  seen  is  that 
the  second  time  something  like  this  happens — when 
these  patients  experience  chest  pain  again — they  are 
concerned  about  coming  to  the  ED  and  having  to 
cover  the  cost.  So  they  end  up  delaying  their  access 
to  care.  And  for  many  of  these  patients,  the  second 
time  around  the  chest  pain  is  of  a cardiac  nature. 

The  allure  of  emergency  medicine.  Emergency  med- 
icine is  enjoying  a rise  in  popularity.  Among  recent 
medical  school  graduates,  emergency  medicine  is  the 
speciality  of  choice  for  a number  of  reasons:  a versa- 
tility of  needed  skills;  split-second  decision  making, 
intensity,  and  variety  are  the  norm;  and  physicians 
can  work  12-hour  shifts,  leaving  them  with  greater 
schedule  flexibility. 

“This  is  an  especially  good  situation  for  mothers,” 
explains  Jennifer  Waxier,  MD,  director  of  emergency 
medical  services  at  Helene  Fuld  Medical  Center  in 
Trenton.  “If  you  have  children,  an  emergency  medi- 
cine physician  has  the  option  to  work  three  12-hour 
shifts  each  week  and  have  four  days  off  that  can  be 
spent  at  home.  Also,  the  nature  of  emergency  medi- 
cine is  such  that  you  come  in  and  work  your  shift 
and  then  go  home  and  leave  the  job  behind.  It’s  not 
the  kind  of  work  that  comes  home  with  you. 

“Another  thing  that  has  been  good  for  emergency 
medicine — believe  it  or  not — is  the  television  show 
ER,”  laughes  Waxier.  “It  has  brought  attention  to  the 
ED  and  highlighted  the  fast-paced  nature  of  the  med- 
icine that  is  practiced  there.” 

New  Jersey  has  four  emergency  medicine  residen- 
cy programs;  four  years  ago  there  were  only  two  pro- 
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grams.  Explains  Calabro,  “The  New  Jersey  programs 
at  Newark  Beth  Israel,  Morristown,  Cooper,  and JFK- 
Stratford  are  some  of  the  hottest  specialty  residency 
programs  in  the  country.  As  a result,  the  pool  of 
applicants  is  phenomenal.” 

There  are  hazards  inherent  to  the  specialty  of 
emergency  medicine.  Physicians  may  be  the  target  of 
violence  when  treating  alcohol  and  substance  abuse 
or  psychiatric  disorders,  especially  in  an  urban  set- 
ting. In  response,  EDs  are  beefing  up  security — plac- 
ing security  video  cameras  in  waiting  areas,  having 
24-hour  security  guards  at  entrances  and  exits,  and 
providing  escort  services  to  staff  coming  to  or  leav- 
ing from  work  after  dark. 

Calabro,  Waxier,  and  Harris  are 
quick  to  assert  that  they  and  their 
ED  staffs  practice  in  an  urban  envi- 
ronment by  choice  and  are  aware  of 
the  hazards  that  come  with  the  terri- 
tory. They  note  that  ED  physicians 
who  practice  in  an  inner  city  leam  to 
use  common  sense  in  dealing  with 
all  patients  and  develop  an  aware- 
ness of  the  situations  and  types  of 
patients  that  could  potentially  place 
them  in  danger. 

Infectious  disease  poses  another  threat  to  ED 
physicians — although  they  are  by  no  means  the  only 
specialty  that  feels  its  effects.  The  difference  for 
emergency  physicians  is  that  they  typically  don’t 
know  if  a patient  who  comes  to  the  ED  has  hepatitis 
or  is  HIV  positive  because  there  is  no  pre-established 
physician-patient  relationship  and  they  often  don’t 
have  immediate  access  to  the  patient’s  medical 
record.  Waxier  does  not  express  a great  deal  of  con- 
cern about  infectious  disease  in  the  ED.  “We  rou- 
tinely practice  universal  precautions,”  she  states. 


public  health  and  prevention  role.  For  example,  a 
significant  portion  of  the  preschool  age  children  that 
present  to  inner  city  and  urban  emergency  depart- 
ments are  not  up-to-date  on  their  immunizations.  In 
a 1993  study  reported  in  The  Journal  of  the  American  j 
Medical  Association,  the  researchers  found  that  64  j 
percent  of  parents  that  brought  preschool  aged  chil- 
dren to  an  urban  ED/clinic  stated  that  their  child’s 
immunizations  were  current  although  medical  j 
records  revealed  that  only  8 percent  of  these  children 
had  up-to-date  immunizations.  EDs  could  provide  j 
immunization  programs  that  benefit  the  community.  I 

Emergency  physicians  also  are  confronted  with  j 
the  tragedies  of  alcohol  and  drug  abuse.  The  ED  is  an  I 
ideal  setting  to  provide  patient  edu-  i 
cation,  information  on  and  access  to 
detoxification  programs,  and  access  I 
to  counseling  and  other  social  ser-  j 
vices. 

Emergency  physicians  also  often 
are  the  front  line  provider  for  the 
nation’s  elderly.  They  are  in  a unique  ! 
position  that  allows  them  to  identify  | 
those  elderly  individuals  who  might 
benefit  from  home  care,  social  ser- 
vices, counseling  for  depression,  or  a flu  shot. 

A strong  forum  for  emergency  physicians  in  the  ! 
state  of  New  Jersey  is  NJ-ACEP.  According  to 
Executive  Director  Beverly  Lynch,  NJ-ACEP  has  a 
broad  political  agenda,  which  includes  regulatory, 
legislative,  and  public  health  issues.  “As  a body,  we  j 
have  dealt  with  issues  ranging  from  prevention  and  j 
handling  of  domestic  violence  to  supporting  the  cur-  j 
rent  motorcycle  helmet  laws  that  are  in  place,” 
explains  Lynch.  “We  also  are  actively  involved  in 
educating  the  public  through  our  members  about  the 
proper  utilization  of  the  ED,  as  well  as  their  rights 
and  responsibilities  once  they  show  up  at  an  ED.” 


Emergency  medicine  on  the  front  lines.  Because  of 
the  type  of  care  emergency  medicine  physicians 
deliver  under  the  current  health  care  system — a mix- 
ture of  acute  and  primary  care — they  play  a vital 


Emergency  medicine  can  and  does  respond  to 
both  life-threatening  conditions  as  well  as  the  public 
health  needs  of  those  who  have  no  other  reg- 
ular source  of  health  care. 
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As  a Physician,  Your  Life  Isn’t  Typical... 


Child  Support.  Alimony. 
Division  of  Assets.  Custody  Rights. 


Iven  in  the  best  of  circumstances,  divorce  can  be  an  intimidating  process. 

But  for  a physician,  divorce  often  comes  with  more  complicated  issues. 
Issues  that  involve  protecting  future  earnings  and  assets  tied  to  a medical 
practice.  Or  working  through  what  are  often  very  nontraditional  schedules. 

The  firm  of  Klein  & Halden  has  special  expertise  representing  physicians  in 
matters  of  matrimonial  law.  And  we  have  an  intricate  understanding  of  the 
impact  managed  care  has  on  the  value  of  your  practice. 

Because  todays  evolving  health  care  industry  means  changes  when  a marriage 
dissolves  as  well,  it  is  important  to  develop  appropriate  strategies  - 
strategies  that  ensure  a smooth  divorce  process  and  fair  settlement  in  cases 
where  asset  and  income  protection  is  of  critical  concern. 

If  you  would  like  further  information  or  a consultation,  contact  us  at 
(609)  429-2700  or  (609)  654-1771. 

Klein  » Halden 
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With  offices  in  Burlington,  Camden  and  Gloucester  Counties  and  serving  all  of  Southern  New  Jersey 
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Medical  Society  of  New  Jersey 

NJ 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY'S 
LONG-TERM  CARE  INSURANCE  PROGRAM 

A seminar  series  for 
PROTECTING  ASSETS  b 
INDEPENDENCE 

It  is  important  to  give  you  choices  with  regard  to  this  important  coverage  so  that  you  con 
tailor-make  a program  to  your  particular  needs.  Should  the  need  arise,  you  con  decide 
whether  to  receive  core  ot  your  home,  at  a nursing  home,  or  adult  day  core  facility.  These 
seminars  ore  presented  by  Donald  F.  Smith  & Associates. 


DATES 


LOCATION 


TIME 


OCTOBER  8 


RAMADA  INN  10:00  AM-1 2:00  PM 

WEST  LONG  BRANCH,  NJ 


OCTOBER  15 


NOVEMBER  12 


SHERATON  HOTEL  10:00  AM-1 2:00  PM 

EGG  HARBOR,  NJ 


SOMERSET  MARRIOTT  10:00  AM-1 2:00  PM 

SOMERSET,  NJ 


This  free  seminar  includes  breakfast 
Compliments  of  Donald  F.  Smith  6 Associates 

To  reserve  your  place,  coll  1-600-257-9228 
ask  for  Mr.  Edward  Sutton 


DIRECTIONS  PROVIDED  WHEN  YOU  CONFIRM  YOUR  ATTENDANCE 
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REPORT 


The  race  for  governor: 

Talking  about  health  care  Bill  Berlin,  PhD 


During  the  1989 
gubernatorial  race,  Jim 
Florio  liked  to  say  that  a 
political  campaign  is  a 
conversation — a time  for 
candidates  and  voters  to 
communicate  aspirations 
and  concerns,  an 
opportunity  for  political 
engagement  and  dialogue. 
An  election  campaign  is  a 
time  when  citizens  pay 
more  attention  to  politics, 
and  candidates  have  more 
personal  contact  with 
voters.  For  both  citizens 
and  candidates,  a 
campaign  at  its  best  is  a 
time  for  education. 

Well,  if  a political  campaign 
really  is  a conversation,  most  of 
what  we  have  been  hearing  thus 
far  in  1997  is  car  talk. 

The  McGreevey  and  Whitman 
camps  mostly  have  traded 
charges  and  proposals  about 
automobile  insurance  and  the 
ethics  of  car  leasing.  Other 
issues,  such  as  property  taxes 
and  state  budgetary  policy,  are 


likely  to  emerge,  but  clearly 
health  care  has  taken  a back  seat 
to  a largely  irrelevant  debate  over 
automobile  insurance. 

This  is  unfortunate,  because 
the  range  of  solutions  to  New 
Jersey’s  car  insurance  dilemma  is 
limited,  while  the  range  of  health 
care  issues  in  the  state  relentless- 
ly expands. 

With  respect  to  health  care, 
the  Whitman  and  McGreevey 
campaigns  simply  may  be  play- 
ing it  safe.  Despite  recent  public 
concern  about  drive-through 
deliveries  and  same-day  mastec- 
tomies, in  one  pre-campaign  sur- 
vey, health  care  ranked  12th  as 
an  area  of  public  concern. 
McGreevey,  who  as  a challenger 
might  be  expected  to  look  for 
issues,  may  prefer  to  avoid 
health  care  because  it  does  not 
appear  to  be  a public  priority, 
and  because  as  a veteran  legisla- 
tor he  cannot  distance  himself 
from  such  lingering  problems  as 
charity  care  or  access  to  quality 
health  services.  Moreover,  as  a 
former  lobbyist  for  the  pharma- 
ceutical giant  Merck,  McGreev- 
ey has  been  targeted  in  the  past 
on  some  pollution  and  health- 
related  issues. 


For  her  part,  Whitman  is  like- 
ly to  take  credit  for  seemingly 
tough  new  consumer  protection 
regulations  on  health  mainte- 
nance organizations.  However, 
she  is  likely  to  avoid  other 
health-related  issues  of  interest 
to  the  conservative  wing  of  her 
party,  such  as  partial  birth  abor- 
tion and  sex  education. 

But  the  larger  truth  is  that 
health  care  today  is  changing 
radically  and  rapidly  and  that 
key  issues  dealing  with  every- 
thing from  managed  care  to 
assisted  suicide  are  not  likely  to 
enter  the  campaign  debate.  In 
particular,  managed  care,  which 
still  has  not  fully  penetrated  the 
state,  has  triggered  a wave  of 
hospital  consolidations  and  clos- 
ings, accelerated  the  movement 
toward  group  practices,  and  is 
turning  medicine  from  a cottage 
industry  into  a corporate  cul- 
ture. All  the  anxieties  raised  by 
opponents  of  the  Clinton  health 
plan — the  specter  of  impersonal 
medicine,  limitations  on  con- 
sumer choice,  concerns  about 
the  quality  of  care,  and  a Rube 
Goldberg  nightmare  of  bureau- 
cracy and  paperwork — have 
been  replicated  in  the  reactions 
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Governor  Whitman 


of  consumers  and  professionals 
to  managed  care.  Yet,  this  sea  of 
change  in  health  care  probably 
will  make  few  waves  in  the 
course  of  the  1997  campaign. 

And  managed  care  is  not  the 
only  health  care  issue  that 
deserves  more  attention  in  the 
1997  campaign. 

■ In  New  Jersey,  the  number 
of  residents  85  years  and  over  is 
projected  to  increase  by  80  per- 
cent in  the  next  two  decades. 
Most  people  fear  the  prospect  of 
living  in  nursing  homes  but  lack 
or  cannot  afford  long-term  care 
insurance.  While  the  current 
administration  has  created  more 
home  and  community-based 
alternatives,  such  as  an  assisted 
living  program  and  adult  foster 
care,  these  programs  have  been 
severely  underfunded  and  much 
more  needs  to  be  done  in  the 
years  ahead. 

■ The  1997  federal  budget 
agreement  essentially  created  a 


new  entitlement  program  for 
children’s  health,  sometimes 
referred  to  as  the  “kiddie  care” 
program  for  youngsters  not  cov- 
ered by  health  insurance.  Stan 
Dorn,  health  division  director 
for  the  Children’s  Defense  Fund 
has  called  this  program  “the 
biggest  step  forward  for  chil- 
dren’s health  care  coverage  since 
the  creation  of  Medicaid  in 
1965.”  The  states  can  decide 
how  to  spend  this  money,  and 
the  first  installment  of  funds  is 
scheduled  to  arrive  in  October. 
How  would  the  gubernatorial 
candidates,  and  for  that  matter, 
the  Legislature,  choose  to  use 
these  funds? 

■ What  direction  will  New 
Jersey  take  in  dealing  with  the 
tobacco  industry?  Would  the 
gubernatorial  and  legislative 
candidates  support  a substantial 
increase  in  the  cigarette  tax, 
which  appears  to  be  the  most 
effective  way  to  curb  teenage 
smoking? 

■ As  private  hospitals  and 
providers  vie  for  Medicaid 
patients,  an  even  greater  burden 
of  uninsured  coverage  falls  upon 
struggling  public  and  teaching 
hospitals.  Both  the  administra- 
tion and  the  Legislature  have 
continued  to  avoid  any  long- 
term solution  to  the  uncompen- 
sated care  dilemma.  In  addition, 
as  hospital  systems  further  con- 


Senator McGreevey 


solidate,  many  people  worry 
about  the  prospect  of  local  hos- 
pital closings.  How  should  the 
state  cope  with  these  issues  in 
the  years  ahead? 

■ How  will  the  next  adminis- 
tration deal  with  the  alleged 
oversupply  of  physicians  and 
with  cuts  in  Medicare  funding 
for  resident  training?  Will  the 
state  come  up  with  a more  com- 
prehensive way  of  funding  grad- 
uate  medical  education? 

■ The  certificate  of  need  j 
(CN)  program  has  been  a funda- 
mental tool  of  health  care  regula-  ! 
tion  in  New  Jersey  for  many  ! 
years.  Should  the  CN  be  main- 
tained, or  should  hospitals  be 
permitted  greater  latitude  in 
offering  new  programs  and  treat- 
ment options? 

These  are  just  a sampling  of 
the  health  care  issues  that  should 
be  discussed  and  debated 
in  the  1997  campaign. 
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OUR  $100 
GUARANTEE 
WONT  MEAN 
MUCH  TO  YOU  ... 

But  it's 
only  the 
beginning 
of  how 


can  add 


bottom 


Caligcr 

'.‘.‘.‘///A  Physicians  & Hospital  Supply 

ONE  SOURCE. 
ONE  SOLUTION. 

For  more  information  call: 

(800)  225-9906  ext,  999 


$100  won’t  make  much  of  a difference  in  your  bottom  line.  But  Caligor’s 
$100  Guarantee  will  make  a BIG  difference  in  both  the  money  you  save 
on  medical  supplies  and  your  cost  efficiency. 

Our  free  consultation  will  not  only  show  how  you’ll  save  on  over  56,000 
medical  and  office  supplies,  we’ll  guarantee  to  cut  down  on  your  ordering 
and  inventory  costs,  or  you  get  $100! 

We  can  even  help  you  generate  more  revenue.  By  identifying  the  extent  of 
your  laboratory  testing  volume,  for  example,  we  can  provide  equipment  and 
programs  that  will  turn  out-of-office  lab  expenses  into  new  revenue. 
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Lowest  Premiums  for  Quality 
Malpractice  Insurance 

The  Joseph  A.  Britton  Agency  can  help  make  it  happen. 
If  you  are  a preferred  risk1,  you  can  qualify  for  preferred 
rates2.  Compare  these  annual  premiums  at  occurrence 
limits  of  $1,000, 000/83,000, 000: 


• anesthesiologists  $ 9,524 

• general  surgeons  $18,453 

• internists  $ 5,331 

• ob-gyns  $34,068 

• occupational  medicine  $ 2,771 

• plastic  surgeons  $18,453 

• psychiatrists  w/ect  $ 2,937 

• urologists  $11,993 


With  over  25  years  experience,  the  Britton  Agency  has 
proven  exceptional  in  packaging  malpractice  insurance. 
Our  professional  staff  and  size  assure  you  the  benefits  of 
specialized,  personal  service  while  offering  you  insurance 
at  the  lowest  cost. 

Call  today  for  a free  consulation.  Start  saving  tomorrow. 

□5) 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

'Underwriting  approval  required. 

2May  need  groups  of  3 or  more  depending  on  specialty. 


Complete  Financing*  For  Your  Medical  Practice 

The  Money  Store8 
Is  Behind  You 
All  The  Way 

The  Money  Store®  offers  excellent  terms  on  loans  up  to 
$2,500,000*  for  owner-user  commercial  real  estate,  practice 
acquisition,  equipment,  working  capital  and  more.  Rates  are 
competitive,  application  is  easy  and  the  approval  process  is 
surprisingly  fast. 

Call  The  Money  Store®  first,  and  take  advantage  of  this 
exceptional  financing  opportunity  for  your  medical  practice. 


The  Money  Store 


America's  Partner  for  Growing  Businesses 

South  Jersey-/;#  Narozny 
Central  New  Jersey -Don  Dietz 
Northern  New  Jersey-/^#  Toriello 

(800)  722  3066 


http://www.themoneystore.com 


* Loan  programs  may  be  offered  by  The  Money  Store  Investment  Corporation  (TMSIC)  or  The  Money  Store  Commercial 
Mortgage,  Inc.  (TMSCMI),  subsidiary  corporations  of  The  Money  Store  Inc.  Loan  terms  and  conditions  may  vary  based 
upon  lending  program,  subsidiary  and  applicant  qualification. 


OUR  TEAM  OF  LAWYERS  COUNSELS 


HEALTHCARE 

PROVIDERS 


IN  A COMPREHENSIVE  RANGE  OF 
HEALTH  LAW  MATTERS. 


Formation  and  Capitalization 
of  Healthcare  Entities 


Corporate  Practice  of  Medicine 
Employment  Matters 
Patient  and  Professional  Rights 


Credentialing  and  Disciplinary  Actions 


Fraud  and  Abuse 

Medicare  and  Medicaid  Reimbursement 
Antitrust 

Medical  Malpractice  Litigation 

❖ 

Legislative  and  Regulatory  Matters 


For  more  information 
or  a copy  of  our 

New  Jersey  Health  Law  Advisory, 


please  contact 


Alma  L.  Saravia 

51  Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher  llp 

A Pennsylvania  Limited  Liability  Partnership 


Cherry  Hill  and  Newark,  New  Jersey 
Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
Wilmington  and  Dover,  Delaware 
New  York,  New  York  ♦ Washington,  D.C. 
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Providing  influenza 

AND  PNEUMOCOCCAL 

DISEASE  VACCINATIONS  Ronald  Altman,  MD,  M PH 


Dr.  Altman  is  principal 
clinical  coordinator  of 
The  Peer  Review 
Organization  of  New 
Jersey,  Inc.,  an 
independent,  nonprofit 
health  care  quality 
improvement  corporation. 

It  is  well-documented  that 
influenza  and  pneumococcal 
diseases  are  occurring  infec- 
tious diseases  that  can  cause 
severe  illness  and  death  among 
the  elderly  or  persons  with 
chronic  health  problems. 

Recent  Medicare  claims 
data  underscore  the  gravity  of 
the  adult  vaccination  challenge 
facing  New  Jersey's  health 
care  community.  In  1995, 
only  36.9  percent  of  New  Jer- 
sey's fee-for-service  Part  B 
Medicare  beneficiaries,  age 
65  years  and  over,  had  a 
claim  for  reimbursement  for 
influenza  vaccine,  compared 
with  a national  percentage  of 
40.7  percent,  placing  New 
Jersey  43rd  among  the  states 
in  the  percentage  of  benefi- 
ciaries with  claims  for  influen- 
za vaccination.  For  the  period 
1991  through  1995,  13.5 
percent  of  the  beneficiaries 
had  claims  for  pneumococcal 
vaccine,  compared  to  1 6.3 


percent  nationally,  placing 
New  Jersey  40th  among  the 
states.  As  a result,  The  Peer 
Review  Organization  of  New 
Jersey,  Inc.,  through  its  quality 
improvement  program,  the 
Medical  Society  of  New 
Jersey,  and  the  New  Jersey 
Department  of  Health  and 
Senior  Services  are  urging 
physicians  to  give  influenza 


and  pneumococcal  vaccina- 
tions to  at-risk  individuals.  The 
following  recommendations 
are  excerpted  from  reports  of 
the  U.S.  Public  Health  Service 
Advisory  Committee  on  Im- 
munization Practices. 

Influenza.  Vaccinating  per- 
sons at  high  risk  before  the 


influenza  season  is  the  most 
cost-effective  method  of  reduc- 
ing influenza's  impact.  Indi- 
viduals who  should  receive  an 
influenza  vaccination  include: 
persons  65  years  and  older; 
residents  of  nursing  homes 
and  other  chronic  care  facili- 
ties; and  persons  with  chronic 
pulmonary  or  cardiovascular 
system  disorders,  including 
asthma,  plus  persons  who 
required  regular  medical  fol- 
lowup or  hospitalization  dur- 
ing the  preceding  year 
because  of  chronic  metabolic 
diseases  (including  diabetes 
mellitus),  renal  dysfunction, 
hemoglobinopathies,  or  im- 
munosuppression (including 
immunosuppression  caused 
by  medications). 

Influenza  vaccinations  also 
are  recommended  for  individ- 
uals who  can  transmit  the 
virus  to  high-risk  individuals. 
This  group  includes:  physi- 
cians, nurses,  and  other  per- 
sonnel in  hospital  and  outpa- 
tient care  settings;  nursing 
home  and  chronic  care  facili- 
ty employees;  home  care 
providers  (visiting  nurses  and 
volunteers);  and  those  who 
live  with  persons  at  high  risk. 

Physician  office  and  outpa- 
tient clinic  staff  should  identify 
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and  label  medical  records  of 
patients  falling  within  these 
risk  groups,  and  the  vaccine 
should  be  offered  now  and 
until  influenza  is  present  in  the 
community.  Patients  in  high- 
risk  groups  who  do  not  have 
a regularly  scheduled  fall  visit 
should  receive  vaccination 
reminders  through  the  mail  or 
by  telephone. 

Pneumococcal  disease. 
Diseases  caused  by  Strep- 
tococcus pneumoniae  result  in 
nearly  40,000  deaths  annual- 
ly in  the  United  States,  which 
represents  more  deaths  than 
any  other  vaccine-preventable 
disease.  The  highest  mortality 
occurs  in  the  elderly  and  in 
persons  with  underlying  med- 
ical conditions,  such  as  chron- 
ic cardiovascular,  pulmonary, 
or  hepatic  diseases.  Nearly 
one-half  of  these  deaths 
potentially  could  be  prevent- 
ed through  the  use  of  vaccine. 

Pneumococcal  polysaccha- 
ride vaccine  (PPV)  generally  is 
considered  safe.  About  one- 
half  the  persons  who  receive 
the  vaccine  develop  mild, 
local  side  effects,  such  as 
pain  at  the  injection  site,  ery- 
thema, and  swelling,  which 
generally  persist  less  than  48 
hours.  PPV  is  recommended 
for  all  persons  age  65  years 
and  over,  including  persons 
who  were  previously  unvacci- 
nated and  persons  who  were 
not  vaccinated  within  five 
years  and  who  were  less  than 
65  years  of  age  at  the  time  of 


vaccination.  Individuals  65 
years  and  over  with  unknown 
vaccination  status  should 
receive  the  vaccine. 

For  persons  65  years  and 
over,  the  need  for  revaccina- 
tion is  not  well  delineated.  At 
this  time,  only  one  vaccination 
after  the  age  of  65  years  is 
indicated.  Patients  should  be 
given  a record  of  vaccination, 
but  providers  should  not  with- 
hold the  vaccination  in  the 
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absence  of  a patient's  vacci- 
nation record. 

When  indicated,  vaccines 
should  be  administered  to 
patients  who  are  uncertain  or 
unsure  about  their  vaccination 
history. 

For  the  United  States  popu- 
lation in  general,  PPV  is  rec- 
ommended for  the  31  million 
individuals  age  65  years  and 
over  and  for  the  approximate- 
ly 23  million  people  under  the 
age  of  65  years  who  are  at 
high  risk  for  pneumococcal 
disease. 


Standing  orders  for  pneu- 
mococcal vaccination  of  high- 
risk  patients  are  considered 
the  most  effective  methods  for 
increasing  vaccination  rates 
among  such  groups.  The 
Health  Care  Financing 
Administration  has  appoved 
a regulation  permitting  the 
use  of  standing  orders  to 
administer  PPV  to  Medicare 
beneficiaries.  PPV  should  be 
provided  routinely  for  resi- 
dents of  nursing  homes  and 
other  long-term  care  facilities. 

Because  indications  for 
pneumococcal  and  influenza 
vaccines  are  similar,  the  time 
of  administration  of  influenza 
vaccine  should  be  used  as  an 
opportunity  to  identify  and 
vaccinate  patients  with  PPV. 
However,  influenza  vaccine  is 
administered  each  year, 
whereas  PPV  typically  is 
administered  only  once  for 
persons  in  most  groups. 
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Stuart  M.  Hochron,  M.D. , Esq. 


Physician  Legal  Representation 

• Group  Practice  Formation 

• Physician  Litigation 

• Federal  Regulation 

• Board  of  Medical  Examiners 


Practicing  Physician,  Twenty  Years 
Clinical  Professor,  UMDNJ-RWJMS 
Research  as  Highlighted  on  CNN 
AMA  Physician  Referral  Service 
Partner,  Richmond,  Hochron  & Burns 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


phone:  (732)  821-0200  fax:  (732)  422-9444  e-mail:  MDLAWSMH@aol.com 

209  North  Center  Drive  North  Brunswick,  New  Jersey  08902 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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Radiology/pathology 

CONFERENCE  AT  UMDNJ 


Robert  N.  Greco,  MD 
John  L.  Nosher,  MD 
Christopher  Gribbin,  MD 
Lauri  A.  Goodell,  MD 


Drs.  Greco,  Nosher, 
and  Gribbin  are  affiliated 
with  the  Department  of 
Radiology  at  UMDNJ- 
Robert  Wood  Johnson 
Medical  School,  New 
Brunswick,  and  Dr. 
Goodell  is  affiliated  with 
the  Department  of 
Pathology. 

The  University  of  Medicine 
j and  Dentistry  of  New  Jersey 
(UMDNJ)-Center  for  Continuing 
Education  is  accredited  by  the 
Accreditation  Council  for 
Continuing  Medical  Education 
to  sponsor  continuing  educa- 
tion for  physicians. 

UMDNJ-Center  for  Continu- 
ing Education  designates  this 
activity  for  a maximum  of  1 
hour  in  Category  1 credit 
toward  the  Physician's  Rec- 
ognition Award  of  the  Ameri- 
can Medical  Association,  pro- 
vided it  is  completed  as 
designed  and  a minimum  pass- 
ing score  of  70  percent  is 
achieved.  Each  physician 
should  claim  only  those  hours 


of  credit  that  he/she  actually 
spent  in  the  educational  activi- 
ty. Credit  for  the  continuing 
medical  education  (CME)  post- 
test is  available  through  Octo- 
ber 1998. 

This  CME  activity  was  pre- 
pared in  accordance  with  the 
ACCME  Essentials. 

This  activity  is  supported  in 
part  by  an  educational  grant  to 
UMDNJ-Center  for  Continuing 
Education  from  Abbott  Labora- 
tories. 

Upon  completion  of  this 
activity,  participants  should  be 
able  to:  discuss  the  typical  pre- 
sentation and  physical  findings 
associated  with  the  diagnosis; 
be  familiar  with  the  radiologi- 
cal workup  and  findings  of  the 
diagnosis;  describe  the  histo- 
pathological  and  gross  patho- 
logical findings  of  the  diagno- 
sis; and  review  the  current  treat- 
ment options  for  the  diagnosis. 

Clinical  history.  A 59- 

year-old  Asian  male  with  a past 
history  of  malaria,  cholelithia- 


sis, hepatitis  B,  and  urolithiasis 
was  evaluated  for  leukopenia. 
The  patient  denied  fever,  night 
sweats,  nausea,  vomiting, 
weight  loss,  abdominal  pain, 
or  fatigue.  The  abdominal 
examination  was  unremark- 
able. The  white  blood  count 
was  3.4  x 109/L  with  20  per- 
cent lymphocytes.  The  elec- 
trolytes, liver  function  studies, 
thyroid  function  studies,  and 
amylase  were  normal.  A bone 
marrow  biopsy  demonstrated  a 
hypocellular  marrow  with 
myeloid  hyperplasia.  A con- 
trast-enhanced computed 
tomography  (CT)  scan  of  the 
abdomen  was  performed  that 
revealed  an  unsuspected  pan- 
creatic mass.  The  patient  under- 
went subtotal  pancreatectomy. 

Radiologic  findings.  CT 

scan  of  the  abdomen,  per- 
formed following  the  adminis- 
tration of  both  oral  and  intra- 
venous contrast,  reveals  a 2 x 2 
cm  cystic  mass  in  the  tail  of  the 
pancreas  (Figure  1).  This  mass 
has  an  enhancing  rim  with  a 
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small  area  of  high  attenuation 
along  its  posterior  border.  A 
small  focus  of  calcification  is 
seen  on  its  superior  border.  No 
areas  of  inflammation  or  fluid 
collections  are  noted  regional 
to  this  mass. 

Pathology.  The  subtotal 
pancreatectomy  specimen  con- 
sisting of  the  distal  portion  of 
the  pancreas  measured  8 x 5 x 
2 cm.  Within  the  resected  pan- 
creas was  a unilocular  cyst  with 
a nodular  mass  attached  to  the 
cyst  wall  (Figure  2).  The  cyst 
measured  3 x 2 x 2 cm  with  a 
pink,  smooth  wall.  The  nodule 
within  the  cyst  measured  1 .5  x 
1 .0  x 0.5  cm  and  had  a varie- 
gated dark  red  to  pink  surface. 
A separate  smaller  nodule 
located  within  the  pancreatic 
parenchyma  distal  to  the  cyst 
was  identified.  This  nodule 
measured  .3  x .3  x .3  cm  and 
had  a tan-pink,  solid  surface. 

Histologically,  the  cyst  had  a 
dense  connective  tissue  pseu- 
do-capsule with  the  solid  nod- 
ule showing  central  hemor- 
rhage and  hemorrhagic  necro- 
sis. The  solid  viable  areas 
showed  ribbons  (gyriform  pat- 
tern) of  monomorphic  appear- 
ing cells  (Figure  3).  The  nuclei 
had  finely  granular  chromatin 
with  prominent  nucleoli.  Mi- 


Figure 1 . CT  scan  reveals  a 2 x 2 cm  cystic  mass  with  an  enhanc- 
ing rim  in  the  tail  of  pancreas  (large  arrow).  Along  the  posterior  wall 
of  the  mass  is  a nodule  of  high  attenuation  (small  arrow).  A small  cal- 
cification is  seen  superior  to  the  nodule. 


toses  were  absent.  The  ribbon 
of  cells  was  separated  by  thin 
connective  tissue  septa  and 
dilated  vascular  channels.  The 
smaller  nodule  was  similarly 
composed  of  ribbons  of  cells 
embedded  within  dense  hya- 
line connective  tissue  and  adja- 
cent to  a large  pancreatic  duct. 
There  was  no  evidence  of  vas- 
cular or  neural  invasion. 

Immunohistochemical  stains 
were  performed  using  the  fol- 
lowing antibodies:  chromo- 
granin,  insulin,  glucagon,  gas- 
trin, and  vasoactive  intestinal 
peptide  (VIP).  The  neoplastic 
cells  showed  strong  immunore- 
activity  with  chromogranin  and 
glucagon  and  showed  weakly 
positive  reactivity  with  gastrin 


(Figure  4).  There  was  no  im- 
munoreactivity  with  the  insulin 
or  VIP  antibodies.  These  stains 
support  the  neuroendocrine  ori- 
gin of  these  tumor  cells.  On  the 
basis  of  histology  and  immuno- 
histochemical staining,  a diag- 
nosis of  benign  glucagonoma 
was  rendered. 

Discussion.  Islet  cell  tumors 
of  the  pancreas  are  uncommon 
lesions  arising  from  multipoten- 
tial stem  cells  in  pancreatic  duc- 
tal epithelium,  referred  to  as  the 
amine  precursor  uptake  and 
decarboxylation  (APUD)  sys- 
tem. The  majority  of  islet  cell 
tumors  are  functional  (85  per- 
cent) and  secrete  one  or  more 
biologically  active  hormones 
that  produce  characteristic  clin- 
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Figure  2.  Gross  photograph  of  the  pancreas  showing  bisected  pan- 
creatic cyst  with  hemorrhagic,  nodular  mass  attached  to  cyst  wall. 


ical  syndromes.  These  tumors 
include  insulinomas  that  ac- 
count for  60  percent  of  pancre- 
atic endocrine  tumors,  gastrino- 
mas accounting  for  1 8 percent 
of  islet  cell  tumors,  and  less 
common  tumors  including  glu- 
cagonomas,  vasoactive  intesti- 
nal peptide  secreting  tumors, 
somatastatinomas,  pancreatic 
polypeptide  secreting  tumors, 
and  carcinoid  tumors.1  The 
presence  or  absence  of  func- 
tion in  these  tumors  has  both 
clinical  and  prognostic  signifi- 
cance. With  the  exception  of 
somatostati nomas,  all  of  these 
tumors  have  been  reported  in 
association  with  the  multiple 
endocrine  neoplasia  type  1 
syndrome  (MEN  1 ) . ' 

Glucagonomas  are  rare 
lesions  that  produce  a syn- 


drome of  glucose  intolerance, 
migratory  necrolytic  erythema- 
tous rash,  anemia,  and  weight 
loss.  Malignant  transformation 
has  been  reported  to  occur  in 
80  percent  of  cases,  with  liver 
metastases  seen  in  50  percent 


of  patients  at  the  time  of  pre- 
sentation.8 Glucagonomas  are 
larger  than  insulinomas  or  gas- 
trinomas at  presentation;  they 
often  are  2.5  cm  or  greater  in 
size  and  most  often  located 
within  the  body  and  tail  of  the 
pancreas.'  The  cystic  nature  of 
the  lesion  under  discussion  is 
an  unusual  manifestation  of  this 
rare  tumor  as  only  a few  non- 
functioning cystic  pancreatic 
tumors  of  neuroendocrine  ori- 
gin have  been  reported  in  the 
literature.  None  of  these  cases 
have  described  the  presence  of 
glucagon  secretion.2  3 

The  presentation  of  en- 
docrine tumors  of  the  pancreas 
usually  is  predicated  on 
whether  they  are  functioning  or 


Figure  3.  Photomicrograph  of  the  nodular  mass  attached  to  a dense 
fibrous  pseudocapsule.  The  mass  consists  of  monomorphic  cells  in  a 
gyriform  (ribbon)  pattern.  Central  hemorrhage  and  necrosis  is  evident 
(hematoxylin-eosin,  original  magnification  X40). 
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Figure  4.  Immunohistochemical  staining  for  glucagon  shows  strong 
positivity  of  numerous  neoplastic  neuroendocrine  cells  within  the 
nodular  mass  supporting  the  diagnosis  of  a glucagonoma  (avidin- 
biotin  complex  immunoperoxidase  technique,  X200). 


nonfunctioning.  Functioning 
tumors  often  present  with  com- 
plications of  the  hormone  pro- 
duced. Nonfunctioning  islet  cell 
tumors  typically  present  with 
non-specific  symptoms  and 
advanced  disease.  In  spite  of 
this,  survival  approaching  45 
percent  at  five  years  is  reported 
reflecting  their  slow  growth 
potential.'  Nonfunctioning  tu- 
mors may  present  with  jaun- 
dice, weight  loss,  abdominal 
pain,  palpable  abdominal 
mass,  anorexia,  nausea  and 
vomiting.  Compared  to  func- 
tioning neoplasms,  nonfunction- 
ing tumors  are  more  often 
malignant  (80  to  90  percent 
versus  1 0 to  60  percent),3  more 
commonly  located  in  the  head 
of  the  pancreas,  and  are  larger 
at  presentation  with  72  percent 
being  greater  than  5 cm.'  4 
Recent  reports  suggest  the  inci- 
dence of  malignancy  in  non- 
functioning tumors  may  be  clos- 
er to  45  percent.5  The  three 
nonfunctioning  cystic  endocrine 
tumors  of  the  pancreas  report- 
ed by  Schwartz  were  4 to  1 0 
cm  in  size  and  all  were  located 
in  the  head  of  the  pancreas.2 

CT,  angiography,  ultra- 
sound, magnetic  resonance 
(MR),  and  radionuclide  scan- 
ning have  been  utilized  in 


tumor  localization.  Transab- 
dominal ultrasound  probably  is 
the  least  effective  method  of 
identifying  islet  tumors  of  the 
pancreas.  Lesions  are  most  fre- 
quently hypoechoic  compared 
to  normal  pancreatic  parenchy- 
ma. The  small  size  of  most  pan- 
creatic endocrine  tumors  com- 
bined with  overlying  bowel  gas 
often  limit  complete  evaluation 
of  the  pancreas  decreasing  the 
sensitivity  of  this  examination. 
In  contrast,  both  intraoperative 
ultrasound  and  endoscopic 
ultrasound  have  reported  high 
sensitivity  in  the  localization  of 
these  tumors.'  7 Arteriography 
is  useful  in  detection  of  pancre- 
atic endocrine  tumors  because 
of  the  neovascularity  that  they 


demonstrate.  It  also  is  useful  in 
the  detection  of  hepatic  metas-  | 

tases.  Hypervascular  lesions  | 

too  small  to  be  detected  by 
other  means  have  been  detect- 
ed with  arteriography.  Portal 
venous  sampling  has  been 
used  to  localize  tumors  by  ! 

detecting  a step-up  in  insulin  or 
gastrin  levels  in  portal  venous 
blood  at  the  site  of  the  tumor. 

CT  scanning  of  endocrine 
tumors  of  the  pancreas  should 
be  performed  following  oral 
contrast  ingestion,  with  and 
without  intravenous  contrast. 
These  hypervascular  lesions 
most  often  are  seen  as  enhanc- 
ing lesions  on  CT.  Unlike  ade- 
nocarcinoma of  the  pancreas, 
calcification  may  be  seen  in 


46  NewJepseyMfiiura  October  1997 


FEATURE 

Magnetic  resonance  is  gaining  a role  in  the  identification  of 
pancreatic  masses  and  metastasis. 


endocrine  tumors  especially  if 
they  are  malignant.  CT  also  is 
effective  in  identifying  liver 
metastases.' 

MR  is  gaining  a role  in  iden- 
tification of  pancreatic  masses 
and  metastasis.'  6 Solid  tumors 
are  of  higher  signal  intensity 
than  normal  parenchyma  on 
T2-weighted  sequences.  On  T1- 
, weighted  fat  suppressed  spin 
echo  (FSSE)  techniques,  glu- 
i cagonomas  are  lower  in  signal 
i compared  to  normal  pancreat- 
ic parenchyma  and  demon- 
I 

strate  irregular  enhancement 
following  dynamic  gadolinium 
administration.  Liver  metas- 
I tases  demonstrate  irregular 
| enhancing  rims  after  gadolini- 
um and  are  of  high-signal  inten- 
j sity  on  T2-weighted,  fat-sup- 
pressed  MR  images.6 

In  general,  cross-sectional 
j imaging  is  more  effective  in 
identifying  large  tumors,  single 
tumors,  tumors  located  in  the 
pancreatic  parenchyma,  and 
liver  metastases.  Extra-pancre- 
atic tumors,  multiple  tumors, 
and  tumors  in  patients  with  the 
MEN1  syndrome  are  less  reli- 
ably localized.  Most  recently, 
radionuclide  scanning  with 
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somatostatin  receptor  (' " In- 
DTPA-DPhe')  octreotide  has 
been  reported.'  7 These  agents 
have  sensitivity  at  least  equal- 
ing those  reported  with  cross- 
sectional  imaging.7 

Treatment  of  endocrine  neo- 
plasms of  the  pancreas  is  con- 
troversial as  to  whether  early 
surgical  excision  prevents  liver 
metastases.  If  liver  metastases 
are  not  present,  complete  surgi- 
cal excision  probably  is  justi- 
fied in  all  of  these  lesions.  In 
unresectable  cases,  chemother- 
apy, with  streptozotocin-based 
agents.  5-Fluorouracil,5  interfer- 
on, somatostatin  analogues, 
and  arterial  chemoemboliza- 
tion  all  have  shown  effective- 
ness. Liver  transplantation  has 
been  increasingly  considered 
in  patients  with  unresectable 
tumors.5  7 
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Continuing  Education  Registration  Form  and  Answer  Sheet 


Instructions 

1 . Read  the  monograph  carefully. 

2.  Read  each  question  and  record  your  answers  on  this  form.  Retain  a copy  of  your  answers  so  they 


can  be  compared  with  the  correct  answers,  which  will  be  mailed  to  you  at  a later  date. 


3.  Complete  the  information  in  the  spaces  below. 

4.  Send  the  completed  form  to: 

UMDNJ-Center  for  Continuing  Education 
Box  573 

Newark,  NJ  07107 

973-972-4267,  Outside  of  NJ:  (800)  227-4852 

5.  Your  form  will  be  graded,  and  you  will  be  advised  whether  you  have  passed  or  failed.  Your  cor-  j 
rected  post-test  answer  form  will  be  returned  to  you.  Review  the  parts  of  the  monograph  pertaining 
to  any  questions  you  have  missed. 

6.  A minimum  score  of  70  percent  correct  must  be  obtained  in  order  for  credit  (AMA/PRA  Category 
1 , 1 credit  hour)  to  be  awarded.  Credit  for  this  CME  post-test  is  available  until  October  1998. 

CME  post-test  answer  sheet 

(Please  circle  the  one  best  answer) 


1. ABCDE 

2.  A B C D E 

3.  A B C D E 

4.  A B C D E 


5.  A B C D E 

6.  A B C D E 

7.  A B C D E 

8.  A B C D E 


9.  A B C D E 

10.  A B 

1 1.  A B C D E 
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Social  Security 


Name 


Degree  _ 
Affiliation 
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1 . What  percentage  of  islet  cell  tumors  are  functional? 

a.  15  percent. 

b.  25  percent. 

c.  50  percent. 

d.  85  percent. 

e.  99  percent. 

2.  The  most  common  islet  cell  tumor  is? 

a.  Gastrinoma. 

b.  Insulinoma. 

c.  Vipoma. 

d.  Glucagonoma. 

e.  Somatostatinoma. 

3.  All  of  the  following  islet  cell  tumors  are  associated  with  Men-l  syndrome  except: 

a.  Insulinomas. 

b.  Glucagonomas. 

c.  Vipomas. 

d.  Somatostatinomas. 

e.  Gastrinomas. 

4.  Malignant  transformation  of  glucagonomas  has  been  reported  in  what  percentage  of  cases? 

a.  10  percent. 

b.  25  percent. 

c.  60  percent. 

d.  80  percent. 

e.  95  percent. 

5.  All  of  the  following  are  true  except: 

a.  Glucagonomas  are  larger  than  insulinomas  at  presentation. 

b.  Most  functioning  glucagonomas  are  located  in  the  body  and  tail  of  the  pancreas. 

c.  Most  functional  glucanomas  are  less  than  2.5  cm  at  presentation. 

d.  Most  glucagonomas  are  cystic  in  nature. 

e.  Functional  glucagonomas  can  present  with  glucose  intolerance,  migratory  necrolytic  rash,  anemia, 
and  weight  loss. 

continued  on  page  50 
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continued  from  page  49 

6.  All  of  the  following  are  true  concerning  nonfunctional  islet  cell  tumors  except: 

a.  Survival  approaches  45  percent. 

b.  Forty-five  to  90  percent  are  malignant. 

c.  More  commonly  located  in  the  body  and  tail  of  pancreas. 

d.  More  than  72  percent  are  larger  than  5 cm  in  size. 

e.  Often  present  with  non-specific  complaints  and  advanced  disease. 

7.  The  imaging  modality  that  probably  is  the  least  effective  in  identifying  islet  cell  tumors  is? 

a.  Abdominal  CT. 

b.  Intraoperative  US. 

c.  Transabdominal  US. 

d.  MR. 

e.  Radionuclide  scanning  with  somatostatin  receptors. 

8.  Which  of  the  following  statements  are  true  concerning  islet  cell  tumors  and  angiography? 

a.  Islet  cell  tumors  are  hypervascular. 

b.  Angiography  is  useful  in  the  detection  of  hepatic  metastases. 

c.  Portal  venous  sampling  has  been  used  in  tumor  detection. 

d.  Tumors  too  small  to  be  detected  by  other  means  have  been  detected  by  arteriography. 

e.  All  of  the  above  are  true. 

9.  All  of  the  following  statements  are  true  concerning  MR  and  pancreatic  islet  cell  masses  except: 

a.  Solid  tumors  are  of  lower  signal  intensity  than  normal  pancreatic  parenchyma  on  T2-weighted 
sequences 

b.  On  T1  -weighted  fat-suppresed  spin  ehco  (FSSE)  techniques,  glucagonomas  are  lower  in  signal  com- 
pared to  normal  pancreatic  parenchyma. 

c.  Enhancement  is  seen  following  dynamic  gadolinium  administration. 

d.  Liver  metastases  demonstrate  irregular  enhancing  rims  after  gadolinium  administration. 

e.  Liver  metastases  are  of  high-signal  intensity  on  T2-weighted  fat-suppressed  MR  images. 

10.  Radionuclide  scanning  with  somatostatin  receptors  is  insensitive  for  the  detection  of  extra-pancreatic 
tumors  and  multiple  tumors. 

a.  True 

b.  False 

1 1 . Which  of  the  following  have  been  used  to  treat  endocrine  neoplasms  of  the  pancreas? 

a.  Stretozotocin. 

b.  5-Fluorouracil. 

c.  Interferon. 

d.  Arterial  chemoembolization. 

e.  All  of  the  above  are  true. 
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New  Jersey  Physicians’ 
Financial  Freedom  Program 


In  the  complicated  and  difficult  world  of  modern  medical  practice,  you  deserve  the 
peace  of  mind  that  is  achieved  when  your  assets  are  protected.  That  protection  is  just 
what  this  new  Physicians’  Financial  Freedom  Program  with  A-rated  carriers  offers 
to  all  New  Jersey  doctors.  You  can  set  coverage  not  only  for  malpractice  suits,  but 
also  for  your  future  earnings.  Here  are  your  options. 

1.  Medical  Malpractice  Coverage 

2.  Short  and  Long-Term  Income  Protection 

3.  Substantial  Tax-Deductible  Retirement  Plan 

These  programs  are  offered  individually  or  specifically  grouped  exclusively  by 
our  Strategic  Medical  Planners  Department. 

n : [ij  inS 

For  quotations  or  more  information,  piyiliyig®  ^ a 

please  call  us  today.  Ill  111  IBB 

MATHER  & CO. 

226  Walnut  St.  • Philadelphia,  PA  19106  • Phone:  (215)  351-4700  • Fax:  (215)  351-4720 


SewJerseyf"  Annual  Educational  Symposium 

SLEEP  if  Saturday,  October  18,  1997 — Hyatt  Regency,  New  Brunswick,  NJ 

SOCIETY®  


The  NJSS  Board  is 
extremely  pleased  to 
present  this  distinguished 
panel  of  nationally 
and  internationally 
recognized  speakers. 

In  addition,  numerous 
corporate  and  home  care 
sponsors  will  display  the 
most  recent  sleep 
diagnostic  equipment, 
and  homecare  companies 
will  demonstrate  new 
developments  in  CPAP, 
BiPAP,  VPAP  and  DPAP, 
as  well  as  other  sleep 
related  devices. 


• John  Penek,  M.D., 

FCCP,  NJSS  President 
Presidential  Address 
e William  Dement,  M.D.,  Ph.D. 
"Sleep  Medicine:  Past, 
Present  and  Future" 

Dr.  Dement  is  Professor 
of  Sleep  Medicine  at 
Stanford  University, 
Founding  President  of 
the  American  Sleep 
Disorders  Association 
and  internationally  rec- 
ognized in  the  field  of 
Sleep  Medicine. 

« Stephen  H.  Sheldon,  D.O. 
"Sleep  Disorders  in 
Infants  and  Adolescents" 
Dr.  Sheldon  is  Director 
of  the  Sleep  Disorders 
Center  and  Children's 


Memorial  Hospital  in 
Chicago  and  has  pub- 
lished extensively  on 
sleep  disorders  in  the 
pediatric  age  group. 

• Sonia  Ancoli-Israel,  Ph.D. 
"Sleep  Disorders  in 
the  Elderly" 

Dr.  Ancoli-Israel  is 
Professor  of  Psychiatry 
at  the  University  of 
California-San  Diego 
School  of  Medicine.  She 
has  numerous  publica- 
tions in  the  field  of  sleep 
disorders  in  the  elderly. 

® Raymond  Rosen,  Ph.D. 
"Sleep  Medicine 
Education" 

Dr.  Rosen  is  Professor  of 
Psychiatry  at  the  Robert 


Wood  Johnson  Medical 
School  and  Academic 
Director  of  the  Sleep 
Disorders  Center  at 
Robert  Wood  Johnson. 
Dr.  Rosen  has  published 
extensively  in  the  field 
of  insomnia  and  sleep 
medicine  education. 

• Panel  Discussion: 
Treatment  Options  in 
Snoring  and  Sleep  Apnea 

Dr.  Stephen  Farmer, 

Dr.  Kenneth  Hilsen, 

Dr.  Jeffrey  Nahmias. 


For  further  information  or  to  register  for  the  symposium,  contact  NJSS  at  973-267-2411,  or  fax  to  973-539-1847. 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 


To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 

Endorsed  by  the 


Medical  Society  New  Jersey 


MEDICAL  INTER-INSURANCE  EXCHANGE 
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Diane  Haring  Cornell 

An  attorney  in 
Pompton  Plains,  Janet 
Porro  specializes  in 
domestic  violence,  which 
many  think  is  an 
extremely  narrow  field. 
But  as  a survivor  of 
domestic  violence  and  an 
advocate  for  abused 
women,  Porro  knows 
better.  October  is 
domestic  violence 
awareness  month. 

Each  year  in  this  country, 
three  million  women  are  bat- 
tered by  their  husbands  or 
boyfriends,  resulting  in  3,000 
deaths,  says  the  Jersey  Battered 
Women's  Service,  Inc.  This 
Morris  Plains  agency  reports 
that  in  Morris  County,  four  out 
of  the  five  murders  committed 
in  1994  were  caused  by 
domestic  violence.  Battering  is 
a more  common  source  of 
injury  to  women  than  motor 
vehicle  crashes,  assaults,  and 
sexual  assaults  by  a stranger, 
combined,  according  to  a 
1 996  article  in  The  Journal  of 
the  American  Medical  Associ- 
ation. 

According  to  experts,  com- 
mon injuries  from  domestic  vio- 
lence include  contusions,  abra- 
sions, minor  lacerations,  frac- 
tures, and  sprains,  along  with 
multiple  sites  of  injuries  and 
repeated  or  chronic  injuries, 
although  many  victims  will  pre- 


Domestic violence: 
Break  the  silence 


sent  with  other,  seemingly, 
incongruous  complaints.  Vic- 
tims also  may  describe  a vari- 
ety of  non-trauma  related  com- 
plaints including  depression, 
suicidal  thoughts,  feelings  of 
isolation,  and  an  inability  to 
cope.  They  also  may  suffer 
from  post-traumatic  stress  syn- 
drome and  alcohol  and  drug 
abuse. 

"Generally,  physicians  are 
not  good  at  identifying  domes- 
tic violence,"  says  Janet  G. 
Alteveer,  MD,  assistant  profes- 
sor of  clinical  surgery  in  emer- 
gency medicine  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  Camden  and  assistant 
medical  director  of  the  emer- 
gency department  at  Cooper 
Hospital/University  Medical 
Center,  Camden.  In  New 
Jersey,  30  percent  of  all  emer- 
gency department  visits  by 
women  are  because  of  symp- 
toms related  to  abuse. 

"Physicians  are  trained  to 
ask  patients  about  smoking  and 
their  sexual  practices.  To  me, 
this  is  not  different.  Domestic 
violence  is  another  social  issue. 
We  have  to  start  conditioning 
and  training  ourselves  to  ask 
about  domestic  violence,  too." 

"Doctors  need  to  learn  to  ask 
leading  questions  in  order  to 
get  things  started.  Unfortun- 
ately, physicians  receive  little  or 
no  training  in  medical  school 
and  most  are  afraid  of  the  soci- 
etal pressures  to  deal  with  the 
issue  in  their  practices,"  she 
says.  Alteveer's  knowledge 


about  the  subject  comes  from 
participation  in  the  Medical 
Society  of  New  Jersey's  sub- 
committee on  violence.  She 
now  is  a lecturer  on  the  topic 
for  a roving  symposium  offered 
by  The  Academy  of  Medicine 
of  New  Jersey. 

Physicians  can  screen  fe- 
male patients  by  asking  such 
questions  as,  "Have  you  ever 
been  afraid  of  your  partner?" 
"Have  you  ever  been  beaten  or 
hit?"  "When  you  and  your  part- 
ner argue,  what  happens?"  An 
adolescent  can  be  asked  about 
a partner's  jealousy,  posses- 
siveness, or  temper.  Asking  a 
series  of  questions,  rather  than 
a single  one,  has  been  shown 
to  be  more  effective  in  eliciting 
a truthful  response. 

"Every  woman  who  comes 
in,  whether  she  presents  with 
battering  or  not,  should  be 
asked  these  questions  because 
of  the  prevalence  of  domestic 
violence,"  Alteveer  advocates. 
"As  physicians  we  can  give  an 
important  message  to  women 
who  may  not  be  ready  to  leave 
but  perhaps  at  another  time  will 
be  ready." 

"Physicians  get  discouraged 
by  how  long  it  takes  a woman 
to  leave  her  abuser,"  she  says, 
adding  that  often  a woman  will 
experience  repeated  abuse 
and  come  back  for  medical 
care  three  or  four  times  before 
she  feels  the  need  to  act.  This  is 
attributable  to  low  self  esteem, 
and  to  the  overwhelming  task 
of  finding  new  housing,  finan- 


OCTOBER  1997  53 


cial  support,  and  day  care,  if 
children  are  involved. 

Alteveer  advises,  "Physicians 
may  want  to  force  the  situation 
but  the  woman  is  the  one  going 
through  it.  She  knows  her  part- 
ner and  she  alone  knows  when 
it  is  safe  to  leave.  Studies  have 
found  that  women  are  at  the 
greatest  risk  of  death  at  the  time 
they  decide  to  leave." 

Howard  Holtz,  MD,  an 
expert  on  domestic  violence 
and  associate  chair  of  medi- 
cine at  St.  Barnabas  Medical 
Center  in  Livingston  says  man- 
aged care  has  made  it  harder 
for  physicians  to  do  such 
screenings.  "The  practice  of 
medicine  and  how  much  time  is 
afforded  providers  to  take  these 
histories  is  getting  more  and 
more  pressured.  It  is  going  to 
take  a continual  effort  by  the 
leaders  in  medical  practice  and 
education  to  prioritize  this." 

Holtz  says  that  when  he 
gives  grand  rounds  on  the  sub- 
ject of  abuse,  inevitably  a 
physician  will  comment  that  he 
never  encounters  such  a victim. 
"But  that's  not  because  these 
people  don't  come  into  the 
office,"  Holtz  says.  "Everyone 
talks  about  female  injury.  But 
women  come  in  with  head- 
aches, musculoskeletal  pain, 
pelvic  pain,  gastrointestinal 
complaints,  or  symptoms  that 
suggest  anxiety  or  depression. 
Often  there  is  no  clear  diagno- 
sis for  the  complaints.  The  prob- 
lem is  they  just  don't  get  better 
until  the  social  connections  to 
their  somatic  problems  are  dis- 
cussed. The  potential  to  use  a 
focused  amount  of  history  to 
help  a patient  is  enormous." 


Holtz  is  finishing  a clinical 
research  study  comparing  the 
health  histories  of  more  than 
240  abused  women  with  those 
of  about  200  females  in  a con- 
trol group.  He  examined  issues 
such  as  overall  health  status,  uti- 
lization of  services,  and 
whether  any  women  suffered 
from  emotional  disorders  such 
as  bulimia,  anorexia,  or  de- 
pression. 

He  likens  screening  for  dom- 
estic abuse  to  how  well  physi- 
cians are  able  to  identify 
depression.  "It's  the  same  prob- 


lem. Social  concerns  and  the 
complaints  associated  with  the 
symptoms  of  depression  are  not 
taken  seriously." 

He  urges  his  colleagues  not 
to  get  bogged  down  in  thinking 
that  they  will  open  a Pandora's 
box  and  be  enmeshed  in  a long 
conversation  about  issues  they 
can't — or  don't  want  to — 
address.  Intervention  is  simple 
and  easy.  "Know  the  telephone 
number  of  your  local  shelter," 
he  advises.  "This  isn't  rocket  sci- 
ence. You  don't  have  to  have  a 


PhD  in  sociology  or  psycholo- 
gy. There  are  other  people  who 
will  step  in  to  help."  He  says 
the  shelters  are  waiting  to  make 
a connection  with  these 
women.  They  just  need  physi- 
cians to  help  with  this  outreach. 

"Sometimes  intervention  is 
as  simple  as  putting  a domestic 
violence  pamphlet  in  your 
office  restroom  [because  if  her 
husband  accompanies  her,  that 
is  the  only  place  she  will  be 
alone]  or  posters  in  your  wait- 
ing room.  It  lets  women  know 
their  doctors  care  about  the 
issue,"  he  says. 

Physicians  may  call  the 
state's  Department  of  Commun- 
ity Affairs',  Division  on  Wo- 
men, at  609/292-8840,  to 
receive  free  cards  listing  state- 
wide domestic  violence  hotline 
telephone  numbers  for  distribu- 
tion to  patients. 

As  part  of  a survey  of  bat- 
tered women  that  she  was  con- 
ducting, Kathleen  Furniss, 
MSN,  a women's  health  nurse 
practitioner,  says  she  asked  vic- 
tims if  anyone  involved  in 
health  care  ever  asked  them 
about  abuse.  Most  said  "no."  | 

She  asked  if  they  would  have 
felt  comfortable  talking  about 
their  situation  in  that  setting  and 
most  said  "yes." 

Furniss  works  in  a private 
ob/gyn  practice  in  Wayne 
where  she  routinely  screens 
patients.  She  says  most  patients 
don't  have  a problem  with  the 
screening  questions.  "But  if  they 
do  I calmly  tell  them  that  this  is 
a major  public  health  problem 
for  women  and  that  we  ask  all 
of  our  patients  about  it.  That 
usually  ends  it,"  she  says. 
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Fumiss  says  that  when  her 
office  initially  began  the  screen- 
ing, they  really  did  not  think  of 
domestic  violence  as  a com- 
mon problem.  "It's  not  until  you 
start  digging  that  you  realize 
it's  more  common  than  you 
think."  She  says  suddenly  the 
doctors  and  nurses  began  to 
realize  why  some  patients 
would  come  in  again  and 
again  with  physical  complaints 
but  had  no  abnormal  test 
results — the  women  were  being 
abused.  "Often  times  it  would 
be  the  women  who  would 
come  in  repeatedly  to  hear  her 
baby's  heartbeat  just  to  make 
sure  everything's  okay,"  Furniss 
relates.  "We  found  that  she  had 
a reason  for  being  nervous." 

Porro  says  that  her  doctor 
never  once  inquired  about  the 
possibility  of  abuse.  "Most  of 
my  abuse  wasn't  outward,  so 
you  really  couldn't  see  it,"  she 
recalls  now.  Although  she  des- 
perately wanted  help,  "one 
part  of  me  was  too  embar- 
rassed to  tell  anyone  about 
what  was  happening."  What 
would  have  made  the  differ- 
ence in  her  case,  she  says,  is  if 
a health  care  professional 
would  have  asked  her  not  one, 
but  two  or  three  questions  dur- 
ing a routine  screening,  about 
the  possibility  of  abuse. 

"If  I felt  there  was  someone  I 
could  talk  to,  then  maybe  I 
would  have  opened  up.  If 
someone  had  been  there  telling 
me  it's  okay,  that  it  was  not  my 
fault,  and  there  was  nothing  to 
be  embarrassed  about — if  they 
would  have  told  me  that  there 
was  a shelter  available,  maybe 
I wouldn't  have  stayed 
in  that  situation  so 
long." 


A persona!  story 

For  Janet  Porro,  the  abuse  began  after  she  became  pregnant  with 
her  first  child  and  continued  to  escalate  after  her  second  pregnan- 
cy- 

"It  started  out  as  verbal  abuse,"  says  Porro,  who  now  is  divorced. 
"I  was  stupid.  Ugly.  A moron.  I didn't  know  anything."  The  loud, 
hate-filled  attacks  were  liberally  laced  with  expletives,  she  says.  "I 
was  degraded  and  tormented  for  every  aspect  of  my  being.  I was 
ridiculed  for  the  way  I walked — my  husband  would  yell  that  I 
dragged  my  feet  and  made  too  much  noise  and  was  loosening  the 
stairs  as  I descended — that  I wasn't  worthy  of  having  a husband, 
wasn't  worthy  of  having  an  automobile,  wasn't  worthy  of  living." 

"He  said  I was  a slob,  and  a pig,  and  that  I was  raising  our 
daughters  to  be  little  pigs  just  like  me.  I was  ridiculed  for  my  appear- 
ance, my  eating  habits,  my  parenting  skills,  and  my  professional 
skills  as  an  attorney." 

After  her  children  were  born  she  says  her  husband  began  impos- 
ing certain  rules.  She  was  told  with  whom  she  could  speak  or  asso- 
ciate, what  furniture  in  the  house  she  and  the  children  were  permit- 
ted to  use,  what  doors  they  could  exit  and  enter  through,  when  they 
could  leave  the  house,  and  where  they  were  permitted  to  go.  "He 
would  actually  check  the  mileage  on  my  car  and  interrogate  me  as 
to  how  I could  have  traveled  that  number  of  miles,"  she  recalls. 

"My  children  and  I were  not  permitted  to  invite  friends  over  for 
they  might  mess  the  house.  I could  not  touch  the  stereo,  the  VCR,  the 
video  camera,  or  certain  chairs.  He  said  I was  too  ignorant  to  use 
these  items  properly."  She  says  her  husband  would  regularly  inspect 
these  items,  and  if  real  or  imagined  fingerprints  were  discovered, 
he  would  wipe  the  item  down  with  alcohol,  berating  her,  saying  that 
she  had  put  her  "greasy  and  dirty"  hands  on  it.  All  the  furniture  in 
the  house  was  covered  with  sheets  because  "the  children  and  I were 
greasy  and  he  did  not  want  our  bodies  to  touch  anything,"  Porro 
says. 

Her  former  husband  was  no  less  kind  toward  their  children. 
When  they  were  toddlers  they  were  not  permitted  to  be  fed  more 
than  three  times  a day.  She  would  have  to  sneak  them  snacks  or 
drinks  between  meals.  The  children  were  not  permitted  in  the 
kitchen,  nor  to  eat  at  the  dining  room  table.  Instead,  they  were  rel- 
egated to  a small  table  in  the  corner. 

Occasionally,  the  verbal  abuse  would  escalate  into  physical 
abuse.  He  would  kick  her  and  threaten  her  with  his  unregistered 
handgun.  He  also  kept  loaded  shotguns  in  the  house.  He  would 
refer  to  her  as  "untrainable,"  she  says,  and  then  go  outside  and 
shoot  squirrels  in  their  backyard,  coming  inside  to  tell  her  that  is 
what  happens  to  untrainable  things. 

Gradually,  she  says,  the  violence  turned  into  sexual  abuse.  She 
says  she  was  repeatedly  and  forcibly  raped  and  sodomized,  night 
after  night.  "He  would  drag  me  up  the  stairs  telling  me  it  was  time 
to  get  my  punishment  for  not  acting  as  he  saw  fit." 
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Molly  Davis 


By  now,  almost 
everyone  is  aware  of 
how  short  hospital  visits 
can  be.  Because  of 
insurance  policies, 
patients  can  expect  to 
recover  someplace  other 
than  the  venue  where 
their  procedure  was 
performed.  Enter  the 
discharge  planning 
nurse,  who  has 
become  an  essential 
part  of  health  care 
and  hospital 
organizations. 

This  position  entails  dis- 
1 cussing  and  making  ar- 
i rangements  for  what  pa- 
tients have  to  do  to  take 
I care  of  themselves  after 
! they  leave  a hospital. 
Whether  it's  what  medica- 
tion they  have  to  take,  what 
foods  they  can  or  cannot 
eat,  giving  themselves  intra- 
venous antibiotic  injections, 
or  even  home  health  care  op- 
tions, the  discharge  planning 
nurse  can  be  a great  friend  to 
patients. 

Kathy  Mortimer,  working  at 
Trenton's  Mercer  Medical 
Center,  is  its  only  discharge 
planning  nurse. 

There  used  to  be  a social  ser- 
vices department  at  Mercer 


From  hospital  to  home: 
Discharge  planning  nurses 


Medical  Center,  as  a courtesy 
to  help  patients  make  the  tran- 
sition from  hospital  to  home.  It 
now  is  a necessity  for  Mercer 
Medical  Center  to  provide 
patients  with  a better  service. 
Most  hospital  discharge  plan- 
ning nurses  are  members  of 
what  hospitals  call  "treatment 
teams"  and  they  report  to  a 


Kathy  Mortimer  © Double  Exposure 

team  leader.  Whereas  Morti- 
mer was  previously  in  the  so- 
cial services  division,  she  now 
works  in  her  own  nursing  unit, 
as  do  others  in  her  position 
elsewhere. 

The  discharge  planning 
nurse's  job  is  a big  shoe  to  fill, 
according  to  Mortimer. 


"Since  insurance  is  pushing 
for  patients  to  recover  in  a 
home  setting,  the  patient  and 
family  are  taught  what  to  do," 
she  said.  "I  go  over  everything 
with  them  while  at  the  hospital 
and  then  a nurse  will  go  to  a 
patient's  home  with  needed 
supplies  and  teach  them." 

Mortimer  makes  sure  that 
patients'  needs  are  met  in 
order  for  the  patient  to  go 
home  in  a safe  manner. 
Whether  her  requests  in- 
clude home  physical  thera- 
py, home  health  aides, 
long-term  or  short-term  reha- 
bilitation, oxygen,  a walker, 
a commode,  providing  ter- 
minally ill  patients  with  hos- 
pice care,  referrals  for  alco- 
hol and  drug  rehabilitation, 
or  counseling  in  order  to 
discharge,  Mortimer  finds 
the  facilities  and  refers  the 
patients  to  make  sure  they 
receive  the  necessary  care. 

"The  idea  is  how  can  I help 
the  patient  and  family  so  the 
patient  can  go  home  safely 
when  a patient  is  not  physically 
capable,"  she  said.  "With  dis- 
charge planning,  you  have  to 
give  patients  some  sort  of  help 
so  they  can  care  for  them- 
selves." 
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“ Patients  are  the  most  important  players  in  my  job,  so  I do  my 
best  to  make  sure  they  leave  the  hospital  feeling  they  will  be 
okay  at  home” 


Nurse  navigation 

Nursing-related  web  sites  are  available  on  the  world  wide 
web  including: 

New  Jersey  State  Nurses  Association:  www.njsna.org 
Computers  in  Nursing:  www.cini.com/cin/cin.htm 

Cool  Nursing  Site  of  the  Week:  www.odyssee.net/fnord/ 
nurselink.html 

Nurseweek:  www.nurseweek.com 
NURSENET:  www.ualberta.ca/jmorris/nursenet/nn.html 
Nursing  World:  www.nursingworld.org 
NursingNet:  www.nursingnet.org 

journal  of  Nursing  Jocularity:  www.jocularity.com/toc.html 


Insurance  companies  dictate 
every  action  Mortimer  takes 
while  planning  for  a patient's 
home  care.  "The  companies  tell 
me  which  home  care  nurse 
agencies  to  use,"  she  said.  "I 
make  sure  that  I don't  do  any- 
thing that  will  backfire  for  the 
patient."  Mortimer  has  learned 
to  be  wary  of  insurance  com- 
panies. "They  are  not  always 
the  patient's  friend — they  are 
reluctant  to  allow  some  proce- 
dures, even  if  the  discharge 
planning  nurses  feel  it  is  neces- 
sary," she  said. 

Insurance  companies,  ac- 
cording to  Mortimer,  will  deny 
a procedure  for  minor  reasons; 
It's  very  black  and  white,"  she 


states.  "Insurance  companies 
can  be  difficult." 

Since  the  position  at  Mercer 
Medical  Center  was  created 
less  than  a year  ago,  Mortimer 
still  is  trying  to  get  used  to  the 
way  things  are  done. 

"It's  a learning  experience 
on  a daily  basis,"  she  said.  "I 
have  to  watch  how  much  time  I 
have  for  discharge  planning." 

Mortimer  claims  that  she  has 
had  both  good  and  bad  expe- 
riences with  this  position. 

In  good  faith,  Mortimer 
makes  all  the  necessary  ar- 
rangements, and  even  when 
the  patient  is  no  longer  in  the 
hospital  her  discharge  duties 
continue. 


"When  something  goesj 
wrong,  I get  the  telephone  call:  I 
like  the  nurse  never  showed 
up,"  she  said.  "I  can't  always! 
solve  it,  but  I try.  It  has  been  a 
very  frustrating  yet  stimulating 
year  with  this  job." 

Discharge  planning  nurses  in 
Philadelphia  feel  the  same.  "It 
has  been  the  most  trying  year 
of  my  life,"  noted  one  nurse. 
"People  expect  everything  to  1 
be  perfect,  and  that's  few  and 
far  between  in  the  medical 
industry.  We're  lucky  if  nothing 
goes  wrong  in  the  way  of  dis- 
charge planning." 

According  to  another  nurse, 
it's  a huge  commitment.  "I  work 
so  much  overtime  trying  to  pre- 
pare proper  arrangements  for 
patients  when  they  leave,"  he 
said.  "The  patient  is  the  most 
important  player  in  my  job  so  I 
do  my  best  to  make  sure  the 
patient  leaves  the  hospital  with 
the  feeling  that  life  will  be  okay 
at  home.  It's  very  draining  be- 
cause patients  are  more  secure 
being  cared  for  in  a hospital 
setting  rather  than  taking  care 
of  themselves  at  home." 

Englewood  Hospital  has  a 
care  coordination  department 
that  has  been  in  effect  just  over 
a year.  The  hospital  merged 
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A bird’s-eye  view  of  nursing 

The  nursing  profession  takes  up  a large  chunk  of  the  medical  industry 
from  hospital  to  education  to  ambulatory  care  settings.  Take  a look  at 
some  of  the  online  stats  on  nurses  from  a national  sample  survey  of  reg- 
istered nurses  by  the  Health  Resources  and  Services  Administration 
(http://www.  hrsa.dhhs.gov/bhpr/dn/dn.htm) . 

• Of  the  2,500,000  licensed  nurses,  82.7  percent  (2,115,815)  are 
employed  in  nursing — with  10  percent  from  racial/ethnic  back- 
grounds. 

• The  average  age  of  employed  nurses  is  42.3  years. 

• Men  account  for  5.4  percent  of  the  total  number  of  employed  nurs- 
es— a substantial  increase  since  1992. 

• 60  percent  of  nurses  are  working  in  a hospital  setting. 

• Only  9.1  percent  of  the  employed  nurses  have  a master’s  degree. 

— Nancy  Propsner 


several  departments  to  create 
these  positions,  including  parts 
of  home  care  coordination,  uti- 
lization review,  and  social  ser- 
vices. There  are  eight  to  ten  dis- 
charge planning  nurses,  one 
for  each  unit,  who  do  ad- 
vanced planning  for  patients. 
According  to  Kathy  Walsh,  the 
director  of  care  coordination, 
the  numbers  will  soon  increase. 

"The  work  has  become  so 
critical  that  we're  looking  for 
two  more  nurses,  and  we 
added  a new  position  to  meet 
the  needs  of  patients,"  she 
said.  "Basically  the  care  coor- 
dinators oversee  the  episode  of 
care,  case  management,  and 
discharge  planning.  They  work 


with  the  patient  and  family  to 
make  sure  needs  are  met  when 
the  patient  leaves  the  hospital." 

As  with  other  hospitals, 
Englewood  feels  it's  important 
to  have  this  service;  executives 
feel  the  staffing  is  so  crucial  that 
they've  added  the  position  in 
the  emergency  room,  maternal 
health,  and  psychiatry  areas  of 
the  hospital. 

A case  in  point  will  show 
how  important  this  job  can 
be — to  all  involved.  A Law- 
rence Township  resident  had 
her  knees  replaced;  after  a four- 
day  hospital  stay,  she  was 
moved  to  St.  Lawrence 
Rehabilitation  Center.  "The  hos- 
pital discharge  planning  nurse 


went  over  all  the  instruc- 
tions and  medications  I 
was  supposed  to  take." 

When  this  patient  left 
the  hospital,  she  knew 
exactly  what  medication 
was  necessary. 

"When  I got  to  reha- 
bilitation, I thought  that  I 
was  missing  Couma- 
din®, one  of  my  blood 
thinners.  I asked  the 
nurse  to  check  my  hospi- 
tal records.  She  did  and 
I got  the  medication  I 
needed." 

When  the  patient  left 
St.  Lawrence  Rehabili- 
tation Center,  she  dealt 
with  another  discharge 
planning  nurse.  "I  was 
pleased  that  they  took 
the  time  to  go  over  everything 
and  were  adamant  about  me 
taking  my  medications  at  the 
right  time.  It  was  very  helpful; 
they  covered  everything  and 
really  took  care  of  me." 

Ron  Czajkowski,  spokesper- 
son for  the  New  Jersey  Hospital 
Association  in  Princeton,  stated 
that  although  all  New  Jersey 
hospitals  have  discharge  plan- 
ning nurses,  they  may  not  go  by 
that  specific  name.  Though  the 
position  always  has  been  a 
mainstay  for  hospitals,  he 
added,  the  number  of  dis- 
charge planning  nurses  is  on 
the  rise  because  of  short- 
er  hospital  stays.  LfcJU 
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call  tike  people  tike  experts  are  calling., 


For  years  health  law  experts  have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  the 
state  and  federal  levels  every  day.  This 
informed  approach  is  supported  by  years  of 
hands-on  experience  with  physicians,  hospi- 
tals, nursing  homes,  assisted  living  and 
ambulatory  care  facilities,  home  health  care 


agencies  and  other  providers.  It’s  little  won- 
der why  leading  health  law  publications  and 
the  nation’s  most  prestigious  legal,  medical 
and  business  associations  keep  calling 
Theodosia  A.  Tamborlane  P.C.  to  help  keep 
their  members  and  readers  up  to  date  on 
recent  health  law  changes,  including  state 
Medical  Board  rulings,  and  the  accompany- 
ing effects.  When  you  need  professional 
legal  counsel  select  the  firm  that  answers 
the  call  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 


1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systems 
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MATTERS 

A PRESCRIPTION  FOR 
PRUDENT  INVESTING 


Mr.  Carlis  is  chair. 
Securities  Arbitration  Law 
Group,  Stark  & Stark,  in 
Lawrenceville. 

The  busy  schedules  of  med- 
1 ical  professionals  leave  little 
time  to  properly  investigate  and 
I monitor  brokerage  account 
! activity.  Disputes  between  in- 
vestment professionals  and 
their  clients,  which  include  phy- 
sicians, occur  every  day.  More 
often  than  not,  the  unfortunate 
reason  for  these  disputes  is  the 
loss  of  the  client's  investment 
money. 

Recent  trends  show  that  the 
I most  common  types  of  disputes 
fall  into  two  categories:  unsuit- 
ability of  investments  and  unau- 
thorized trading.  Discovering 
whether  an  investment  profes- 
sional has  sold  an  unsuitable 
I investment  could  take  months 
or  years.  Discovering  whether 
an  investment  professional  has 
purchased  an  investment  in 
your  account  without  prior 
authorization  should  take  only 
a few  days.  Each  time  an 
investment  is  purchased  in  a 
brokerage  account,  a trade 
confirmation  is  sent  to  the 
client.  The  trade  confirmation  is 
received  two  to  three  days  fol- 


lowing the  purchase.  Each 
investment  transaction  will  be 
listed  on  the  client's  monthly 
account  statement. 

Successfully  resolving  a dis- 
pute regarding  an  unautho- 
rized transaction  centers 
around  the  timing  and  method 
of  communication  of 
the  complaint.  An 
investor  who  waits 
several  weeks  or 
months  to  complain 
about  an  unautho- 
rized trade  is  far 
less  likely  to  reach  a 
satisfactory  conclu- 
sion than  the  in- 
vestor who  com- 
plains immediately, 
in  writing,  with 
proof  of  delivery  of 
the  written  com- 
plaint. Securities  ar- 
bitration panels 
frown  upon  the 
investor  who  sits 
back,  waiting  to  learn  whether 
the  unauthorized  investment 
actually  will  result  in  a profit. 

Detecting  whether  or  not  an 
unsuitable  investment  has  been 
purchased  in  an  investment 
account  can  be  tricky.  Although 
various  factors  are  considered 
in  determining  whether  or  not 


Brian  A.  Carlis,  Esq 

an  investment  is  appropriate, 
there  is  no  bright-line  test  for 
suitability. 

A 1 2-step  program  can  help 
ensure  that  a client  will  not 
become  a victim  of  abusive 
brokerage  industry  practices. 


1.  You  must  have  a clear 
understanding  of  your  current 
financial  condition  and  goals. 
For  example,  what  do  you 
want  to  achieve  with  your 
money  and  what  types  of 
investments  meet  that  goal? 
What  is  your  time  horizon  for  a 
particular  investment?  Is  liquidi- 
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ty  important  to  you?  Almost  all 
investments  carry  some  form  of 
risk  and  each  investor  has  a dif- 
ferent tolerance  for  fluctuation 
in  the  value  of  the  principal 
investment. 

2.  Check  the  background  of 
the  investment  professional  with 
the  New  Jersey  Bureau  of 
Securities  and/or  the  National 
Association  of  Securities 
Dealers. 

3.  Never  assume  your 
investment  is  federally  insured, 
low  risk,  or  guaranteed  to 
deliver  a certain  return.  Very 
few  investments  fall  into  these 
categories. 

4.  Before  you  invest,  under- 
stand how  much  of  a commis- 
sion your  broker  will  earn  and 
how  much  you  will  pay  in  fees. 
You  have  the  right  to  know 
whether  you  are  paying  a fee 
for  investment  advice  or  a com- 
mission. 

5.  Ask  your  broker  whether 
the  firm  owns  the  stock  the  bro- 
ker is  recommending  or  served 
as  underwriter  when  the  stock 
was  first  issued.  Fraud  often 
involves  brokerages  that  ac- 
quire shares  cheaply  for  their 
own  accounts,  and  peddle 
them  to  clients  at  inflated  prices. 

6.  Be  diligent  in  reviewing 
account  statements. 

7.  Be  equally  diligent  in 
reviewing  the  confirmation 
statements  illustrating  the  pur- 
chase or  sale  of  a particular 
investment. 


8.  Ask  ques- 
tions. You  have 
every  right  to  ask 
your  broker  what 
alternatives  there 
are  to  any  invest- 
ment recommen- 
dation, what  the 
risks  are,  what 
the  broker  will  be 
paid  for  the  trans- 
action, and  how 
the  investment  is 
performing. 

9.  Do  not 
make  a purchase 

before  understanding  the 
investment.  Ask  the  broker  for  a 
prospectus. 

10.  Do  not  sign  any  client 
agreement  prior  to  reading 
and  understanding  it. 

1 1.  If  you  do  not  intend  to 
make  purchases  on  margin  or 
to  buy  and  sell  options,  do  not 
sign  a margin  or  option  agree- 
ment. When  purchasing  securi- 
ties on  margin,  the  client  is 
actually  borrowing  money  from 
the  brokerage  house  and  must 
pay  interest  on  the  borrowed 
money.  Investing  in  options  can 
be  extremely  risky  and  usually 
is  inappropriate  for  the  conser- 
vative investor. 

12.  Do  not  give  the  broker 
discretionary  authority  over  a 
brokerage  account  without  fully 
understanding  the  conse- 
quences. In  a discretionary 
account,  the  broker  can  make 
purchases  or  sales  without  first 
consulting  the  client. 
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Conclusion.  Most  brokerage 
account  client  agreements  con- 
tain provisions  requiring  that 
any  dispute  with  the  broker  or 
the  brokerage  firm  be  submit- 
ted to  arbitration.  Ten  years 
ago,  the  United  States  Supreme 
Court  upheld  the  enforceability 
of  these  pre-dispute  arbitration 
clauses.  The  Supreme  Court's 
decision  effectively  ended  the 
ability  of  clients  who  signed 
such  agreements  from  pursuing 
their  claims  in  court. 

Thousands  of  securities  arbi- 
tration claims  are  filed  each 
year.  The  majority  of  securities 
arbitration  proceedings  are 
brought  before  the  National 
Association  of  Securities 
Dealers,  Inc.  or  the  New  York 
Stock  Exchange.  Securities 
arbitration  is  a less  expensive, 
less  time-consuming  alternative 
to  pursuing  a claim  in  a 
court  of  law.  ■■■■■■ 
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XX.  Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care. .Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 


Take  Control  of  Your  Diagnostic  Testing.., 
Start  with  a FREE  Analysis  from  POLESTAR. 

• Are  you  considering  a Physician  Office  Lab  (POL)  for  your  practice? 

• Is  your  existing  POL  operating  at  maximum  efficiency? 

Take  advantage  of  POLESTAR’s  30  years  experience 
in  the  Physician  Office  Lab  industry. 

If  your  practice  sends  out  ten  (10)  or  more  samples  a day 
to  a reference  laboratory,  the  financial  benefits  of  establishing 
an  in-house  laboratory  can  be  substantial. 

For  existing  POLs,  POLESTAR  will  perform  a free  efficiency 
evaluation  of  your  lab,  and  review  the  results  with  your  practice. 

Call  POLESTAR  today  for  a FREE  consultation 
to  analyze  your  specific  testing  needs. 

800-836-4848 

Hpolesm 

Leading  the  way  in  Physician  Office  Laboratories. 

955  S.  Andreasen  Drive  • Escondido,  California  92029 
619-480-2600  • 800-836-4848  • 800-344-7008  fax 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  NEWS 


391  george  street  new  brunswick  nj  08901 
tel  908.246.76 77  fax  908.249.8952  website  http://www.bnjol.com 
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Supreme  Court  challenges 
New  Jersey  physicians  in 

suicide  cases  Neil  E.  Weisfeld,  JD,  MSHyg 


Mr.  Weisfeld  is  deputy 
executive  director, 

Medical  Society  of  New 
Jersey  (MSNJ).  He  was 
named  on  MSNJ’s  amicus 
curiae  brief  in  the  U.S. 
Supreme  Court  case  of 
Vacco  v.  Quill. 

When  the  American  medical 
profession — and  New  Jersey 
physicians  in  particular — were 
safeguarded  by  the  U.S.  Supreme 
Court  from  having  to  participate 
in  physician-assisted  suicide, 
physicians  won  only  the  free- 
dom to  live  up  to  their  own 
words.  Like  conscripts  who  suc- 
ceeded in  becoming  conscien- 
tious objectors,  only  to  be  sent  to 
combat  zones  as  medics  and 
stretcher-bearers  under  fire, 
physicians  now  must  adhere  to 
the  Supreme  Court’s  June  26, 
1997,  challenge  to  serve  as  min- 
isters, not  killers  or  sentries,  to 
dying  patients. 

In  the  two  companion  cases, 
Washington  v.  Glucksberg  and 
Vacco  v.  Quill,  the  Court — in  the 
closing  days  of  a term  noted  for 
important,  “conservative”  deci- 
sions— unanimously  reversed 
lower  court  actions  striking 


down  state  bans  on  physician- 
assisted  suicide  (PAS).  The  9-0 
rulings  seemed  to  portend  the 
end  of  the  line  for  claimants  of  a 
constitutional  “right  to  die,”  or, 
less  absurdly,  “right  to  hasten 
death.”  The  ostensible  unanimi- 
ty masked  deep  divisions  among 
the  justices,  however — and  was 
secured  by  a reliance  on  the 
medical  professions  assertion 
that  dying  patients  would  be 
protected  from  unnecessary  suf- 
fering. 

Let’s  look  at  who  said  what. 

A four-member  plurality  of 
the  Court  signed  unequivocally 
and  without  further  comment 
onto  the  Court’s  opinions:  Chief 
Justice  William  H.  Rehnquist, 
author  of  the  opinions  that  prob- 
ably will  be  ranked  among  the 
most  important  of  his  career; 
and  Associate  Justices  Antonin 
Scalia  (a  former  New  Jerseyan), 
Anthony  M.  Kennedy,  and 
Clarence  Thomas. 

Justice  Sandra  Day  O’Connor 
officially  joined  the  Court’s  opin- 
ions and  wrote  her  own  concur- 
ring opinion.  Justice  Ruth  Bader 
Ginsburg  joined  Justice  O’Con- 
nor’s opinion  but  not  the  Court’s. 


Justice  Stephen  G.  Breyer  joined 
the  opinion  of  Justice  O’Connor 
except,  he  said,  to  the  extent  that 
she  joined  the  opinion  of  the 
Court.  Justice  David  H.  Souter 
wrote  a long  concurring  opinion 
that  took  issue  with  the  Court’s 
underlying  analysis.  Finally, 
Justice  John  Paul  Stevens  issued 
a concurring  opinion  that  em- 
phasized the  limited  reach  of  the 
Court’s  decision. 

In  Washington  v.  Glucksberg, 
117  S.Ct.  2258,  the  Court  was 
asked  to  consider  a Court  of 
Appeals  decision  striking  down  a 
Washington  state  law  banning 
PAS  on  the  grounds  that  the  ban 
violated  the  14th  Amendment’s 
guarantee  of  due  process  of  law. 
The  lower  court  had  held,  in  lan- 
guage so  blazing  as  almost  to 
invite  a hosing,  that  “the  Con- 
stitution encompasses  a due  pro- 
cess liberty  interest  in  control- 
ling the  time  and  manner  of 
one’s  death,”  79  F3d  790,  816 
(9th  Cir.,  1996) — a claim  to 
which  commentator  George  J. 
Annas,  at  a conference  in 
Princeton  last  year,  retorted: 
“One  hundred  years  from  now  in 
my  sleep!” 
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Four  justices  clearly  signaled  that  a patient  unable  to  obtain 
sufficient  medication  could  have  a valid  claim  for  relief 
from  suffering. 


The  Chief  Justice  dismissed 
the  claim  roundly.  He  applied  a 
due  process  analysis  in  which 
the  court  first  determines 
whether  the  liberty  interest 
being  asserted  is  a fundamen- 
tal liberty  and,  if  not,  whether 
the  state  action  restraining 
the  liberty  interest  is  rational- 
ly related  to  a legitimate  gov- 
ernment interest  and,  there- 
fore, constitutionally  valid. 

Assisted  suicide  is  hardly  a 
fundamental  right,  said 
Rehnquist,  given  that  it 
always  has  been  unlawful  in 
the  United  States.  Nor,  he 
insisted,  is  PAS  equivalent  to 
the  patients’  right,  protected 
in  earlier  cases,  to  forgo  life- 
sustaining  medical  treatment 
(FLST);  rather,  a decision  to 
commit  suicide  with  another’s 
help  and  a decision  to  refuse 
treatment  “are  widely  and  rea- 
sonably regarded  as  quite  dis- 
tinct.” 

The  Court’s  opinion  presented 
several  reasons  why  a ban  on 
PAS  is  rationally  related  to  a 
legitimate  state  interest.  The 
state  has  an  interest  in  preserv- 
ing life.  The  state  has  an  interest 
in  preventing  suicide  among  vul- 
nerable populations,  such  as 
depressed  people  who  would 


withdraw  their  request  if  proper- 
ly treated  for  depression. 
Moreover,  the  state  has  an  inter- 
est in  protecting  the  integrity 


and  ethics  of  the  medical  profes- 
sion, and  the  AMA  had  declared 
authoritatively  that  PAS  “is  fun- 
damentally incompatible  with 
the  physician’s  role  as  healer.” 

In  addition,  Rehnquist  ob- 
served, the  state  has  an  interest 
in  protecting  such  vulnerable 
populations  as  the  elderly  and 
disabled  “from  abuse,  neglect, 
and  mistakes.”  Perhaps  with 
some  amusement,  Rehnquist 
noted  that  the  Court  of  Appeals 
had  called  this  last  argument 
“ludicrous  on  its  face.”  No,  he 


admonished,  there  is  a real  risk  I 
of  subtle  coercion  and  undue  | 
influence  which  the  Supreme  j| 
Court  observed  earlier  in  the  | 
FLST  case  of  Cruzan  v.  I 
Director,  Missouri  Department 
of  Health,  497  U.S.  261,  281  I 
(1990).  And,  finally,  the  state  - , 
has  an  interest  in  avoiding 
the  path  to  euthanasia,  a path  . 
on  which,  under  some  inter-  ; 
pretations,  the  Netherlands  i 
embarked  when  it  permitted 
PAS. 

In  a concluding  paragraph 
invoking  a rare  appeal  to 
public  discourse,  the  Court 
stated  that  the  nation  should 
continue  the  “earnest  and 
profound  debate  about  the 
morality,  legality,  and  practi- 
cality” of  PAS. 

In  Vacco  v.  Quill , 117  S.  Ct. 
2293,  the  Court,  again  through 
Chief  Justice  Rehnquist,  re- 
versed an  opinion  of  a different 
Court  of  Appeals  striking  down 
a New  York  state  law  banning 
PAS.  Whereas  Glucksberg  turned 
on  due  process,  in  Vacco  the 
lower  court  determined  that  the 
ban  on  PAS  violated  the  14th 
Amendment’s  guarantee  of  equal 
protection  under  the  law,  80  F3d 
716  (2d  Cir.,  1996).  The  lower 
court  had  found  no  purpose 
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rationally  related  to  a legitimate 
estate  interest  to  the  difference 
[ between  how  New  York  treated 
i terminally  ill  patients  who  want- 
. ed — but  were  denied — PAS,  and 
: how  the  state  treated  terminally 
ill  patients  on  life-support  sys- 
tems who  wanted — and  were 
allowed — FLST. 

Under  traditional  equal  pro- 
tection analysis,  the  court  first 
determines  whether  the  state,  in 
controlling  one  group  but  not 
another,  infringes  a “fundamen- 
tal liberty”  of  the  controlled 
group  or  whether  the  distinction 
between  the  groups  involves  a 
“suspect  classification,”  such  as 
race.  If  not,  the  court  seeks  to 
discern  whether  the  distinction 
is  rationally  related  to  a legiti- 
mate state  interest  and,  conse- 
quently, constitutionally  permis- 
sible. 

The  Chief  Justice  quickly  dis- 
patched the  notion  that  a funda- 
mental liberty  or  suspect  classifi- 
cation was  at  issue  in  the  case. 
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Then,  again  citing  the  AMA,  he 
ruled  that  the  distinction  is 
“widely  recognized  and  en- 
dorsed in  the  medical  profession 
and  in  our  legal  tradition;  it  is 
certainly  rational.” 

One  difference  between  PAS 
and  FLST  noted  by  the  Court  is 
that  the  FLST  patient  would  die 
from  the  underlying  disease,  not 
from  the  treatment.  Another  dif- 
ference is  that  the  FLST  patient, 
unlike  the  PAS  patient,  might 
not  be  intending  to  cause  death 
but  only  an  end  to  the  effects  of 
the  treatment.  In  the  latter  con- 
text, and  of  particular  interest  to 
New  Jersey,  the  Court  comment- 
ed: “In  fact,  the  first  state  court 
decision  explicitly  authorizing 
withdrawing  lifesaving  treat- 
ment noted  the  ‘real  distinction 
between  the  self-infliction  of 
deadly  harm  and  a self-determi- 
nation against  artificial  life  sup- 
port.’ ” In  re  Quinlan , 70  N.J.  10, 
43,  52,  355  A.2d  647,  655,  670, 
and  n.  9,  cert.  den.  sub  nom. 
Garger  v.  New  Jersey,  429  U.S. 
922  (1976).  (This  language  was 
emphasized  in  an  amicus  curiae 
brief  submitted  to  the  high  court 
in  Vacco  by  the  Medical  Society 
of  New  Jersey.) 

In  a final  slap  at  the  lower 
court  in  Vacco , the  Supreme 
Court  instructed  that  the  Cruzan 
case  had  been  decided  not  on  the 
basis  of  a right  to  hasten  death, 
but  rather  on  the  basis  of  the  tra- 


ditional right  to  bodily  integrity 
and  freedom  from  unwanted 
touching. 

Justice  Souter’s  chief  dispute 
was  with  the  Court’s  due  process 
analysis  in  Glucksberg.  The  test 
he  applied  was  enunciated  in  a 
famous  dissenting  opinion  by 
the  late  Justice  John  M.  Harlan, 
who  said  that  cases  of  so-called 
“substantive  due  process” 
should  turn  on  a detailed  balanc- 
ing test  between  the  interest 
asserted  by  the  state  and  the 
interest  asserted  by  the  party 
who  contended  that  the  state’s 
action  was  an  “arbitrary  imposi- 
tion” or  “purposeless  restraint.” 
Thus  Harlan  would  have  struck 
down  a state  ban  on  contracep- 
tion that  violated  the  privacy  of 
the  marital  bedroom,  Poe  v. 
Ullman,  367  U.S.  497,  543 
(1961,  Harlan,  J,  dissenting). 

Under  this  test,  the  state  ban 
on  PAS  passed  muster  before 
Souter  because  of  the  need  to 
protect  vulnerable  populations. 
“The  case  for  the  slippery  slope 
is  fairly  made  out  here,”  Souter 
declared,  because  “there  is  a 
plausible  case  that  the  right 
claimed  would  not  be  readily 
containable.”  In  an  area  of 
uncertainty — for  example,  the 
Dutch  experience  is  in  “substan- 
tial dispute” — Justice  Souter 
would  rely  on  legislatures,  not 
courts,  to  make  public  policy, 
especially  given  that  a constitu- 
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End-of-life  care  is  about  to  become  more  than  knocking 
patients  out  It  is  a crucible  of  clinicians’  competence  to 
comfort  patients  and  to  stretch  the  meaning  of  healing. 


tional  right,  once  enunciated  by 
the  Supreme  Court,  would  be 
nearly  impossible  to  dislodge. 
For  the  same  reason,  he  also 
concurred  in  Vacco. 

The  state’s  interest  in  pro- 
tecting the  incompetent  and 
uncertain,  together  with  the 
potential  for  states  to  serve 
as  laboratories  for  incubat- 
ing public  policy,  also  were 
persuasive  factors  for  Justice 
O’Connor.  But,  O’Connor 
stressed  another  aspect  to 
the  fact  situation  common  to 
both  cases.  There’s  no  need 
for  the  court  to  delve  into 
the  question  of  whether 
there  is  a right  to  hasten 
death,  she  observed,  because 
in  these  cases  the  patient  has 
no  need  for  PAS.  Both 
Washington  and  New  York 
permit  physicians  to  furnish  suf- 
ficient medication  to  relieve  suf- 
fering “even  to  the  point  of  caus- 
ing unconsciousness  and  hasten- 
ing death.” 

Taking  a slightly  different 
approach.  Justice  Stevens 
stressed  that  the  Court  held 
merely  that  the  Washington  and 
New  York  bans  were  not  uncon- 
stitutional on  their  face;  in  differ- 
ent fact  situations,  such  bans 


conceivably  could  fail.  (In  a foot- 
note, the  Court  referenced 
Stevens’s  view  but  said  icily  that 
the  facts  would  have  to  be  “quite 
different”  from  the  facts  in 
Glucksberg  and  Vacco.) 


So,  said  Stevens,  there  is 
“room  for  further  debate.”  He, 
too,  agreed  that  there  is  no 
absolute  right  of  suicide,  a propo- 
sition for  which  he  alluded  to 
John  Donne:  “No  man  is  an 
island.”  Entering  the  fray  over 
the  meaning  of  Cruzan,  Stevens 
read  the  Missouri  case  as  sup- 
porting a liberty  interest  in  FLST, 
which  could  be  outweighed — 
sound  like  Justice  Harlan 
again? — by  the  state  interest. 


Finally,  and  quite  relevant  to  j t 
our  purpose,  is  the  Court’s  junior  j ( 
member.  Justice  Breyer.  Breyer  \ 
noted  that  perhaps  there  is  a ; 
right  to  die  with  dignity,  approv-  i 
ingly  cited  Justice  Harlan,  and  ; 
based  his  concurrence  on  | 
Justice  O’Connor’s  observa-  j 
tion  that  patients  in 
Washington  and  New  York  j 
could  obtain  virtually  limit-  • 
less  medications  anyway. 
Breyer  explained: 

Medical  technology,  we 
are  repeatedly  told, 
makes  the  administration 
of  pain-relieving  drugs 
sufficient,  except  for  a 
very  few  individuals  for 
whom  the  ineffectiveness 
of  pain  control  medicines 
can  mean,  not  pain,  but 
the  need  for  sedation 
which  can  end  in  a coma. 

We  are  also  told  that  that 
there  are  many  instances  in 
which  patients  do  not 
receive  the  palliative  care 
that,  in  principle,  is  avail- 
able. 

So,  what  do  we  have  when  we 
sum  up  the  individual  views? 
Each  justice  agreed  that  the  two 
state  laws  banning  PAS  could  be 
preserved,  because  suicide  is  not  ' 
a fundamental  liberty,  because 
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PAS  is  different  from  the  consti- 
tutionally protected  right  to 
lj  FLST,  and  because  PAS  could 
' harm  vulnerable  populations  of 
ij  one  sort  or  another.  Four  justices 
(Stevens,  O’Connor,  Ginsburg, 
and  Breyer)  clearly  signaled  that 
i a patient  unable  to  obtain  suffi- 
!i  cient  medication  could  have  a 
. valid  claim  for  relief  from  suffer- 
ing, and  a fifth  (Souter)  intimat- 
ij  ed  the  same. 

The  PAS  cases  spun  around 
i the  constitutionality  of  state  laws 
| prohibiting  PAS.  But,  the  impli- 
i cation  of  the  decisions  for  the 
i medical  profession  casts  a broad- 
i er  orbit.  These  cases  solidify  a 
new  standard  of  care  for  end-of- 
life  treatment:  Terminally  ill 
patients  may  not  be  denied  relief 
j through  medication  that  they 
request.  A physician  deaf  or 
unresponsive  to  such  a request, 
or  too  timid  in  prescription,  now 
is  clearly  vulnerable  to  a mal- 
practice claim.  Bear  in  mind,  too, 
that  juries  frequently  award 
extensive  damages  for  end-of-life 
pain  and  suffering. 

Buoyed  by  these  decisions, 
end-of-life  care  could  emerge  as 
a new  discipline  in  medicine, 
imparting  lessons  that  would 
have  to  be  recognized  through- 
out the  profession  in  the  interest 
of  physician  self-protection. 
Some  of  those  lessons  were 


enunciated  in  an  amicus  curiae 
brief  submitted  to  the  Court  by 
the  American  Geriatrics  Society 
(AGS)  and  widely  believed  to 
have  been  written  in  large  mea- 
sure by  Joanne  Lynn,  MD,  of  the 
Center  To  Improve  Care  of  the 
Dying.  (This  was  the  brief  that 
used  the  acronym  of  FLST  that 
we  have  borrowed.)  Said  AGS: 
“Life  just  before  death  can  be 
especially  precious  and  impor- 
tant,” not  necessarily  so  dreadful 
as  the  courts  of  appeal  portrayed 
it.  (The  AGS  also  disputed  the 
claim  that  PAS  is  widely  and  ille- 
gally practiced  and  it  described 
’’intractable  problems”  of  defin- 
ing terminal  illness  and  deter- 
mining competence  that  would 
attend  any  effort  to  implement  a 
law  permitting  PAS.) 

How  will  the  profession 
respond?  Almost  immediately, 
the  AMA  announced  its  inten- 
tion to  help  equip  physicians  to 
provide  high-quality,  end-of-life 
care,  to  support  state  bans  on 
PAS,  and,  interestingly,  to  edu- 
cate patients  about  the  care  to 
which  they  are  entitled.  ( Ameri- 
can Medical  News , “Court’s 
Rejection  of  Assisted  Suicide 
Leaves  Door  Ajar,”  by  Diane  M. 
Gianelli,  July  14,  1997,  p.  1.) 
The  Medical  Society  of  New 
Jersey  earlier  had  stated  in  its 
Statement  on  Physician-Assisted 
Suicide,  November  1,  1996: 


[W]e  are  eager  that  physi- 
cians throughout  the  state 
vigorously  discuss  respon- 
sibilities to  dying  patients 
with  each  other,  with  other 
professionals,  and  with 
patients.  This  conversation 
will  serve  to  enhance  our 
ethics  and  our  care. 

Consistent  with  New  Jersey’s 
role  as  the  source  of  virtually  all 
state  law  on  PAS,  MSNJ  was  the 
only  state  medical  society  to  sub- 
mit its  own  brief  to  the  Supreme 
Court  in  the  PAS  cases.  In  May 
1997,  the  state  Board  of  Medical 
Examiners  adopted  a regulation, 
not  yet  formally  published,  eas- 
ing restrictions  on  prescribing 
pain  medications.  Also,  on 
September  9,  1997,  the  governor 
signed  into  law  A- 1482,  permit- 
ting physicians  to  prescribe  a 30- 
day  supply  of  pain  medication 
for  terminally  ill  patients. 

But,  the  emphasis  on  pain 
control,  while  welcome  and 
appropriate,  may  miss  the  point. 
End-of-life  care  is  about  to 
become  more  than  knocking 
patients  out.  End-of-life  care 
now  is  a crucible  of  clinicians’ 
competence  to  comfort  patients, 
to  stretch  the  meaning  of  heal- 
ing, to  walk  with  patients  from 
the  beginning  of  life  all  FT1W 
the  way  to  the  grave.  ■■■■■ 
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Telemedicine. 

Slow  in  coming  Ericl  Len 


“Coming:  The  Era  of 

I1  Telemedicine”  was  the  headline 
of  an  article  in  the  respected 
electronics  journal,  IEEE 
Spectrum.  In  the  article,  the 
j authors  predicted  the  early 
arrival  of  a time  when  physicians 
would  consult  with  each  other 
i on  medical  problems 
from  half  a continent  or 
half  a world  away  The 
article  appeared  in  1976, 
and  turned  out  to  be,  in 
retrospect,  a bit  overly 
optimistic.  Twenty  years 
I later,  telemedicine  still 
remains  largely  an  unful- 
I filled  promise,  although 
j limited  applications,  main- 
ly in  radiology,  are  taking 
I place.  But  significant 
technical  and  organiza- 
[ tional  obstacles  stand  in 
the  way  of  its  widespread 
use. 

The  appeal  of  telemedicine 
originates  from  the  fact  that  doc- 
tors and  patients  have  trouble 
getting  to  the  same  spot  at  the 
same  time.  First,  doctors  are 
unevenly  distributed,  concen- 
trated near  the  big  cites  with 
medical  teaching  centers;  this 
leaves  many  sparsely  populated 
areas  with  inadequate  access  to 
service.  This  is  particularly  true 
in  the  case  of  specialists  who  are 


highly  concentrated,  requiring 
patients  to  take  long  and  often 
expensive  trips  to  the  large  med- 
ical centers.  Even  for  patients 
living  in  major  cities,  a particular 
specialist  with  whom  the  prima- 
ry doctor  might  want  to  consult, 
may  be  in  another  center. 


In  addition,  telemedicine 
could  have  important  life-saving 
applications  in  emergency  medi- 
cine. If  a doctor  could  observe 
and  evaluate  a patient  in  an 
ambulance  and  order  stabilizing 
treatment  to  be  administered  by 
the  attending  paramedics,  seri- 
ously ill  patients  could  arrive  at 
the  hospital  in  better  condition. 

Finally,  once  telemedicine  is 
developed  in  the  industrialized 
countries,  it  could  become  a cost 


effective  way  of  training  doctors 
in  rural  areas,  or  even  of  guiding 
paramedics  on  a routine  basis. 

Despite  these  potentials,  tele- 
medicine is  primarily  limited  to 
one  application — teleradiology. 
Since  radiologists  are  accus- 
tomed to  looking  at  pictures 
without  any  patient  con- 
tact and  since  reimburse- 
ment is  based  on  this 
method  of  working,  it’s  a 
relatively  small  step  to  hav- 
ing pictures  transmitted 
instantaneously  by  elec- 
tronic means  rather  than 
slowly  by  courier.  Today, 
teleradiology  is  growing 
rapidly  mth  the  spread  of 
digital  radiology  technolo- 
gy, which  creates  the  image 
initially  in  digital  form 
rather  than  on  film.  For 
example,  the  VA  Medical 
Center  in  Baltimore  has  begun 
providing  teleradiology  services 
to  four  smaller  VA  facilities  in 
the  region. 

Teleradiology  also  can  lead  to 
quicker  turn-around  times,  since 
images  can  be  transmitted  to 
radiologists  at  home  or  at  office 
workstations,  so  the  physician 
does  not  have  to  come  into  the 
hospital  to  analyze  them.  Faster 
turn-around  can  occur  even 
when  distribution  is  within  a 
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In  the  United  States,  few  insurers  will  pay  for  medical 
consultations,  other  than  radiological  ones,  when  the  patient 
is  not  in  the  doctor’s  presence. 


hospital.  In  Japan,  picture 
archiving  and  communication 
systems  are  rapidly  becoming 
common  and  are  enabling  radi- 
ologists to  instantly  call  up 
images  produced  by  afferent 
modalities. 

The  wider  use  of  telemedicine 
still  is  impeded  by  the  state  of 
technology.  For  one  thing,  even 
high-resolution,  high-brightness 
cathode  ray  tubes  (CRTs),  the 
standard  technology  of  comput- 
er display,  cannot  match  the 
quality  of  film  displayed  on  a 
light  box.  The  brightness  of  the 
best  CRTs  is  insufficient  for  use 
in  rooms  with  standard  lighting, 
requiring  special  low-light  view- 
ing areas,  which  is  an  additional 
expense.  Image  display  worksta- 
tions, which  have  their  own  light 
shielding,  also  are  expensive. 
But  more  important  than  incon- 
venience and  expense,  even  with 
ideal  conditions,  CRTs  cannot 
duplicate  the  brightness,  spatial 
resolution,  or  high  contrast  and 
dynamic  range  (from  darkest  to 
brightest)  of  film.  Until  this  fun- 
damental limitation  is  overcome, 
radiologists  often  prefer  to  see 
the  film.  Similarly,  other  physi- 
cians use  to  examining  patients 
in  person  will  find  the  color 
faithfulness  and  resolution  of 
video  displays  frustrating  for 
many  diagnostic  purposes. 
Unfortunately,  progress  in  dis- 
play technology,  as  a whole,  is 


not  generally  as  rapid  as  in  com- 
puter technology. 

A second  technical  obstacle  is 
that  telemedicine  involves  link- 
ing up  to  different  institutions, 
computer  platforms,  and  soft- 
ware, all  of  which  can  have  com- 
patibility problems.  Standardi- 
zation of  computer  protocols 
and  software  is  only  beginning. 
However,  the  rapid  development 
of  video  transmission  via  the 
Internet  and  world  wide  web 
may  obviate  such  compatibility 
difficulties  and  at  the  same  time 
enforce  standardization  of  visual 
formats. 

The  financial  and  regulatory 
hurdles  facing  telemedicine  are 
equally  important.  In  the  United 
States,  few  insurers  will  pay  for 
medical  consultations,  other 
than  radiological  ones,  when  the 
patient  is  not  in  the  doctor’s 
presence,  as  with  telephone  con- 
sultations. For  regular  medical 
office  visits  to  be  performed 
remotely,  such  policies  will  have 
to  change.  The  lack  of  insurer 


compensation  also  limits  the 
incentive  for  research  specifically 
aimed  at  overcoming  the  techni- 
cal obstacles  to  widespread 
telemedical  service. 

Delivery  of  medical  services 
across  state  lines  could  cause 
regulatory  problems  as  well, 
since  it  would  have  to  be  decid- 
ed which  state  regulations 
applied — the  patient’s  or  the 
physician’s.  In  addition,  while 
access  to  medical  center  special- 
ists could  greatly  aid  small  hos- 
pitals and  clinics  in  less  populat- 
ed regions,  such  clinics  may  fear 
that  too  routine  access,  in  effect, 
will  drain  off  patients,  allowing 
big  hospital  chains  to  monopo- 
lize practice.  If  telemedicine 
does  in  fact  become  routine,  new 
regulations  may  be  needed. 

For  the  time  being,  however, 
telemedicine  is  likely  to  remain 
limited.  A real  breakthrough  in 
display  technology  probably 
would  be  the  first  step  in  getting 
physicians  and  patients  interest- 
ed in  the  possibility  of  a 
doctor  visit  via  the  PPM 
Internet.  lilEJlU 


72  New  Jersey  Mediitive  October  1997 


HEALTH  CARE  CAN 
BE  A MOVING 
TARGET! 


WHEN  YOU  CAN'T  AFFORD  TO  MISS  . . . 

HANNOCH  WEISMAN  HAS  A RECORD  OF  HITTING 
THE  MARK  WHEN  ADVISING  PHYSICIANS  ON: 

S Practice  formation,  management  and  operations 
S Review  and  negotiation  of  managed  care  contracts 
S Corporate  transactions  including  mergers  and  acquisitions  and  joint  ventures 
S Licensing,  peer  review  and  disciplinary  matters 
S Professional  liability  and  risk  management 
S Governmental  and  payor  inquiries  and  investigations 
S Medical  staff  relations  and  credentialing 
S Employee  relations  and  benefits 


For  assistance  or  information  contact: 

Lisa  D,  Taylor,  Esq. 

James  J.  Shrager,  Esq. 

Hannoch  Weisman,  A Professional  Corporation 
4 Becker  Farm  Road,  Roseland,  NJ  07068 
201-535-5300 

1997  by  Hannoch  Weisman,  A Professional  Corporation 


October  1997  NiurJeKtyMEiimt:  73 


Discover 

how  to  save 
time  and  money 
on  your 

health  care  insurance 


TP  he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we’ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


■ Assistance  with  submitting  claims  if 
you  need  help. 

■ Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money. 

Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6309,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 


DONALD  F.  SMITH ^^ASSOCIATES 


74  New  Jersey  Medicine  October  1997 


COMMENTARY 


facticing 

ledicine: 

lability 

issons 


Neil  E.  Weisfeld, 
JD,  MSHyg 


Frequently  physicians  remark  that  they  just  want 
to  practice  medicine,  free  from  constraints  imposed 
by  government,  third-party  payers,  and  the  tort 
system.  But,  the  practice  of  medicine  is  socially,  as 
well  as  technologically,  dynamic;  practice  patterns 
change  in  response  to  environmental  stimuli. 

One  ascendant  set  of  stimuli  is  fired  by  the  rockets 
of  consumer  awareness.  To  attract  and  retain 
patients,  meet  evolving  standards  of  care,  and  guard 
against  tort  liability,  physicians  are  learning  to  hop 
on  board  spaceship  consumer.  A few  recent  law  cases 
may  illustrate  the  adjustments  that  physicians  are 
being  called  on  to  make. 

Less  invasive  surgery.  A woman  in  her  50s  opted  for  a lapara- 
scopic  cholecystectomy,  or  gallbladder  removal — a procedure  so 
unthreatening  as  to  spark  an  increase  in  cholecystectomies  nation- 
wide. The  patient  signed  an  informed  consent  form  and  underwent 
preoperative  tests,  including  an  upper  gastrointestinal  series  that 
revealed  no  reflux  condition  or  other  causes  for  concern. 

The  surgery  was  undertaken  by  a general  surgeon  who  had  per- 
formed the  procedure  14  times  previously.  No  anatomic  anomaly 
was  observed.  During  the  procedure,  the  operative  field  became 
contaminated  with  blood,  compromising  the  surgeon’s  ability  to 
observe  the  entire  field.  He  lacerated  the  common  bile  duct. 

Choledochojejunostomy  is  the  name  of  a procedure,  performed 
on  patients  whose  common  bile  duct  has  been  severed,  by  which 
the  intestine  is  attached  to  the  remnant  of  the  hepatic  duct  and  reat- 
tached to  the  stomach.  The  patient  underwent  this  repair.  During 
the  five-hour  procedure,  the  constantly  functioning  nasal  gastric 
tube  brought  stress  on  and  injured  the  esophageal-gastric  sphincter, 
causing  a reflux  of  the  stomach  contents  and  a narrowing  of  the 
esophagus.  On  four  subsequent  occasions,  strictures  on  the  esoph- 
agus formed,  necessitating  uncomfortable  dilatation. 

The  patient  brought  a malpractice  action  against  the  surgeon  in 
New  Jersey.  In  addition  to  negligence  in  performing  the  original 
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surgery,  the  plaintiff  alleged  a failure  to 
obtain  the  patient’s  informed  consent, 
because  the  surgeon  had  failed  to  dis- 
close his  relative  inexperience  in  the 
laparascopic  method.  Prior  to  trial,  the 
physician  died. 

An  expert  general  surgeon  testified 
for  the  plaintiff  that,  under  the  circum- 
stances, the  laceration  would  not  have 
occurred  in  the  absence  of  negligence. 
The  expert  added  that  the  first  30  pro- 
cedures performed  by  a surgeon  are 
more  risky. 

The  plaintiff  maintained  that  there 
now  is  a 30  percent  chance  of  addition- 


al strictures,  creating  a potential  risk  to 
the  liver.  The  defense  estimated  the 
probability  at  10  percent.  The  defense 
also  raised  the  possibility  that  the 
patient  had  a prior  reflux  condition, 
given  that  a single  notation  in  the  hos- 
pital record  indicated  that  the  patient 
had  used  the  antacid  Tagamet™. 

Agreeing  with  the  plaintiff  that  the 
surgeon’s  negligence  caused  the  injury, 
and  agreeing  with  the  defense  that  the 
patient  had  given  informed  consent, 
the  jury  awarded  $466,000  in  damages 
for  the  negligently  caused  injury. 

Caring  for  covered  patients. 
Coronary  bypass  surgery  was  per- 
formed, without  incident,  on  a 56-year- 
old  maintenance  supervisor.  Several 


days  postoperatively,  the  patient  devel- 
oped arrhythmia  and  was  placed  on 
Procanamide™. 

After  discharge  from 
the  hospital,  the 
patient  re- 
turned to  the 
care  of  his 
internist-family  physi- 
cian. Three  weeks  into  the  course  of 
medication,  the  patient  developed  a 
generalized  rash.  Suspecting  the  med- 
ication as  a cause  of  the  rash,  the  physi- 
cian withdrew  the  drug.  Although  the 
destruction  of  platelets — thrombocy- 
topenia— is  a known  compli- 
cation of  the  drug,  the  physi- 
cian did  not  then  order  a 
platelet  count. 

On  a subsequent  Saturday, 
the  patient  called  the  physi- 
cian’s office  to  report  that  the 
rash  had  changed  and  now 
resembled  polka  dots.  The 
patient  spoke  only  to  a recep- 
tionist; the  physician  was  in 
the  office  reading  mail  and  ordinarily 
saw  patients  only  for  emergencies  on 
weekends. 

On  Monday,  the  patient  saw  the 
internist,  who  ordered  a platelet  count. 
The  patient  also  went  to  the  surgeon’s 
office  for  the  first  regularly  scheduled 
postoperative  visit.  There  the  patient 
was  seen  only  by  a physician  assistant 
(PA),  who  examined  the  graft  site  on 
the  leg.  On  the  following  day  the 
patient  suffered  a stroke.  After  several 
hours  of  consciousness,  during  which 
he  experienced  severe  symptoms,  he 
expired. 

In  a New  Jersey  malpractice  action 
against  the  internist,  surgeon,  and  PA, 
the  plaintiff  contended  that  death 
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resulted  from  multiple  mistakes:  the 
internist’s  failure  to  order  the  platelet 
count  when  indicated,  the  internist’s 
failure  to  address  the  prob- 
lem on  Saturday, 
his  failure  to 
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hospitalize  the 
patient  or  order 
blood  work  on  a stat 
basis  on  Monday,  the  surgeon’s  fail- 
ure to  see  the  patient,  and  the  PAs  fail- 
ure to  recognize  petechia,  a polka-dot- 
resembling  sign  of  internal  bleeding. 

The  patient’s  widow  testified  that  the 
patient  had  experienced  extensive  anx- 
iety starting  Saturday.  Recently  laid  off, 
the  patient  had  a six-year-old  son  and 
had  earned  about  $25,000  annually. 
The  chair  of  hematology/oncology  at  a 
renowned  teaching  hospital  in  New 
York  related  that  thrombocytopenia  is 
easily  treated  with  steroids  and/or 
platelet  transfusion. 

Also  testifying  for  the  plaintiff,  the 
internist’s  receptionist  recounted  that 
she  had  relayed  the  patient’s  descrip- 
tion of  the  metamorphosed  rash  to  the 
physician,  who  declined  to  speak  to  the 
patient  despite,  she  said,  repeated 
requests.  She  observed  that  the  patient 
was  an  HMO  enrollee  and  that  the 
physician  would  not  obtain  additional 
payment  for  seeing  him. 

The  internist  vigorously  denied 
being  motivated  by  HMO  incentives. 
He  asserted  that  the  patient  probably 
would  not  have  survived  treatment  in 
any  case,  notwithstanding  the  opinion 
of  the  plaintiff’s  expert.  He  disputed  the 
receptionist’s  version  of  events  and 
attributed  the  receptionist’s  adverse  tes- 
timony to  his  opposition  to  her  obtain- 
ing unemployment  compensation  after 
she  left  his  employ.  In  response,  the 





plaintiff  wondered  why  the  physician 
would  have  relied,  on  Saturday,  on  a 
questionable  receptionist’s  description 
of  patient’s  symptoms  rather  than 
speaking  direcdy  with  the  patient. 

The  other  defendants  protested  that 
monitoring  the  patient’s  medication 
was  the  responsibility  of  the  primary 
care  physician. 

Damages  were  sought  for  the  family 
for  lost  wages  and  loss  of  guidance  and 
advice.  On  behalf  of  the  plaintiff,  an 
expert  economist  computed  expected 
wages  to  age  65  years,  but  the  plaintiff 
argued  that  it  was  more  likely  that  the 
patient  would  have  worked  to  age  70  to 
provide  for  the  child.  The  jury  found 
that  death  resulted  from  negligence, 
which  it  apportioned  85  percent  to  the 
internist,  9 percent  to  the  PA,  and  6 
percent  to  the  surgeon.  The  jury  ren- 
dered an  award  of  $350,000  for  wrong- 
ful death  and  an  additional,  impressive 
$259,000  for  the  patient’s  pain  and  suf- 
fering. The  internist  filed  post- trial 
motions. 

Teamwork.  A 45-year-old  adminis- 
trative assistant,  earning  almost 
$36,000  at  a New  York  City  bank,  mar- 
ried and  childless,  was  in  a hospital 
undergoing  a hysteroscopy  performed 
by  an  obstetrician-gynecologist.  In  this 
procedure,  fluid  is  pumped  under  pres- 
sure from  a gas  source  into  the  uterus 
in  order  to  distend  the  uterus  and  aid 
physicians  in  identifying  causes  for  an 
inability  to  conceive.  The  pump, 
attached  to  a sterile  hysteroscope,  has 
two  lines,  one  line  to  infuse  the  fluid 
and  the  other  line  to  serve  as  an 
exhaust. 

Because  the  scrub  nurse  had  no 
experience  with  the  procedure  and 
even  the  circulating  nurse  had  not  used 
the  equipment  previously,  a more  expe- 
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rienced  nurse  entered  the  operating 
room  in  advance  of  the  operation  to 
describe  the  procedure  to  the  nurses. 
About  one  and  one-half  minutes  after 
the  procedure  commenced,  an 
embolism  caused  almost  instantaneous 
death.  The  exhaust  tube  apparendy  had 
been  connected  to  a suction  port  of  the 
scope,  so  that  high  pressure  air  had 
been  pumped  into  the  vagina  and  trav- 
eled to  the  lungs  and  heart.  A malprac- 
tice suit  was  brought  in  New  Jersey 
against  the  physician,  the  three  nurses 
in  the  hospital  operating  room,  the 
hospital  that  employed  the  nurses,  and 
the  manufacturer 
of  the  pump. 

An  expert  bio- 
medical engineer 
testified  for  the 
manufacturer  that 
the  exhaust  tube 
was  clearly  marked 
with  a warning  tag. 

The  interior  diam- 
eter of  the  tube, 
opined  the  expert, 
revealed  striations 
that  reflected  con- 
tact with  the 
scope.  This  testi- 
mony established 
the  cause  of  death  as  related  to  an 
improper  connection  of  the  lines.  In 
the  absence  of  evidence  that  the  manu- 
facturer had  been  negligent  in  failing  to 
provide  adequate  warnings  or  safe- 
guards, and  without  objection  by  the 
plaintiff,  the  judge  dismissed  the  man- 
ufacturer as  a defendant. 

Who  had  erroneously  connected  the 
lines?  The  hospital  and  nurses  agreed 
that,  other  than  the  physician,  only  the 
inexperienced  scrub  nurse  had  been  in 


the  operative  field.  The  circulating 
nurse  contended  that  she  had  observed 
the  physician  disconnecting  the  tube 
immediately  after  the  inci- 
dent. No  one 
directly  ac- 

cased  the  COMMENTARY 

nurses  of  failing 
to  abide  by  the 
applicable  protocols.  The  physi- 
cian stated  that  he  relied  on  the  nurses 
to  make  the  simple  connections.  The 
plaintiff  asserted  that,  whoever  made 
the  connections,  the  physician  was 
responsible  for  checking  them. 

An  expert  econo- 
mist testified  for  the 
plaintiff  that  the 
value  of  the  dece- 
dent’s household 
services  and  future 
lost  wages,  based  on 
women’s  average 
13 -year  work 
expectancy  from 
age  45  years,  was 
$920,000.  The 
plaintiff  contended 
that  this  figure  was 
A * Jj  I overly  conservative 
because  the  dece- 
dent was  in  line  for  a series  of  promo- 
tions, was  likely  to  work  to  age  65 
years,  frequendy  entertained  a large 
extended  family  at  home,  and  was 
relied  on  by  her  husband  for  financial 
planning.  Indeed,  the  plaintiff  related 
that  governments  of  China,  Israel,  and 
Spain  had  consulted  the  decedent 
about  financial  matters. 

The  jury  found  the  experienced 
nurse  25  percent  responsible,  the  circu- 
lating nurse  20  percent  responsible,  the 
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scrub  nurse  not  responsible,  the  hospi- 
tal 35  percent  responsible,  and  the 
physician  20  percent  responsible.  The 
jury’s  award  was  for  $2  mil- 
lion. Following  the 
verdict,  the 

COMMENTARY  hospital,  expe- 

rienced nurse, 
and  circulating 

nurse  moved  for  a judgment  in 
their  favor  because  no  expert  testimony 
had  indicated  that  they  had  deviated 
from  applicable  standards  of  care. 
These  defendants  noted  that  the  only 
nurse  who  could  have  made  the  wrong 
connection  was  the  scrub  nurse,  who 
had  explicidy  been  found  not  negli- 
gent. After  substantial  consideration, 
the  court  agreed  and  entered  judgment 
against  the  physician  alone.  Ironically, 
the  result  of  this  post-trial  action  was  to 
increase  the  actual  award,  because  the 
hospital  would  have  been  subject  to 
New  Jersey’s  $250,000  hospital  cap. 

defendant  argued  that  the  injury  was  a 
normal  risk  of  the  procedure,  because 
the  bony  plate  adjacent  to  the  path 
through  which  the  lingual  nerve  travels 
can  separate  and,  upon  moving  back 
into  position,  can  nearly  transect  the 
nerve.  However,  the  plaintiff  countered 
that  this  type  of  event  probably  would 
fracture  the  plate  and  would  be  noticed 
by  the  dentist. 

While  the  plaintiff’s  testimony  was 
considered  emotional,  her  lawyer’s 
summation  was  regarded  as  calm  and 
“low-key.”  Impressed,  and  arguably 
able  to  identify  with  the  patient,  the 
jury  voted  5-1  for  the  plaintiff  and 
issued  an  award  of  $750,000. 

HMO  liability.  Many  physicians  and 
medical  organizations  are  fighting  for 
legislation  to  permit  patients  to  sue 
HMOs  and  employer  benefit  plans  for 
malpractice  when  a prior  authorization 
for  a medical  service  is  denied,  if  the 
service  later  proves  necessary  and  the 

Pain.  Dentists  have  been  featured 
prominently  in  professional  malprac- 
tice litigation  in  New  Jersey  during  the 
past  year.  In  one  case,  a practitioner 
was  performing  an  uncomplicated 
extraction  on  a third  molar,  partially 
impacted  in  soft  tissue,  of  a woman  in 
her  20s.  The  next  morning — she  previ- 
ously had  been  advised  that  she  was 
under  long-acting  anesthesia — she 
realized  upon  awakening  that  some- 
thing was  wrong.  Her  lingual  nerve  had 
been  virtually  transected.  The  result 
was  paresthesia  in  the  right  side  of  her 
II  j mouth,  causing  numbness,  tingling, 

; and  a constant  burning  sensation. 

patient  suffers  as  a result  of  the  denial. 
At  first  glance,  this  approach  is  highly 
appealing  to  physicians  and  other 
patient  advocates. 

Perhaps,  though,  several  negatives 
merit  consideration.  One  “negative”  is 
practical:  Due  to  the  federal  ERISA  pre- 
emption, extended  litigation  and/or 
federal  legislation  may  be  needed  to 
permit  states  to  allow  court  action 
against  employer  benefit  plans.  On  a 
more  theoretical  level,  HMO  liability 
could  lead  to  greater  HMO  control  over 
medical  decisions — a variation  of  the 
“enterprise  liability”  scenario  that  led 
the  AMA  to  resist  greater  hospital  lia- 
bility for  malpractice.  Also,  managed 

An  expert  oral  surgeon  testified  for 
the  plaintiff  that  this  result  would  not 
have  occurred,  in  so  simple  a case,  in 
the  absence  of  negligence.  But,  the 

care  organizations  come  in  various  fla- 
vors: greater  HMO  liability  means  more 
liability  for  physician-controlled  orga- 
nizations. 
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In  addition,  this  liability  approach 
may  weaken  organized  medicine’s  sta- 
tus as  an  advocate  for  tort  reform;  some 
observers  may  conclude  that,  logically, 
either  tort  reform  should  be  reduced  or 
it  should  be  broadened,  but  not 
reduced  for  some  and  broadened  for 
others. 

What  could  the  HMO  liability 
approach  mean  in  the  liability  market? 
Probably,  some  HMOs  would  decide  to 
enter  the  liability  carrier  market,  there- 
by posing  a threat  to  physician-owned 
malpractice  insurers.  Also,  the  HMO, 
“deep-pocket”  mentality  could  encour- 
age patients  to  sue  more  frequently  for 
malpractice,  and  patients  are  highly 
unlikely  to  sue  HMOs  without  also 
suing  their  physicians.  And,  so-called 
“hold-harmless”  clauses  in  provider 
contracts  now  require  many  physicians 
to  indemnify  HMOs  for  liability,  so  that 
judgments  against  HMOs  could  prove 
worthless  to  physicians  in  many  cases. 

In  New  Jersey,  the  state  Supreme 
Court  already  has  recognized  a cause  of 
action  against  HMOs,  depending  on 
the  facts  of  the  case.  Interestingly,  no 
case  appears  to  have  been  brought  so 
far  in  which  the  HMO  is  considered 
culpable  while  the  physician  is  not. 
Here,  too,  our  state  Board  of  Medical 
Examiners  views  HMO  medical  direc- 
tors as  being  responsible  for  unfounded 
denials  of  care — in  most  cases,  BME 
action  would  appear  a more  effective 
deterrent  against  poor  decisions  than 
tort  law. 

Medical  staff  privileges.  Hospital- 
based  physicians  in  the  state  have  been 
pained  by  some  hospitals’  requirement 
that  anesthesiologists,  radiologists,  and 
others  sign  contracts  with  the  hospital 
in  order  to  retain  medical  staff  privi- 


leges. Particularly  objectionable  are 
contractual  provisions  permitting  the 
hospital  to  avoid  renewing  the  contract 
after  the  term  of  the  agree- 
ment. Also  object- 
ed to  are  provi- 
sions requiring  COMMENTARY 

physicians  to 
practice  medicine  in 
accordance  with  any  managed 
care  contract  entered  into  by  the  hospi- 
tal. 


In  two  recent  cases,  New  Jersey 
judges  acted  to  uphold  hospital  prerog- 
atives. One  court  wrote,  “In  light  of  the 
vast  number  of  hospitals  that  utilize 
exclusive  contracts,  [the  physicians] 
face  a tremendously  difficult  task  of 
proving  that  the  [hospital’s]  decision  to 
utilize  an  exclusive  contract  was  unrea- 
sonable or  against  the  patient’s  best 
interest  and  therefore  violative  of  pub- 
lic policy.” 

The  other  court  held  that  the  denial 
of  staff  privileges  to  physicians  who  did 
not  hold  an  exclusive  contract  “consti- 
tuted a reasonable  management  deci- 
sion.” A summary  of  these  develop- 
ments was  supplied  by  the  firm  of 
Brach  Eichler. 


Prison  for  bad  medicine.  After  the 
Medical  Society  of  the  State  of  New 
York  and  numerous  physicians  and 
patients  objected  to  a court-ordered 
prison  sentence  for  a physician  who 
had  erred  in  a nursing  home  case, 
Governor  George  Pataki  commuted  the 
physician’s  sentence  to  medical  com- 
munity service.  A reasonable  outcome, 
surely,  for  a highly  disturbing  use  of  the 
criminal  justice  system. 


Mr.  Weisfeld  is  deputy  executive 
director  of  the  Medical  Society 
of  New  Jersey.  PI|!| 
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If  ALLEGHENY 

W UNIVERSITY  OF 


THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 


Allegheny  University  Hospitals,  Hahnemann 
Department  of  Medicine 


presents 




OFFICE  MANAGEMENT  OF 
CARDIOVASCULAR  DISEASE  FOR  THE  GENERALIST 


The  topic  of  this  medical  seminar  workshop  was  chosen  to  emphasize  the  importance  of  office  practice 
i the  diagnosis  and  management  of  heart  disease.  The  role  of  the  primary  care  physician  will  be  highlighted. 


Wednesday,  December  3,  1997  8:30  AM  to  3:30  PM 
“CARDIAC  AUSCULTATION” 


iach  participant  will  use  an  electronic  stethaphone  to  complement  the  clinical  case  presentations  and  state- 
of-the-art  lectures  on  cardiac  auscultation  coordinated  with  demonstrations  of  echocardiography  and  color 

flow  doppler. 


Course  Directors:  Bernard  L.  Segal,  M.D. 

Allan  B.  Schwartz,  M.D. 

Course  Co-Directors:  Farooq  Chaudhry,  M.D.,  Michael  S.  Feldman,  M.D. 

Daniel  Mason,  M.D.,  Steven  Meister,  M.D. 

Gerald  Scharf,  D.O.,  Alexis  Sokil,  M.D. 

John  J.  Ross,  RCVT,  RDCS 

• Innovative  Teaching  Techniques 

• Actual  Patient  Presentations  • Coordinated  Instruction 

• Electronic  Stethophones  • Echocardiography 

• Audio  Headsets  • Color  Flow  Doppler 

This  program  is  being  funded  by  an  educational  grant  from: 

THE  EDNA  G.  KYNETT  MEMORIAL  FOUNDATION 
specifically  for  the  purpose  of  supporting  continuing  medical  education  programs  in 
cardiovascular  disease  targeted  for  primary  care  physicians. 

This  support  is  gratefully  acknowledged. 

ation:  Allegheny  University  Hospital,  Hahnemann  2nd  floor 
lege  Building,  15th  & Vine,  between  Race  and  Vine, 
ladelphla.  Pa. 

1 Disclosure  Statement:  All  faculty  participating  In  continuing 
Ileal  education  programs  sponsored  by  Allegheny  University  of 
Health  Sciences,  MCP  ♦Hahnemann  School  of  Medicine  are 
ected  to  disclose  to  the  audience  any  real  or  apparent  confllct(s) 
interest  related  to  the  content  of  their  presentation, 
course  information  call:  215-762-8695. 
registration  call:  215-762-8263. 


Accreditation:  Allegheny  University  of  the  Health  Sciences, 
MCP  ♦ Hahnemann  School  of  Medicine  Is  accredited  by  the  Ac- 
creditation Council  for  Continuing  Medical  Education  (ACCME)  to 
sponsor  continuing  medical  education  programs  for  physicians. 
MCP  ♦ Hahnemann  SOM  designates  this  educational  activity  for  a 
maximum  of  5.0  hours  to  category  1 credit  towards  the  AMA 
Physician  Recognition  Award.  Each  physician  should  claim  only 
those  hours  of  credit  that  he/she  actually  spent  in  the  educational 
activity. 
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The  house  call  goes  high  tech 


Technology  adds  yet  another  dimen- 
sion to  the  house  call.  It  allows  physi- 
cians to  take  the  office  on  the  road  to 
make  a diagnosis  and  to  treat  patients 
wherever  needed — their  home,  the 
workplace,  or  a public  setting. 

With  the  advent  of  the  Personal 
Telemedicine  System  (PTS)  developed 
by  Khalid  Mahmud,  MD,  a suburban 
Minneapolis  blood  and  cancer  spe- 
cialist and  founder  of  American 
Telecare,  video  technology  allows 
physicians  to 
stay  in  touch 
with  patients 
and  visit  them 
from  afar.  PTS 
is  essentially  a 
video  tele- 
phone system 
that  enables  a 
physician  to  speak  with  and  examine 
a patient  using  a video  screen.  Over 
the  telephone,  the  physician  receives 
additional  patient  information  via  PTS, 
including  heart  rate  and  blood  pres- 
sure readings.  Mahmud  is  quick  to 
point  out  that  the  PTS  does  not  replace 
house  calls.  It  serves  as  a triage  mech- 
anism that  gives  physicians  the  ability 
to  closely  monitor  patients  and  deter- 
mine who  needs  to  be  seen. 

Courtesy  of  the  Internet,  there  now 
are  some  online  versions  of  the  house 
call.  Although  they  strongly  advise 
against  a self-diagnosis,  the  online  ser- 


vice, America's  Housecall  Network,  at 
http://www.  housecall.com  on  the 
world  wide  web,  provides  a wealth  of 
health  information  through  its  affilia- 
tion with  the  American  Academy  of 
Family  Physicians,  American  Aca- 
demy of  Pediatrics,  The  National 
Health  Council,  National  Organi- 
zation on  Aging,  and  U.S.  Pharma- 
copoeia. 

If  you  click  to  http://www.  optum- 
care.com/healthed/online/index.htm, 
you  can  communicate  via  e-mail  with  a 
registered  nurse  or  counselor  24  hours 
a day  about  your  health  for  only  $28. 
Called  Optum  Online,  this  service  is 
provided  by  a division  of  United 
HealthCare  and  is  billed  as  the  only 
world  wide  web-based  personal 
health  information  service  continually 
staffed  by  both  nurses  and  masters- 
level  counselors.  In  addition,  Optum 
Online  recently  launched  a new  ser- 
vice called  The  Doctor  Is  In.  Users  can 
submit  health-related  questions  that  are 
answered  by  the  medical  director  of 
United  HealthCare's  Optum  Division 
and  reviewed  by  a medical  advisory 
board. 

Another  web  site  that  is  under  con- 
struction is  http://raindrops.com, 
known  as  American  Physicians.  The 
web  site  describes  the  service  as  "an 
evolving  medical  service  delivery  sys- 
tem that  eventually  will  include  physi- 
cians from  each  medical  discipline." 
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MCP*Hahnemann  School  ot  Medicine 


ALLEGHENY  UNIVERSITY  HOSPITALS 

Office  of  Continuing  Medical  Education 

presents 

OFFICE  MANAGEMENT  CONFERENCES 
FOR  THE 

PRIMARY  CARE  PHYSICIAN 


CTOBER  1997 

me 

fice  Management  of  Common  Foot 
1 Ankle  Disorders 

DATE 
October  4 

LOCATION 

AUH-Hahnemann,  Alumni  Hall 

TIME 
8-11  am 

ho  Philadelphia  ’97 

October  6-8 

Adam’s  Mark  Hotel,  Philadelphia 

8-5  pm 

ivances  in  Pulmonary  Disease 

October  7-8 

AUH-Hahnemann,  Alumni  Hall 

8:30-3:30  pm 

praventricular  & Ventricular 
srhythmias 

October  8 

AUH-MCP,  Kaiser  Auditorium 

3-5  pm 

)date  on  Gastroesophageal  Reflux 
sease  (GERDS) 

October  18 

MCP^  Hahnemann  SOM, 
Queen  Lane 

8:30-12:15  pm 

»mmon  Orthopaedic  Problems  in 
dldren:  Cerebral  Palsy 

October  18 

AUH-St.  Christopher’s  Hos./ 
Children 

7:30-3:45  pm 

^temporary  Strategies  in  Cardiovascular 
sease 

October  18 

Four  Seasons  Hotel,  Philadelphia 

7:30-2:00  pm 

rdiovascular  Highlights 

October  26 

The  Ritz  Carlton,  Philadelphia 

8-12  noon 

OVEMBER  1997 

litpatient  Management  of  Arthritis 
d Osteoporosis 

gestive  Health:  Cost  Effective 
anagement  of  GI  Motility  Disorders 

idiatric  Therapy  and  Asthma  Update 

November  8 AUH-Hahnemann,  Alumni  Hall 

November  12  AUH-Hahnemann,  Alumni  Hall 
November  22-23  Park  Hyatt  Hotel,  Philadelphia 

8-11  am 
8:30-12  noon 
8-3:30  pm 

For  information  or  to  request  a brochure  - call  215-762-8263 

legheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
ntinuing  Medical  Education  (ACCME)  to  sponsor  Continuing  Medical  Education  for  physicians. 

[legheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  designates  these  educational  activities  for 
tegory  1 credit  on  an  hour-for-hour  basis  towards  the  AMA  Physician's  Recognition  Award.  Each  physician  should  claim  only 
>se  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

tese  programs  are  eligible  for  hour-for-hour  credit  in  Category  2A  of  the  American  Osteopathic  Association. 
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Editorial  Guidelines 

The  principal  aim  in  the  preparation  of  a contri- 
bution should  be  relevance  to  health  care  and  to  the 
education  of  patients  and  health  care  professionals. 
The  contents  of  each  issue  include  an  important 
health  care  development;  an  indepth  interview  high- 
lighting a health  care  newsmaker;  an  update  on  a key 
public  health  issue;  a peer-reviewed  clinical  report; 
brief  highlights  of  the  latest  events  and  findings  in 
the  health  care  industry;  and  a monthly  forum  for 
readers.  Proposals  for  special  submissions  will  be 
considered  on  an  individual  basis.  Letters  to  the  edi- 
tor are  welcome  and  will  be  edited  and  published  as 
space  permits.  Notices  of  events,  programs,  and 
meetings  are  encouraged. 


and  the  authors  will  be  permitted.  Upon  acceptance,  ( 
authors  will  have  the  opportunity  to  review  edited  : 
material.  All  communications  should  be  sent  to  New  j 
Jersey  MEDICINE,  Two  Princess  Road,  Lawrenceville  I 
NJ  08648. 

Specifications 

, 

Materials  compatible  with  Microsoft  Word  6.0  for  ! ! 
Windows  should  be  submitted  on  diskette  (3  1/2  ! 
inch),  and  should  be  accompanied  by  a printed  copy  : I 
of  the  material,  a cover  letter  identifying  the  submis-  i i 
sion,  and  a copyright  form. 

The  title  page  should  include  the  full  names,  H 
degrees,  and  affiliations  of  all  authors,  and  the  name  ! 
and  address  of  the  author  to  whom  correspondence  ; ' 
should  be  sent. 


Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978),  a transmittal  letter 
or  separate  statement  accompanying  material  offered 
to  New  Jersey  MEDICINE  must  contain  the  follow- 
ing language,  and  mast  be  signed  by  all  authors. 

“In  consideration  of  New  Jersey  MEDICINE  taking 
action  in  reviewing  and  editing  my  submission,  the 
author(s)  undersigned  hereby  transfers,  assigns,  or 
otherwise  conveys  all  copyright  ownership  to  the 
Medical  Society  of  New  Jersey  in  the  event  that  such 
work  is  published  in  New  Jersey  MEDICINE.” 

Publication  Policy 

New  Jersey  MEDICINE  will  review  original  unpub- 
lished materials  on  topics  relevant  to  health  care 
professionals  in  New  Jersey.  All  submissions  are  sub- 
ject to  peer  review  and  are  edited  to  conform  to  the 
style  of  New  Jersey  MEDICINE.  Receipt  of  materials 
will  be  acknowledged.  Final  decision  is  reserved  for 
the  editor.  No  direct  contact  between  the  reviewers 


The  author(s)  should  submit  a 30-word  abstract 
to  be  used  at  the  beginning  of  the  article.  References 
should  not  exceed  35  citations  and  should  be  cited 
consecutively  by  superscripted  numbers  at  the  end 
of  the  sentence.  The  style  of  New  Jersey  MEDICINE 
is  that  of  Index  Medicus:  1.  Goldwyn  RM: 

Subcutaneous  mastectomy.  NJ  MED  74:1050-1052, 
1977.  Tables  and  graphs  should  be  presented  at  the 
end  of  the  article.  Illustrations  should  be  of  profes- 
sional quality,  black  and  white  glossy  prints.  The 
name  of  the  author,  figure  number,  and  top  of  the  fig- 
ure should  be  clearly  marked  on  the  back  of  each 
illustration.  When  photographs  of  patients  are  used, 
the  subjects  should  not  be  identifiable  or  publication 
permission  signed  by  the  subject  or  responsible  per- 
son must  be  included.  Materials  taken  from  other 
publications  must  give  credit  to  the  original  source. 
Generic  names  should  be  used  with  proprietary 
names  indicated  parenthetically  with  the  first  use 
of  the  generic  name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the  registration  n|Tn 
symbol. 
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ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops  & 

13th  Int’l  Symposium 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
Nov.  14-16,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

Dec.  12-14,  1997  212-581-8100  Hotel  during  meetings 

Oct.  23-26,  1997 

13th  Annual  International  Symposium 

the  School  of  Int’l  Affairs,  Columbia  University 
■ In  addition  to  holding  7-8  seminars  & workshops  per  year,  the  Interna- 
tional College  of  Acupunture  & Electro-Therapeutics  organizes  an  Annual 
, International  Symposium  every  October  at  the  School  of  International 
Affairs,  Columbia  University,  NYC  and  publishes  Acupuncture  & Electro- 
Therapeutics  Research,  The  International  Journal  quarterly,  through 
Cognizant  Communications  and  is  listed  by  15  major  international  indexing 
periodicals  (Index  Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is 
recognized  as  a major  leading  journal  in  the  field.  The  most  prestigious 
and  internationally  recognized,  “Fellow  of  the  International  College” 
(F.I.C.A.E.)  will  be  awarded  to  members  of  the  College  who  present  a 
minimum  of  2 original  research  papers  during  the  annual  International 
Symposium  and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the  latest 
theories  and  techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardiovascular,  neuro-muscular, 
central  nervous  systems  & Bi-Digital  O-Ring  Test). 

For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE,  800 
Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax  212-923-2279  or 
Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra  Beckman,  MA, 
212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement  for 
- the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for  AMA/ 
CME  Category  I credit.  MSSNY  designates  this  CME  activity  for  AMA/ 
CME  Categoiy  I credits  toward  Physician  Recognition  Award. 


Time. 

Staffing, 

Hiring.  Training, 

Phone  Etiquette 
Billing, 

Patient  Flow 
Insurance, 

CPT&ICD  Coding, 
all  take  time  to 
coordinate  effectively. 

All  critical  decisions. 

Is  your  staff  working 
up  to  expectations? 

Yours  is  Valuable. 

Save  It!  Reorganize! 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 

201-763-7394 


Do  you  have  coding 
problems?  Call  one 
number  fora 
complete  turn-key 
approach,  assuring 
peak  performance 
in  your  office.  Your 
medical  practice  is  a 
business,  and  if  that 
business  does  not 
run  efficiently,  it  will 
affect  your  patient 
and  public  relations. 


DEBORAH  HEART  & LUNG  CENTER  • DEPARTMENT  OF  PULMONARY  MEDICINE 
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CME  Course 


TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 

Saturday,  December  1 3, 1 997  • Trump  World’s  Fair  Casino  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  General  Practitioners,  and  Allied  Health  Care  Professionals 

7 Credit  Hours  Category  1 AMA,  AAFP  and  AOA 


PROGRAM 


Prevention  and  Management  of  Pulmonary  Diseases  in  HIV  Patients  Henry  Masur,  MD 

Evaluation  and  Management  of  Chronic  Perisitent  Cough  Richard  S.  Irwin,  MD 

Update  on  Antibiotic  Treatment  for  Pneumonias  Henry  Masur,  MD 

Management  of  the  Difficult-to-Treat  Asthmatic  Patient  Richard  S.  Irwin,  MD 

Noninfectious  Mimics  of  Community-Acquired  Pneumonia  Joseph  P.  Lynch,  III,  MD 

Lung  Transplantation— Whom  to  Refer  and  When  Joseph  P.  Lynch,  III,  MD 

Lung  Volume  Reduction  Surgery— Indications  and  Expectations  Larry  Kaiser,  MD 

Prevention  and  Management  of  Pulmonary  Thromboembolism  Mark  A.  Kelley,  MD 

Occupational  Lung  Disease  David  M.F.  Murphy,  MD 


For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 
80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628 
(201)  385-8080  Fax:  (201)  385-5650  E-mail:  jrosenberg@cbcbiomed.com 


OCTOBER  1997  Nil  JePSiy  toil]  85 


Dermatological  Soc  Mtg. 

October  14, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

UIHC  Award  Dinner 

October  21, 1997 
Princeton  Marriott  Forrestal  Village 
609/695-1492 

Medical  History  Society  Mtg. 

October  22,1997 
Nassau  Club,  Princeton 
AMNJ,  609/275-1911 

Biologic  Terrorism 

October  15, 1997 
Health  & Agriculture  Bldg.,  Trenton 
AMNJ,  609/275-1911 

General  Internal  Medicine 

October  21, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Funding  for  GME 

October  23,1997 
NJ  Hospital  Assn.,  Princeton 
AMNJ,  609/275-1911 

Head  & Neck  Neoplasms 

October  15, 1997 
Cooper  Hospital,  Camden 
609/342-2383 

Peritoneal  Dialysis 

October  21, 1997 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

Radiology  Professor  Lecture 

October  23,1997 

St.  Barnabas  Medical  Center,  Livingston 
973/533-5803 

Thyroid  Disease 

October  15, 1997 
Warren  Hospital,  Phillipsburg 
AMNJ,  609/275-1911 

Opportunistic  Infections 

October  21, 1997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Child  Sexual  Abuse/Neglect 

October  24, 1997 
Newcomb  Medical  Center,  Vineland 
AMNJ,  609/275-1911 

Family  Therapy 

October  16, 1997 
Hackensack  Univ.  Medical  Center 
AMNJ,  609/275-1911 

Alzheimer's  Research 

October  21, 1997 
Jersey  Shore  Medical  Center,  Neptune 
908/776-4420 

Violence  Against  Women 

October  24,1997 
Somerset  Marriott  Hotel 
973/972-4267 

Radiological  Society 

October  16, 1997 
UMDNJ-NJ  Medical  School 
973/972-6025 

Breast  Cancer 

October  22, 1997 
Sheraton,  Eatontown 
732/879-5429 

American  College  of  Cardiology 

October  24-25, 1997 
Nassau  Inn,  Princeton 
AMNJ,  609/275-1911 

Management  of  HIV/AIDS 

October  18, 1997 
Parsippany  Hilton,  Parsippany 
AMNJ,  609/275-1911 

Health  Maintenance 

October  22, 1997 
JFK  Conference  Center,  Edison 
973/761-9692 

Quality  Assurance  & Medicaid 

October  29,1997 
Health  & Agriculture  Bldg.,  Trenton 
AMNJ,  609/275-1911 

Prescribing  Practices 

October  18, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

MSNJA  Celebrity  Luncheon 

October  22, 1997 
PNC  Arts  Center,  Holmdel 
609/896-1766 

Adolescent  Pregnancy 

October  30, 1997 
Harrah's  Casino,  Atlantic  City 
609/665-6000 
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ALLEGHENY 

UNIVERSITY  OF 
THE  HEALTH  SCIENCES 

MCP^Hahnemann  School  of  Medicine 


OFFICE  MANAGEMENT  OF  ORTHOPAEDICS 
FOR  PRIMARY  CARE  PHYSICIANS: 

A Monthly  Series 

Saturday  mornings:  8 a.m.  - 1 1 a.m. 


Program  Director:  Brian  J.  Sennett,  M.D. 

SATURDAY,  NOVEMBER  8,  1997 

OUTPATIENT  MANAGEMENT  OF  ARTHRITIS  AND  OSTEOPOROSIS 

Registration  & Coffee:  7:45  a.m. 

MCP  ♦ Hahnemann  School  of  Medicine  Faculty 

Management  of  Rheumatoid  Arthritis  Osteoporosis:  Current  Treatment  of  a 

and  Fibromyalgia  Differential  Diagnosis 

Bruce  Hoffman,  M.D.  Kendra  Zuckerman,  M.D. 

Professor  of  Medicine  Assistant  Professor  of  Medicine 

Pharmacologic  Management  of  Rheumatoid  Arthritis  and  Osteoporosis 
Vincent  Zarro,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 


Upcoming  Programs  for  1997  • Mark  Your  Calendar: 

December  13  - Total  Joint  Replacement 

Location  . Allegheny  University  of  the  Health  Sciences,  Hahnemann 
College  Building,  2nd  Floor,  Alumni  Hall 
15th  Street  Entrance  between  Vine  and  Race 


Credits:  3.0  Category  1 AM  A,  Category  2 A AO  A,  A AFP  Prescribed  Credits 

Participants:  All  primary  care  clinicians,  including  Family  Practice  Physicians,  General  Practice 

Physicians,  Pediatricians,  Internists,  Emergency  Medicine  Physicians,  Residents, 
Physician  Assistants,  Nurse  Practitioners,  and  any  other  interested  health  care 
professionals 


Parking.  Reduced  rate  available  in  the  AUHS,  Hahnemann  Parking  Garage  located  on  Wood 

Street  between  15th  and  Broad. 


• For  information  or  to  register  call  the  Office  of  CME  at  215-762-8263,  #2  • 
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Here's  what  we  are  covering  in 
November  1997 


How  is  the  field  of  ophthalmology  keeping  pace  with  the 
changing  demographics  in  New  Jersey? 

Writer  Diane  Cornell  gives  an  overview  of  today’s  eye  care,  as 
the  baby  boom  population  in  New  Jersey  grows  older. 

Is  AIDS  in  the  elderly  a growing  concern? 

Bill  Berlin  investigates  the  issue  of  AIDS  in  senior  citizens  and 
uncovers  a need  for  intervention  in  this  segment  of  the 
population. 

Who  wins  with  the  Health  Care  Quality  Act? 

Attorney  Christopher  Hager  details  the  newly  signed  Health 
Care  Quality  Act  and  what  it  means  for  patients  and 
physicians. 

Who  is  caring  for  the  underserved? 

Writer  Robin  Levinson  outlines  the  work  of  Steven  J.  Levin, 
MD,  from  the  St.  John’s  Health  Center  in  New  Brunswick, 
which  provides  primary  medical  services  to  3,000  uninsured 
persons. 

Who  should  pay  for  charity  care  in  New  Jersey? 

Charity  care  funding  has  a long  and  changing  history;  this 
point  counterpoint  offers  a solution  to  this  social  need. 

Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk, 
Online  MSNJ,  and  Calendar. 
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ALLEGHENY 
UNIVERSITY  OF 
THE  HEALTH  SCIENCES 




Cardiology 

Update 

Wednesday  3:00-5:00  p.m. 

is  designed  for  the  health  care  provider  and  offers  an  intensive  survey 
of  the  current  status  of  clinical  cardiology,  allowing  application  of  new 
knowledge  and  technology  to  the  diagnosis  and  treatment  of  patients. 

Program  Directors:  Bernard  L.  Segal,  M.D.  and  Michael  S.  Feldman,  M.D. 


ednesday,  November  5 Hyperlipidemia:  Coronary  Atherosclerosis  and  Myocardial 

Infarction 

Moderator:  Gerald  Scharf,  D.O. 

• Efficacy  of  Primary  and  Secondary  Intervention 

—Steven  G.  Meister,  M.D. 

• Coronary  Regression,  Fact  or  Fiction 

—William  G.  Kussmaul,  M.D. 

ednesday,  December  3 Heart  Failure:  Diagnosis  and  Management 

Moderator:  Mariell  Jessup,  M.D. 

• Subtle  and  Overt  Clinical  Findings 

—Susan  C.  Brozena,  M.D. 

• Newer  Medical  and  Surgical  Management 

—Mariell  Jessup,  M.D. 


pcoming  programs: 

January  7,  1998 

February  4,  1998 
March  4,  1998 
April  1,  1998 
May  6,  1998 


—Office  Cardiology:  Bedside  Diagnosis  of  the  Cardiac 
Patient,  Part  n 

—Cardiology  Patients  Scheduled  for  Noncardiac  Surgery 
—Geriatric  Cardiology:  What  the  Physician  Should  Know! 
—Aggressive  Intervention  in  Acute  Cardiac  Syndromes 
—Coronary  Heart  Disease:  Newer  Surgical  Approaches 

at 

Kaiser  Auditorium 


Allegheny  University  Hospitals,  MCP 
3300  Henry  Avenue,  Philadelphia,  PA 


CME  Credits*  Call  for  Free  Reservations:  (215J-762-4137  Free  Parking 


;gheny  University  of  the  Health  Sciences,  MCP4Hahnemann  School  of  Medicine  is  accredited  by  the 
■editation  Council  for  Continuing  Medial  Education  (ACCME)  to  sponsor  continuing  medical  educa- 
programs  for  physicians. 

gheny  University  of  the  Health  Sciences,  MCP^Hahnemann  School  of  Medicine  designates  this 
national  activity  for  a maximum  of  2.0  hours  in  category  1 credit  towards  the  AMA  Physician's 
ognition  Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in 
educational  activity. 

s program  is  eligible  for  2.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 

USAF  HEALTH 
PROFESSIONS 

TOLL  FREE 

1 -800-423-USAF 


90  New  Jersey  Medium:  October  1997 


NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 


Classified  Section 

$ 1 .00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  Vi'  per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

(35  characters  per  liri' 


Classified  Section 

iNumber  of  Words 

Minimum  $45  $ 

/Member  Physician 

Discount— 33V3%  ($ ) 

Per  Issue  $ 

x Number  of  Issues 

AMOUNT  DUE  $ 


Display  Ad  in  Classified  Section 


1st  Inch  = $60.00 
Add ’I  W x $30.00 
Total 

Member  Physician 
Discount— 33V3% 

PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


$ 

$ 

$ 

($ ) 

$ 


$ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


WANTED:  GOOD  DOC 

Looking  for  someone  special  to  play  on  our 
team.  F/t,  P/t  days/eves  Family  Occupational 
Medical  Center  near  Cherry  Hill.  Board 
Certified  Fam/lnt.  If  you  are  looking  for  a 
pleasant  environment  with  no  call  or  inpatient 
care,  diverse  patient  population,  comp  salary 
& mal  cov,  send  CV  to  Box  2072  Medford, 
NJ  08055. 


110  OPENINGS 
PHYSICIANS 


FAMILY  PRACTICE- 
CENTRAL  JERSEY 

Immediate  full  and  part  time  position  avail- 
able for  a busy  central  Jersey  Urgent  Care 
family  practice  center.  Excellent  salary  and 
benefit  packages  available.  Diversified  skills 
imperative.  Board  certified  in  primary  care  or 
emergency  medicine  required.  Please  call 
Betsy  for  further  information.  908-968-8900. 

PEDIATRICIAN -ESSEX  COUNTY 

P/T,  F/T  Days  only.  Hard  working  pediatrician 
wanted  for  busy  practice  with  several  offices. 
Great  opportunity  leading  to  possible 
partnership  if  desired  Fax  CV  to 
201-622-6443.  Attn:  Phyllis. 

RADIOLOGIST— WAYNE 

Radiologist  wanted.  Part  time.  Flexible  hours. 
Private,  full  service  office  in  Wayne.  Fax  C.V. 
to  973-942-0171. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.  Fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/mo 
incl.  Util.— busy  medical  bldg  w/active  den- 
tal/psych/chiro  practices,  ideal  busy  location, 
perfect  for  new  or  2nd  practice.  Call 
212-476-7789  days,  215-860-8491  eves. 


MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent  day,  1/2  day,  night. 
Call  201-376-8670. 


PERTH  AMBOY 

Medical  building  approximately  4,200  sq.  ft. 
suitable  for  group  practice  opposite  Raritan 
Bay  Medical  Center,  Perth  Amboy,  NJ.  Lease 
with  option  to  buy  available  January  1 , 1998. 
J.J.  Elek  Realtors,  (732)  634-9100.  Ask  for 
Nathan  Witkin. 


SOMERSET  AREA 

Professional/Medical  Office  space  Available. 
New  Building  to  be  completed  by  November, 
’97.  Suites  start  from  800  Sq.  ft.  and  are 
expandable.  Family  Practice/Urgent  Care 
Center  anchor.  Excellent  Location.  Com- 
muter route  close  to  Somerset  Medical 
Center,  RWJ  University  Hospital  and  St. 
Peters  Hospital.  (732)  560-1234. 


TRENTON 

AVAILABLE  JULY  1,  1997 -Professional/ 
Medical  Office  Space.  Rent:  $1,700.00  per 
month,  gross.  Size:  Approximately  1 ,000  SF, 
utilities  included  (electric,  water,  sewer,  heat, 
A/C).  Parking:  4 reserved  spaces,  total  lot 
with  80  spaces.  Layout:  Waiting  room,  busi- 
ness office,  storage  room,  file  room,  bath- 
room, 2 exam  rooms,  1 procedure  room. 
Maintenance:  Landlord  takes  care  of  plumb- 
ing, heat,  A/C.  Location:  Across  from  Trenton 
Train  Station  at  465  Greenwood  Ave,  conve- 
nient to  Route  1 and  295.  Signage:  Exterior 
sign  permitted  at  driveway  entrance.  Call  for 
Appointment  Today!  609-392-5222. 


310  OFFICES  TO  SHARE 


CENTRAL  JERSEY  AREA 

Interested  in  Renting/Sharing  office  space 
from  October  to  start  Internal  Medicine  Prac- 
tice. Can  consider  association  with  existing 
Internal  Medicine/Primary  Care/Subspecialty 
Practice  or  buying  established  Primary  Care 
Practice.  Central  Jersey  area  in/around 
Marlboro  (25  mile  radius)  preferred.  Dr. 
Gupta,  814-472-5171  or  908-591-1452. 

CRANFORD 

Prime  Medical  Office  to  Share.  Cranford, 
New  Jersey.  1500  Sq  Ft.  Excellent  location, 
high  visibility,  center  of  town  business  sec- 
tion. One  block  NYC  train/bus,  walk  to  shop, 
fully  furnished/equipped,  central  AC,  on  site 
parking,  turn  key  operation.  Call  only  on 
TuesTThurs  bet  10  AM-6  PM  (908)  276-8538. 

FORT  LEE 

OFFICE  TO  SHARE— Fort  Lee,  Bergen  Coun- 
ty. Professional  office  space  available  with 
chiropractor.  Fully  furnished.  Ample  Parking. 
Building  is  for  sale  $189,000  or  B.O.  (201) 
886-6755. 


SOMERVILLE 

Psychiatric  and  Psychotherapy  Space  Avail- 
able-Large Victorian  house  in  Somerville, 
occupied  only  by  psychiatrist  and  therapists, 
fully  furnished  and  all  utilities  included.  Fax 
and  copier  available  on  premises.  $150  per 
month  for  one  day  per  week  or  $225  per 
month  for  one  day  and  half  of  another  day 
per  week.  Some  rooms  available  for  $300- 
$500  per  month  (cannot  be  sublet).  Storage 
space  also  available  for  rent.  1V6  months 
security,  references  required.  Call 
732-560-1100. 


330  MEDICAL  BUILDING 
FOR  SALE 


EDISON 

OPTOMETRIST'S  OFFICE-GREAT  VISIBI 
TY— ON  SITE  PARKING— Professional  ul 
building.  In  business  for  40  years— time ! 
retire!  Building  + Business  + Machinery; 
exam/work  rooms,  huge  waiting  room  a 
display  area.  Two  separate  offici 
Marvelous  high  visibility  location.  On  sj 
parking  for  5+  cars.  Bldg.  Recently  repaircj 
Upstairs  rental  unit  with  great  rental  histc 
Call  Diane  Bender  908-548-5555.  X312. 


UNIQUE  HOME/OFFICE 
SOUTH  ORANGE,  NEW  JERSEY 

Spacious  1500  sq.  ft.  one-floor  prc 
fessional  office!  Waiting  room,  receptioj 
area,  3 examining  rooms.  Adj.  residenc 
boasts  LR  w/fpl,  formal  dining  room,  fam 
ly-sized  kitchen,  new  cptg,  furnace,  CA( 
& roof.  Master  suite  w/sumptuous  Jacuz?! 
plus  3 oversided  fam.  BR's.  An  abur 
dance  of  closets  and  2 car  att.  garage> 
In  most  perfect  location  w/easy  access  t 
all  major  highways!  1st  AD!  $399,000 
Call  Lois  Wasserman,  Ext.  103.  Tedesci 
Realtors  201-564-8989. 


SHORT  HILLS 

5 bedroom,  3.5  bath  Colonial  with  5-roc! 
2 lavatory  office  separated  by  2-car  gars! 
on  beautifully  landscaped  corner  lot.  Cen: 
Air  throughout.  Convenient  to  transportatk 
hospitals,  schools.  Owner  retired  physici  j 
Asking  $770,000.  Call  973-467-2771. 


500  MEDICAL  EQUIPMENT 
FOR  SALE 


ESC  PHOTODERM  VL  SYSTEM 

Updated  software,  light  use.  Still  unc: 
manufacturer’s  warranty.  $80,000.  Firij 
Center  for  Vascular  Disorders.  (9C 
686-7000. 


700  BUSINESS 
OPPORTUNITIES 


DIVERSIFY  YOUR  INCOME 

Well  known  multi-million  dollar  NASDAQ 
Preventative  Healthcare  Company  seek 
ing  entrepreneurs,  medical  and  business 
professionals  interested  in  increasing 
their  income.  Call:  1-800-324-5851  for  re 
corded  message. 
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EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible 
schedules,  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


Dear  Doctor: 

Xtd^ 

Yes  - It  is  Finally  here!  Looking  For  Quick  Cash  Turn 
Around  on  your  Medical  Claims  without  The  Hassle  of 
hsultants  Dealing  with  Insurance  Carriers?  Want  your  claims 
Paid  in  14  Days? 

Call  Mike  Day.  609-875-5370  OR  800-700-1659,  Code  63 
4 Shoppers  Lane,  Suite  255,  Turnersville,  NJ  08012 

WE  CAN  HELP  YOU... 

WITH  ELECnONIC  MEDICAL  CLAIMS 
PROCESSING 

* Low  Cost  * Efficient  Service  * Same  Day  Claims  Pick-up 

We  work  with  your  existing  staff. 


Specializing  in  the 

Business  of  Health  Care 

Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramgs  New  York  City 
Call  us  at  800-235-9381 




tdl  (oh 

New  Jersey  MEDICINE  is  the  medical  and  health  policy  publication  in  New 
Jersey.  Each  monthly  issue  provides  accessible,  understandable,  and  relevant  infor- 
mation about  events,  trends,  findings,  and  perspectives  in  health  care  and  public 
health  from  across  the  state. 

Coverage  is  statewide.  Readership  includes  physicians,  health  care  profession- 
als, health  policymakers,  hospitals,  pharmaceutical  companies,  insurance  and  man- 
aged care  companies,  law  and  accounting  firms,  financial  institutions,  business 
leaders,  and  educational  institutions. 

New  Jersey  MEDICINE  welcomes  article  submissions.  Features  include  clinical 
reports,  public  health  topics,  health  care  policy  decisions,  and  special  reports  on 
issues  in  health  care. 

Submit  your  articles  to  New  Jersey  MEDICINE,  Two  Princess  Road, 
Lawrenceville  NJ  08648,  609/896-1766;  609/896-1368  (FAX). 

= . 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT’’  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 


1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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continued  from  page  96 


Medical  savings 
accounts  growing 

MSAs  were  established  as 
part  of  the  Health  Insurance 
’Portability  and  Accountability 
Act  of  1996  enabling  the  self- 
I employed  and  employees  of 
small  companies  to  take  con- 
trol of  health  care  purchasing 
decisions.  MSAs  offer  signifi- 
i cant  tax  breaks  as  well  as  sav- 
ings on  health  insurance  pre- 
miums for  small  businesses  (50 
employees  or  less)  or  for  peo- 
ple who  are  self-employed. 

An  MSA  is 
opened  in  con- 
junction with 
the  purchase  of 
a high-deduc- 
tible health  in- 
surance plan;  a 
high-deductible 
plan  has  a de- 
ductible of  at 
least  $1,500 
und  not  more  than  $2,500  for 
l isingle  coverage;  at  least  $3,000 
I und  not  more  than  $4,500  for 
I family  coverage;  and  maxi- 
mum out-of-pocket  expenses 
Jibf  $3,000  for  single  coverage 
I und  $5,500  for  family  coverage. 

| An  employer  or  employee 
; [but  not  both)  can  contribute 
d i|tp  to  65  percent  of  the  annual 
deductible  for  single  coverage 
1 und  up  to  75  percent  for  family 
T coverage.  All  monies  con- 
tributed to  the  MSA  are  tax 
i deductible.  In  addition,  money 
[ nn  the  MSA  can  be  carried  over 
1 30  the  following  year  if  there 
) ire  no  medical  expenses  in  the 
[Current  year. 

1 


Prescription  pads  are  blank 

MSNJ  asked  the  Division  of 
Medical  Assistance  and  Health 
Services  to  withdraw  support  for 
the  trouble-plagued  uniform 
prescription  blank  statute, 
Chapter  154  of  the  laws  of  1996. 

This  still- to-be  implemented 
law  requires  prescribers  to  use 
nonreproducible  prescription 
pads  purchased  through  a ven- 
dor system. 

MSNJ  does  not  believe  the  law 
can  be  prudently  implemented 
and  requested  the  Division  to 
call  for  a legislative  correction  to 
defer  implementation  for  at  least 
one  year  or  to  repeal  the  law. 


Excellence  in  government 

New  Jersey  Representative 
Marge  Roukema  joins  ten  out- 
standing individuals  from 
across  the  nation  who  were 
awarded  the  AMAs  1997  Doctor 
Nathan  Davis  Award.  The 
award  recognizes  the  highest 
standards  of  service  throughout 
the  levels  of  government. 

Roukema’s  strong  drive  to 
improve  the  quality  of  Garden 
State  health  care  and  public 
health  has  kept  her  in  the  head- 
lines, including  her  efforts  to 
bring  to  the  national  forefront 
New  Jersey’s  48-hour  HVVn 
maternity  legislation.  ■■■■■ 
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MSNJ  AND  NJB  TACKLE 
TOBACCO  CONTROL  ISSUES 


Unlike  the  national 
debate  over  the  proposed 
tobacco  settlement,  the 
war  against  tobacco  is 
fought  on  the  local  front 
in  New  Jersey.  The  New 
Jersey  Breathes  Coalition 
(NJB)  and  the  Medical 
Society  of  New  Jersey 
(MSNJ)  are  two 
organizations  supporting 
local  tobacco  control 
ordinances. 

MSNJ  has  participated  as  ami- 
cus curiae  on  behalf  of  munici- 
palities before 
the  Middlesex 
and  Bergen 
County  Superior 
Courts.  These 
cases  are  matters 
of  cigarette  vend- 
ing companies 
suing  towns  that 
have  banned  vending  machine 
sales.  The  machines  are  largely  a 
venue  of  convenience  and  repre- 
sent an  unsupervised  source  of 
an  addictive  product. 

In  the  matter  of  Vend-o-Matik 
v.  New  Brunswick,  Middlesex 
County,  Judge  Robert  A.  Longhi 
upheld  the  city’s  ordinance  and 
accepted  the  position  of  MSNJ 
and  NJB.  Vend-o-Matik’s  attempt 
to  appeal  the  decision  was  dis- 
missed by  the  Appellate  Division 


of  the  Superior  Court  on  July  24, 
1997. 

MSNJ  and  NJB  are  involved  in 
an  identical,  although  more  con- 
voluted, case  in  the  Bergen 
County  Superior  Court.  This 
case  began  in  late  1995  when 
five  Bergen  County  towns 
banned  cigarette  vending 
machines  and  were  subsequently 
sued  by  a consortium  of  vending 
operators.  The  court  granted  a 
temporary  restraining  order 
blocking  the  vending  machine 
ban  until  the  suit  was  resolved. 
The  matter  remains  unresolved 
after  more  than 
one  year. 

This  case  has 
seen  many  twists 
including  a 

change  in  the 
plaintiff’s  legal 
counsel  and  the 
removal  of  the 
presiding  judge.  The  “tempo- 
rary” restraining  order  remains 
in  place  and  the  towns  cannot 
enforce  their  ordinance  to 
reduce  access  to  tobacco  prod- 
ucts by  children. 

On  July  22,  1995,  the  vending 
companies  were  denied  the  right 
to  appeal  the  removal  of  the  trial 
judge.  MSNJ’s  special  counsel 
Paul  W Armstrong,  JD,  LLM,  will 
argue  for  summary  judgment 
and  removal  of  the  restraining 
order  when  the  case  resumes. 


Big  win 
for  physicians 

MSNJ  lobbying  efforts 
have  paid  off  big  for  physi- 
cians with  Banking  and  In- 
surance Commissioner  Eliz- 
abeth Randall’s  proposal  to 
end  the  surcharge  on  med- 
ical malpractice  insurance. 
Studies  indicate  that  the  sur- 
charge no  longer  is  needed. 
The  surcharge  was  used  to 


Commissioner  Randall 

pay  the  claims  of  a state 
fund  that  insured  doctors  in 
the  late  1970s  and  early 
1980s. 

The  New  Jersey  Medical 
Malpractice  Reinsurance  As- 
sociation was  formed  in 
1976  to  make  it  easier  for 
doctors,  podiatrists,  and 
hospitals  to  obtain  malprac- 
tice insurance.  Later,  short- 
falls were  covered  with  a 
surcharge  ranging  from  2.5 
to  5 percent.  Now,  with  the 
removal  of  the  surcharge, 
Garden  State  physicians  can 
expect  to  see  substantial 
annual  savings. 

continued  on  page  95 
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Successful  Outcomes 


FOR  CHRONIC 

fHROUGHOUT  NEW  JERSEY 


Wound  Care  Centers 


UNDS 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER® 

OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER® 

AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL  & MEDICAL  CENTER 

Englewood 

KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Hamilton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER’S  MEDICAL  CENTER 

New  Brunswick 


Subacute  Location 


CURATIVE  WOUND  CARE  PROGRAMSM 
AT  FRANKLIN  CARE  CENTER 

Franklin  Park 


WOUND 
CARE 
CENTER® 

AFFILIATED  WITH  CURATIVE 


1 *800*991  *HEAL 


Five  reasons  why 


The  number  of  _tyuX  insureds 
grew  by  50  percent  over  5 years 

D Physician  owned  and  directed. 

H The  only  medical  malpractice  carrier  endorsed  by  the  Medical  Society  of  New  Jersey. 

Q Consent  to  settle  — An  unconditional  clause  that  states  an  insured's  consent  must  be 
obtained  before  a claim  can  be  settled. 

□ HIV  coverage  provides  income  protection  to  eligible  insureds  at  no  additional  charge. 
A”  (Excellent)  rating  by  A.M.  Best,  the  nation's  premier  insurance  rating  agency. 


Ml IX  members  renew  their  policies  for  these  reasons  AND  because  our  liability  representatives 
provide  prompt,  personal,  24-hour  service,  seven  days  a week.  We  understand  that  protecting 
your  assets  and  reputation  is  too  important  to  be  left  to  outsiders.  Call  us  and  find  out  why 
12,500  insureds  turn  to  MIIX  for  liability  protection. 

1 -800-234-MIIX 

MEDICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTNERSH 


P S 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 

’S  DEC  5 '997 


I AFFOJ 


NOT  IN  CIRfe 


S"  mi*"' 
?5  IOS 


' iversity  of  Maryland 
faith  Sciences  Library-Serials 
IP  South  Greene  St. 

Bitimore,  MD  21201 


Y - O - U - R 


PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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As  Trenton  prepares  for  a new 
administration,  a few  loose  ends 
remain  to  be  tied  up  from  the 
previous  term.  The  Medical 
Society  of  New  Jersey  (MSNJ) 
state  political  action  committee, 
MedAC,  took  risks  in  publicly 
endorsing  Governor  Christie 
Whitman's  re-election  in  MSNJ's 
first-ever  public  statement  of 
campaign  support. 

New,  non-reproducible  prescription 
blank  forms  are  scheduled  to  go  into  ef- 
fect December  1 , following  a two-month 
delay  and  some  modifications  effected  by 
MSNJ.  (A  list  of  all  vendors  and  their 
prices  is  available  to  MSNJ  members,  at 
telephone  609/896-1766,  extension 
248.) 

Also  in  response  to  MSNJ  pressure, 
Health  and  Senior  Services  Commissioner 
Len  Fishman  has  directed  a memoran- 
dum to  all  hospitals  and  HMOs  reminding 
them  of  their  obligations  to  support  the 
use  of  physicians  as  first  assistants  in 
major  surgical  procedures.  Mr.  Fishman's 
charity  care  managed  care  plan  awaits 
funding  and  implementation,  and  regula- 
tions implementing  the  Health  Care 
Quality  Act  need  to  be  written. 

As  1 of  12  randomly  selected 
Community  Tracking  Study  sites, 
the  Newark  Primary  Metropolitan 
Statistical  Area — including  Essex, 
Union,  Morris,  Sussex,  and  War- 
ren Counties— has  been  profiled 
by  the  Washington,  DC-based 
Center  for  Studying  Health  System 
Change  in  conjunction  with  The 
Lewin  Group.  The  researchers 
found  a system  with  overcapacity 
demonstrated  by  47  percent  more 
staffed  hospital  beds,  50  percent 


more  hospital  days,  and  34  per- 
cent more  physicians,  per  popula- 
tion, than  national  averages. 

Authored  by  Robert  E.  Mechanic 

and  colleagues,  the  Center  report  also 
notes  wide  racial  disparities  in  health  sta- 
tus, the  lack  of  many  large  physician 
groups  or  provider  capacity  to  manage 
capitation  contracts  effectively,  and  new 
hospital  efforts  to  improve  relations  with 
physicians.  Partly  because  employees 
object  to  restrictions  on  choice  of  pro- 
viders, purchasers  are  not  seen  as  an 
important  force  for  change.  By  contrast, 
leaders  of  the  St.  Barnabas  system, 
UMDNJ,  and  the  Archdiocese  are  rec- 
ognized as  major  power  brokers. 

This  lack  of  employer-generated 
change  also  was  observed  in  most  of  the 
other  1 1 sites,  judging  from  a write-up  in 
Perspectives  on  the  Marketplace.  The 
trend  is  toward  offering  employees  a lim- 
ited choice  of  plans,  but  a broad  choice 
of  providers  within  a plan.  Employee 
choice  also  allows  the  employer  to  leave 
it  to  the  enrollee  to  identify  high-quality 
providers.  This  broad  network  trend  fur- 
ther encourages  plan  mergers.  But,  HMO 
price  increases  may  turn  employers  back 
to  limited-choice  strategies. 

Limits  on  choice  as  a cost  containment 
strategy  were  obliquely  criticized,  though, 
in  a Health  Affairs  article  written  by 
Joseph  White  of  The  Brookings  Institution. 
Restricted  networks  allow  HMOs  to  obtain 
deep  discounts  from  providers  but  pro- 
duce flawed  provider  profiles,  says 
White,  because  each  HMO  uses  its  own 
utilization  guidelines  and  fails  to  obtain  a 
statistically  valid  measure  of  a provider's 
overall  performance. 

Of  greatest  concern  to  White  is  the 
reliance  of  the  new  Medicare  managed 
care  system  on  "selective  contracting" 
rather  than  on  treatment  management. 
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He  expresses  a strong  preference  for  vol- 
ume-performance payment  as  opposed  to 
capitation,  in  order  to  encourage  pro- 
viders to  provide  more,  rather  than  fewer, 
services. 

Another  view,  though,  is  that  higher  vol- 
ume— or  productivity — threatens  quality 
of  care.  Baystate  Health  Systems  in  Mas- 
sachusetts tracks  physician  productivity 
and  patient  satisfaction  to  determine 
whether  individual  high-volume  clinicians 
are  less  favored  by  patients.  A report  in 
Data  Strategies  & Benchmarks  was  sum- 
marized in  the  Healthcare  Leadership 
Review. 

Recently,  the  Center  for  Study- 
ing Health  System  Change  also 
asserted  that  drug  costs  are  rising 
twice  as  fast  as  hospital  and 
physician  costs.  The  conventional 
antidote  to  rising  drug  costs  is  a 
restrictive  drug  formulary,  but 
researcher  Susan  Horn  of  the 
Institute  for  Clinical  Outcomes 
Research  claims  that  formularies 
and  forced  use  of  generic  drugs, 
in  fact,  raise  costs  by  causing 
more  complications. 

Evidence  from  the  University  of  Utah 
School  of  Medicine,  where  Horn  is  situat- 
ed and  where  a 20-year  study  of  comput- 
er-assisted decision  support  for  physicians 
was  conducted,  appears  particularly  dra- 
matic in  the  case  of  antibiotics,  largely 
because  reliance  on  a formulary  leads  to 
antibiotic  resistance.  Buttressing  this  gen- 
eral conclusion,  Stephen  Soumerai 
and  colleagues  reported  in  the  Milbank 
Quarterly  that  prescription  limits,  such  as 
three-drug  caps,  increased  Medicaid 
costs,  nursing  home  admissions,  and 
adverse  outcomes  among  the  chronically 
ill  elderly. 

A recent  Drug  Trend  Report,  prepared 
by  the  Missouri-based  pharmacy  benefit 
management  firm  of  Express  Scripts,  Inc., 


observed  that  the  highest  utilization 
increases  are  occurring  among  antide- 
pressants, macrolide  antibiotics,  cortico- 
steroids, antihypertensives,  and  antihy- 
perlipidemics.  The  drug  issue  was  sur- 
veyed in  a recent  Medicine  & Health 
Perspectives. 

The  issue  carries  a special  relevance 
for  New  Jersey.  Not  only  is  the  Garden 
State  the  nation's  most  fertile  drug  plot  or 
"medicine  chest,"  but  also  almost  one-half 
of  all  global  pharmaceutical  products 
developed  between  1 9 75  and  1 994 
originated  in  the  United  States,  according 
to  a recent  GlaxoWellcome  report  citing 
the  Rhone-Poulenc  Rorer  Foundation. 

Why  is  physician  income  in 
jeopardy?  According  to  the  1 997- 
1998  Physician  Characteristics 
and  Distribution  in  the  U.S.,  pro- 
duced by  the  AMA,  since  1 960  the 
number  of  physicians  has  grown 
four  times  faster  than  the  popula- 
tion. The  report  declares  that  35 
percent  of  New  Jersey  physicians 
were  in  the  primary  care  special- 
ties of  family  medicine,  general 
practice,  general  internal  medi- 
cine, obstetrics-gynecology,  and 
general  pediatrics  at  the  end  of 
1996. 

Unfortunately  for  patients  and 
providers,  while  New  Jersey  and  a few 
other  states  have  adopted  firm  controls  on 
managed  care,  ERISA  plans  were  found 
in  a study  recently  published  in  Health 
Affairs  to  fail  to  offer  much  in  the  way  of 
consumer  protection.  Authors  Karl 
Polzer  and  Patricia  A.  Butler  were 
told  by  the  U.S.  Department  of  Labor  that 
federal  officials  "have  neither  the  man- 
date nor  the  resources  to  investigate  com- 
plaints involving  benefit  disputes  between 
plans  and  individuals."  Limit  the  ERISA 
pre-emption,  anyone?  _____ 

Neil  E.  Weisfeld  liPTil 
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We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 


insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 
together  rank  as  the 
nation's  eleventh- 
largest  medical 


malpractice  insurer, 
with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


Protect  Your 
Office  Staff 

Competitively 
priced  workers' 
compensation 
coverage  is  now 
available  from 
Princeton  Insurance 
Company.  We  have 
provided  workers' 
compensation 
insurance  to 
New  Jersey  hospitals 
since  1982  and  more 
recently  began 
offering  the  coverage 
to  doctors'  offices 
and  small  businesses 
in  the  mid-Atlantic 
region. 

Our  workers' 
compensation  policy 
may  be  purchased 
by  itself  or  along 
with  professional 
liability  insurance. 
For  details,  please 
return  the  coupon 
below. 


How  to  Reach  Us 

746  Alexander  Road,  Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 

Visit  us  on  the  Internet  at:  http://www.pinsco.com 


I would  like  more  information  about: 

YES! 

Professional  liability  insurance 
O Workers’  compensation  insurance 

□ 

Name: 


Specialty: 

Address: 

City:  _ 

State,  Zip: 

Phone  Number:  (. 


Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 
P.O.  Box  5322,  Princeton,  NJ  08543-5322 
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FORMING  A NEW 
MEDICAL  PARTNERSHIP? 


Cut  Through  The  Red  Tape. 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


732-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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A gene  mutation,  clearly  linked 
to  the  cause  of  Parkinson's  Disease,  was  identified. 


It’s  no  accident  that  many  of  the  nation’s  most 
important  discoveries,  therapies  and  procedures  were 
it  developed  at  Robert  Wood  Johnson 
University  Hospital  and  UMDNJ- 
Robert  Wood  Johnson  Medical  School. 

As  one  of  the  premier  academic 
medical  centers  in  the  country,  we  work 
closely  with  many  of  the  world’s  most 
respected  researchers — including  those 
at  the  prestigious  National  Institutes  of 
Health.  In  fact,  it  is  through  this  collaboration  that  our  researchers 
are  leading  the  way  to  find  the  cause  of  Parkinson’s  Disease. 

At  Robert  Wood  Johnson  University  Hospital,  we  combine 


world-class  research  and  innovative  treatments  with 
the  highest  level  of  patient  care.  Perhaps  that’s  why  more 
than  2500  patients  from  70  different 
hospitals  were  transferred  here  last  year. 
From  our  state-designated  Children’s 
Hospital  to  the  world  renowned  Cancer 
Institute  of  New  Jersey,  no  other 
hospital  offers  a more  comprehensive 
approach  to  healthcare. 

So  if  you’re  looking  for  a hospital  on  the 
cutting  edge  of  medicine,  look  to  Robert  Wood  Johnson 
University  Hospital.  Because  when  it  comes  to  the  nation’s 
most  important  medical  innovations,  it  happens  here  first. 


Robert  Wood-TohnsoNJ 

XV  UNIVERSITY  H 0 S P 1 T A L 1 1 

1-800-242-0022 


Member,  University  Health  System  of  New  Jersey  • Hub  hospital  for  the  Robert  Wood  Johnson  Health  System 
One  Robert  Wood  Johnson  Place  • New  Brunswick,  New  Jersey  08903-2601  • Exit  9,  New  Jersey  Turnpike 
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Prologue 

This  is  a fictionalized  mem- 
oir about  medicine.  It  is  true  to 
the  mood  of  the  30  years  it 
spans,  during  which  medicine 
and  science  have  abolished  or 
learned  to  control  most  of  the 
old  scourges,  have  advanced 
or  regressed,  as  the  case  may 
be,  to  the  stage  of  genetic  tin- 
kering, and,  in  so  doing,  have 
imposed  their  own  unique 
stresses  on  society. 

As  we  struggle  to  attain  a 
higher  plane  of  social  organi- 
zation, the  physician  becomes 
increasingly  subordinate  to 
organizations,  governments, 
institutions,  and  men  of  neither 
license  nor  tradition  in  medi- 
cine, who  have  vaulted  into 
positions  of  power  in  the 
newly  created  health  syndi- 
cate: businessmen,  lawyers, 
accountants,  car  salesmen, 
bankers,  and  the  new  breed, 
hospital  administrators;  paper 
doctors  who  treat  paper.  They 
see  to  the  health  of  the 
bylaws,  procedure  manuals, 
bills,  accounts,  debits,  and 
insurance  forms,  beguiled  by 
the  delusion  that  if  the  records 
are  neat  and  orderly,  institu- 
tional care  of  the  patient  is 
neat  and  orderly. 

The  doctor,  as  their  hireling, 
is  forced  to  use  the  tools  and 
services  they  provide,  which 
may  not  be  the  best  available; 


urged  to  consider  the  commu- 
nity as  a whole  when  treating 
his  patient;  coerced  into  violat- 
ing the  confidentiality  of  the 
doctor-patient  relationship  by 
monitoring  the  utilization  of 
hospital  beds  by  his  col- 
leagues. 

Nurses  resent  being  "hand 
maidens"  to  the  doctor,  and 
strive  to  become  an  indepen- 
dent profession. 

There  is  a hue  and  cry  for 
doctors  to  divest  themselves  of 
the  elite  position  they  have 
held  so  long  in  medicine. 

Who,  then,  should  be  the 
elite? 

Clearly  the  precious  bond 
that  exists  between  a patient 
and  his  doctor  is  being  driven 
by  unqualified  intruders  with 
unlimited  power.  The  physi- 
cian, in  his  spiritual  and  serv- 
ing role,  may  be  the  commodi- 


:fl 


ty  that  is  squandered  in  this 
struggle. 


The  medical  profession  is 
increasingly  in  bondage.  Like 
the  point  of  an  inverted  pyra- 
mid, it  is  being  pressed  deep- 
er into  the  ground  by  the 
weight  of  an  enlarging,  expen- 
sive bureaucracy.  If  the  profes- 
sion of  medicine  is  shattered 
by  this  burden,  would  it  be 
asking  too  much  for 
Aesculapius  to  be  reborn? 


Charles  Harris , MD 


Virtual  quality 


The  dictionary  defines  quali- 
ty as  essential  characteristics.  It 
also  refers  to  it  as  superiority 
or  excellence.  In  the  real 
world,  quality  is  an  inference. 
We  add  adjectives  and  fancy 
connotations  to  give  the  illu- 
sion of  quality.  The  marketing 
and  advertising  industry 


continued  on  page  10 


Requirements  for  letters 

To  submit  a letter,  FAX  (609/896-1368),  e-mail 
(info@MSNJ.org),  or  mail  your  letter  to  New  Jersey  MEDICINE, 
Two  Princess  Road,  Lawrenceville  NJ  08648.  Letters  should  be 
typed  and  double-spaced  and  should  be  no  longer  than  400 
words  with  up  to  4 references,  if  necessary  Include  your  full 
name,  affiliation,  address,  and  telephone  number. 

Letters  are  published  at  the  discretion  of  the  editor-in-chief 
and  are  subject  to  editing  and  abridgment.  Letters  may  be  pub- 
lished on  MSNJ’s  web  site,  http://www.msnj.org.  Financial  asso- 
ciations or  other  possible  conflicts  of  interest  must  be  disclosed. 
Letters  represent  the  opinions  of  the  authors. 
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he  Medical  Manager 

A fully  integrated  practice  management  solution 

Over  16  years’  experience  in  providing 
healthcare  automation  solutions 

Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 

Learn  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  us 
at  800.677.7784,  201.808.0088,  or  www.medicalmanager.com. 

Medical 

Manager 

Corporation 

RTI,  Inc.  and  Medix 


Medical/Dental  Cabinetry 

Nurses  Stations 

Reception  Desks 

Nourishment  Centers 

Medical/Dental 
Procedure  Carts 

Computer  Desks 

Monitor  Cabinets 

Chart  Racks 

Corian®  Solid  Surfacing 
Certified  Fabricator  #C-5112 

Space  Planning/Layout 


501  Prospect  Street 

Unit  96  Phone:  732*886*0600 

Lakewood,  NJ  08701  Fax:  732*886*09 11 

“The  overall  effect  is  total  customer  satisfaction.’’ 


Switching  Jobs  Can  Have  An 
Unfortunate  Effect  On 
Your  Retirement  Savings. 


fO/EARLv 

. withdrawal  : £ 
penalty y \ 


00 


Don't  Lose  40%  Or  More  Of  Your  Retirement  Plan  To  Taxes 
And  Penalties.  Call  For  Your  Free  Information  Kit  Today. 


T.  Rowe  Price  can  help. 

Call  for  our  free  kit  on 
managing  the  payout  from 
your  former  employer’s 
retirement  plan.  The 
kit  clearly  explains  the 
pros  and  cons  of  each 


distribution  option,  so  you 
can  decide  what’s  best  for 
you.  Because  we’d  hate 
to  see  your  retirement 
plan  go  all  to  pieces. 

1-800-541-5324 


Invest  With  Confidence 

T.RoweFYice 

Request  a prospectus  with  more  complete  information,  including  management 
fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  iraro38956 
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continued  from  page  8 

knows  that  very  well.  They  use 
these  inferences  to  manipulate 
the  consumers'  psychology 
into  believing  that  virtual  quali- 
ty is  real  quality.  Thus,  we 
would  gladly  buy  mountain- 
grown  coffee  as  if  the  valley- 
grown  coffee,  if  there  is  such  a 
thing,  must  be  inferior  quality. 
We  would  favor  going  to  a 
specific  restaurant  because  it 
serves  homemade  food.  If  this 
means  "quality"  why  bother 
going  out!  Some  pizzerias 
brag  that  their  pizza  is  baked 
in  a brick-oven.  Does  a pizza 
baked  in  a steel  oven  taste 
bad?  From  garden  peas,  rich 
aroma,  and  home  grown  to 
claims  of  being  number  one, 
consumers  are  duped  into 
expecting  quality.  One  car 
maker  boasts  that  quality  is 
number  one.  How  come  there 
are  so  many  recalls? 

In  the  health  care  market, 
quality  is  becoming  an  issue. 
The  idea  is  to  cut  cost, 
improve  access,  and  maintain 
quality.  The  difficulty  is  how  to 
measure  quality.  Is  it  patient 
satisfaction,  standard  of  care, 
outcomes,  state-of-the-art  tech- 
nology, accreditation,  or  all  of 
the  above?  Or  is  it  perhaps 
consulting  a directory  that  lists 
the  best  hospitals  and  the  best 
doctors?  Are  we  dealing 
again  with  virtual  quality  that 
infers  superiority  or  excel- 
lence? Or  are  we  dealing  with 
the  real  thing? 

Someone  described  quality 
as:  it  is  what  we  still  keep, 


long  after  the  price  we  paid  is 
forgotten.  I buy  that! 

Ismail  Kazem,  MD 

Managed  care 

In  response  to  Christy  W. 
Bell's  recent  managed  care  let- 
ter, I would  like  to  present  the 
following: 

Bell  states,  "Managed 
care's  improved  data  systems 
enable  doctors  to  practice 
more  effective  medicine,  from 
better  tracking  patient  care 
and  outcomes  to  evaluating 
clinical  capabilities  of  hospitals 
and  specialists." 

I have  never  once  been 
approached  by  a managed 
care  company  to  provide  me 
with  data  to  improve  my  prac- 
tice. They  seem  to  hoard  this 
information  for  unclear  rea- 
sons. 

Bell  states,  "No  ethical  doc- 
tor would  stop  a patient  from 
seeing  a specialist  when  it  is 
appropriate."  I have  had 
many  instances  when  man- 
aged care  physicians  have  sig- 
nificantly delayed  patients  see- 
ing the  appropriate  specialist. 

In  many  instances,  patients 
have  "gone  out  of  plan"  in 
order  to  see  a specialist.  For 
those  times,  the  primary  care 
doctor  or  the  managed  care 
company  itself,  would  not  pro- 
vide a referral.  This  completely 
contradicts  his  statements. 

If  managed  care  companies 
have  "uniquely  advanced  the 


quality  agenda  within  health 
care,"  how  come  no  one  has 
ever  approached  my  group  of  : 
nine  doctors  with  this  informa-  ; i 
tion?  I believe  that  "quality 
care  is  less  costly"  because  j 
much  care  has  been  denied. 

In  general,  patients  are  angri-  t 
er  than  ever  before.  They 
seem  to  spend  as  much  time  ^ 
caring  for  their  medical  prob- 
lems as  they  are  battling  the 
bureaucracy  of  getting  refer- 
rals, wasting  time  getting  pre- 
op certifications  and 
approvals,  and  obeying  the 
endless  hassles  of  managed 
care  companies. 

A major  hassle  we  see  daily 
is  the  inability  to  do  office 
x-rays  on  patients.  Patients 
must  see  us,  then  go  back  to 
the  primary  care  doctor  to  get  |1 
a referral  for  an  x-ray  or  a 
blood  test.  Then  they  get  the 
x-rays  from  the  primary  care 
doctor  after  they  are  done, 
and  come  back  to  see  us  after  i 
obtaining  another  referral. 

I don't  believe  that  hassling 
patients  and  delaying  treat- 
ment is  good  quality. 

However,  it  certainly  is  lower- 
ing costs  because  many 
patients  just  give  up. 

Bell's  statements  are  all 
laudatory  and  ideal,  but  they 
are  double-talk  and  7984-ish 
News  peak. 
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what  if 


i you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 


BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• HMO§£^  Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$A  BlueSM  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMO 

• Prime 

• Blue  SelectSM 

• Blue  Choice 

• Blue  Choice  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  Blu^M  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


INDIVIDUAL  & 
SMALL  EMPLOYER 
DIVISION 


Ask  us  for  a free 
copy  of  the  SEH 
Buyer’s  Guide. 


® and  SM  Registered  Marks  and  Service  Marks  of  the  B! 
HMO  Blue  are  Independent  Licensees  of  the  Blue  Cross  i 


Call  your  Blue  Cross  and  Blue  Shield  of  New  Jersey 

Medical  Society  ■ 

MSNJ  Sales  Representative 

JENNIFER  ALTOBELLI 

1-908-493-8808 
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NEWSMAKERS 


!! 


Schaff  is  vice-chair 

o 

Michael  F.  Schaff  was  ap- 

-  J7 

pointed  vice-chair  of  the  Physicians 

V nm 

A jF 

Organization  Committee  of  the 

- £J9 

__ 

newly  merged  National  Health 

1 

Reaching  new  heights 


Michael  F. 
Schaff 


Lawyers  Association/American 
Academy  of  Healthcare  Attorneys. 
Schaff  is  a partner  of  the  Woodbridge  law  firm  of 
Wilentz,  Goldman  & Spitzer,  PA.  He  specializes  in 
structuring  professional  practices  for  physicians  and 
other  health  care  professionals.  Schaff  also  is 
involved  with  the  New  Jersey  State  Bar  Association 
as  director  and  vice-chair  of  its  Health  and  Hospital 
Law  Section  and  serves  as  the  chair  of  its  Physician 
Practice  Committee. 


Terri 

Simon,  RN 


Terri  Simon,  RN,  joins  the 
small  group  of  New  Jerseyans — 
less  than  20 — who  are  certified  in 
advanced  trauma  nursing.  Simon 
is  one  of  a handful  who  passed  an 
intensive  three-day  program, 
"Course  in  Advanced  Trauma  Nursing:  A Concep- 
tual Approach,"  which  focused  on  enhancing  com- 
plex decision-making  skills  through  expanding  trau- 
ma nursing  knowledge.  Simon  works  in  the  emer- 
gency department  of  Helene  Fuld  Medical  Center 
in  Trenton  and  spent  eight  years  flying  Medivac  in 
the  Air  Force — including  service  in  Saudi  Arabia 


during  Desert  Shield. 


On  board  at  UMDNJ  Bring  AIDS  to  the  forefront 


Described  as  a savvy,  deci- 
sive administrator,  president 
and  CEO  of  Robert  Wood 
Johnson  University  Hospital, 
Harvey  A.  Holzberg  has 
been  appointed  by  Governor 
Whitman  to  the  UMDNJ  Board 
of  Trustees.  Under  his  eight- 
year  leadership,  Robert  Wood 
Johnson  University 
Hospital  has  es- 
tablished clinical 
care  and  research 
programs  and  na- 
tionally recog- 
nized centers  of 
excellence,  includ- 
ing establishing 
the  Heart  Center 
of  New  Jersey 
and  the  Vascular  Center  of 
New  Jersey  and  the  designa- 
tion of  the  hospital  as  a Level  I 
Trauma  Center.  Holzberg  also 
is  president  of  the  Robert  Wood 
Johnson  Health  System. 


Harvey  A.  Holzberg 


AIDS  continues  to  be  a 
public  health  issue. 
Worldwide,  20  million 
people  are  estimated  to 
be  infected  with  HIV.  In 
our  country,  the  numbers 
are  estimated  at  up  to 

900.000  residents  with 
HIV  or  AIDS.  On  the 
Garden  State  homefront, 

40.000  New  Jerseyans 
are  believed  to  have  HIV 
infection — 1 1 ,000  with 
AIDS. 

On  World  AIDS  Day 

(December  1,  1997),  New 
Jersey  will  link  with  other  states 
and  nations  to  bring  public 
awareness  to  this  entity.  The 
theme  of  this  year's  annual 
World  AIDS  Day  is  "Children 
Living  in  a World  with  AIDS." 
Corporations,  organizations, 
schools,  and  citizens  across  the 


Garden  State  will  take  part  in  a 
variety  of  innovative  events, 
including  a candlelight  vigil 
and  march,  a poster  contest, 
and  a gospel  festival.  Panels  of 
the  AIDS  quilt  will  be  on  dis- 
play and  AIDS  placemats  also 
will  be  distributed  to  restau- 
rants, school  and  hospital  cafe- 
terias, soup  kitchens,  and  cor- 
porate dining  facilities. 

continued  on  page  14 
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ien  professional  Lealfli  law  counsel  is  called  for, 
call  tfclie  firm  flue  experts  are  calling o 


For  years  health  care 
providers  and 
businesses 
have  been  call- 
ing Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because  Theodosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  state 
and  federal  levels  every  day. 

Today  physicians,  hospitals,  nursing 
homes,  assisted  living,  and  ambulatory  care 
facilities,  home  health  care  agencies  and 


other  providers  turn  to  this  firm  for  legal 
services  including:  managed  care  contract- 
ing, corporate  compliance  plans  and  fraud 
and  abuse.  It’s  little  wonder  why  leading 
health  law  publications  and  the  nation’s 
most  prestigious  legal,  medical  and  busi- 
ness associations  keep  calling 

Theodosia  A.  Tamborlane  P.C.  to  help 
keep  their  members  and  readers  up  to  date 
on  recent  health  law  changes  and  the 
accompanying  effects.  When  you  need  pro- 
fessional legal  counsel  select  the  firm  that 
knows  the  issues  ... 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A.  Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations-Integrated  Healthcare  Delivery  Systei 
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continued  from  page  12 

People  in  the  news 

Anne  Marie 
G.  Gracia,  MID, 

MPH,  has  been 
named  director  of 
the  Center  for  Ger- 
iatric Health  Care 
at  Newark  Beth 
Israel  Medical 
Center. 


Mercer  Medical 
Center  has  added 
MSNJ  member  Den- 
nis Devereux,  MD 
to  its  surgery  depart- 
ment staff. 

Daniel  J.  Mul- 
holland,  MD,  joins 
the  Orthopaedic, 
Sports  Medicine  and  Rehabili- 
tation Center,  in  Middletown. 

Mirseyed  A.  MohitTab- 
atabai,  MD,  was  appointed 
Cancer  Liaison  Physician  for 
the  VA  New  Jersey  Health  Care 
System's  cancer  program. 

Rakwsh  K Sahni,  MD, 
has  been  appointed  medical 
director  of  the  new  cardiac 
catherization  laboratory  at 
Raritan  Bay  Medical  Center 
with  Howard 
Noveck,  MD  and 
MSNJ  member 
Ravindra  Patel, 

MD  serving  as  the 
lab's  associate  di- 
rectors. 

James  Rick- 
etti,  DPM,  has 

been  appointed  to 
the  New  Jersey 

state  Board  of  Med- 
ical Examiners. 

Monmouth  Medi- 
cal Center  appointed 
Daniel  Shine,  MD, 
as  director  of  the  De- 
partment of  Medi- 
cine. 


Daniel 
Shine,  MD 


James 

Ricketti,  DPM 


fe 


Dennis 

Devereux,  MD 


Anne-Marie 
G.  Gracia, 
MD,  MPH 


Diabetes  2000 

The  American  Academy  of  Ophthalmology  has  launched 
Diabetes  2000,  a major  public  service  project  committed  to 
reducing  the  incidence  of  blindness  from  undetected  and 
untreated  diabetic  retinopathy.  Ronald  Sachs,  MD,  is  chair  of 
Diabetes  2000  and  is  a member  of  MSNJ.  The  goal  of  this  pub- 
lic awareness  campaign  is  to  reach  the  16  million  Americans 
who  have  diabetes  with  an  important  message:  "A  yearly  dilat- 
ed eye  examination  can  save  your  vision."  November  is 
National  Diabetes  month. 

The  Diabetes  2000  program  offers  ophthalmic  examinations  j 
to  individuals  at  risk.  Physicians  may  call  1-800/628-6733  to 
refer  any  patient  to  a volunteer  ophthalmologist  who  will  con-  j 
duct  an  initial  examination  and  provide  appropriate  medical 
treatment. 

Rutgers  pharmacists  program 


Rutgers  University  College  of 
Pharmacy's  new  six-year  doctor 
of  pharmacy  program  is  more 
than  just  one  extra  year  of 
study.  This  course  replaces  its 
current  five-year  bachelor  of 
science  degree  in  pharmacy. 
Today,  pharmacists  are  man- 
agers of  drug  therapy,  working 
closely  with  a myriad  of  other 
health  care  providers  and 
health  care  consumers.  And  the 
new  curriculum  reflects  the  mul- 

Research  collaboration 

A New  Jersey  health  care 
facility  will  partner  with  an 
Israel-based  medical  university 
to  research  immune  system 
malfunctions.  Working  togeth- 
er, investigators  from  both  insti- 
tutions will  seek  more  effective 
approaches  to  prevention  and 
treatment  of  such  diseases  as 
rheumatoid  arthritis,  leukemia, 
colon  cancer,  and  hereditary 
immunodeficiency.  Saint 
Barnabas  Medical  Center 
and  the  Lautenberg  Center  for 


tiple  skills  and 
experience  to- 
day's pharma- 
cists need.  Stu- 
dents can  ex- 
pect expanded 
clinical  pro- 
grams and  field  work  and  addi- 
tional humanities  and  social  sci- 
ence courses.  This  new  curricu- 
lum, says  John  Colaizzi,  dean 
of  the  College  of  Pharmacy,  is 
a reflection  of  a national  trend. 


Scientists  from  the  Lautenberg  Center 
for  General  and  Tumor  Immunology 
tour  Saint  Barnabas  Medical  Center 
facilities. 

General  and  Tumor  Immunolo- 
gy at  the  Hebrew  University 
and  Hadassah  Medical 
School,  in  Jerusalem,  will  focus 
on  four  collaborative 


NJM 


14  New  Jersey  Medium:  November  1997 


Your  Partner 
in  Women’s  Health 


A 

Single  Specialty- 

Network 

with 

National 

Advantages 

The  Omnia  Advantage 

With  networks  in  New  Jersey,  Pennsylvania,  Chicago, 
and  Cincinnati,  Omnia,  Inc.  is  the  most  talked 
about  national  Womens  Healthcare  Network.  Omnia' s 
networks  feature  top  area  Ob/Gyns  dedicated  to 
promoting  low  cost,  quality  care. 

Omnia  offers  its  physicians  the  opportunity  to 
participate  in  capitated  contracts  resulting  in  an 
increased  patient  base. 

Additional  benefits  include: 

■ Physician  recruitment  services 

■ Affordable  malpractice  insurance 

■ Continuing  medical  education  and 
research  protocol  opportunities 

■ State-of-the-art , interactive  education 
programs  including  ACOG  award-winning 
CD-ROMs 

More  than  1,300  Ob/Gyns  nationwide  have  joined 
the  Omnia  networks...  and  the  number  increases  every 
day.  To  learn  how  to  join  the  more  than  550 providers 
in  the  Omnia  of  New  Jersey  network  or  for  more 
information  about  Omnia’s  innovative  programs, 
call  (800)  889-4944  or  visit  us  at 
imw.omnitdink.com.  g v 

V Jin  ilia 

Your  Partner  in 
Women’s  Health 

I 


A Jbztik  R^auJ  Lmsukj  Scrricc 

OF  NORTH  JERSEY  & NEW  YORK 


is  now 


ImageFDRSI 

MEDICAL  WEAR 

Lab  Coats  ■ Dentists  Jackets 
Patients  Gowns  ■ Towels  ■ Sheets 
Pillow  Cases  ■ And  More! 

Changing  and  improving  our 
service  for  you ! 

For  information  call: 

1-800-368-3676 


A New  Pace  is  Set 
For  Medical  Offices 

Your  medical  practice  is  a 
business,  and  if  that  business 
does  not  run  efficiendy,  it  will 
affect  your  patient  and  public 
relations.  I'm  Mary  Ann 
Hamburger,  and  I've  set  a new 
pace  for  your  administrative 
office  personnel,  that's  steady 
and  streamline.  Simply  call  one  number  for  a complete  turn- 
key approach,  assuring  peak  performance  in  your  office.  I'll  hire 
and  train  your  staff  and  help  with  patient  flow.  I'll  reorganize 
your  billing  systems  and  update  all  of  your  CPT  and  ICD 
codes.  I can  even  help  you  sell  your  practice.  You  know  what 
you  need,  but  handling  it  is  tedious.  Rely  on  an  expert.  Let  me 
evaluate,  recommend  and  reorganize  your  total  office. 

Office  Reorganizations 
Start  to  Finish 

Mary  Ann  Hamburger 

associates 

The  Specialist's  Specialist 

74  Hudson  Ave  Maplewood,  N.J.  07040 

201-763-7394 


i 
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ONLINE 
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Same  name,  more  services 


Bigger  and  better 


Imagine  your  local  hospital  providing  hos- 
pice, health  clubs,  nutrition  programs,  rehab, 
referral  centers,  and  other  wellness  programs. 

Hospitals  are  becoming  a full- 
spectrum  of  services — more 
than  only  acute  care.  According 
to  Gary  S.  Carter,  president  and 
CEO  of  the  New  Jersey  Hospital 
Association  (NJHA),  these 
changes  will  offer  more  coordi- 
nated health  care  services,  with 
less  duplication,  to  patients. 

Turn  to  NJHA’s  web  site 
(http://www.njha.org)  to  get 
the  news  about  Garden  State  hospitals — and 
NJHAs  statewide  impact.  Delve  into  areas 
such  as  policy  development  and  the 
President’s  Advertorial.  Plus  search  for  a New 
Jersey  hospital  by  county. 

Trash  the  junk 

Annoyed  with  all  the  junk  e-mail  you  get? 
New  Jersey  legislators  have  been  busy  intro- 
ducing bills  geared 
toward  controlling 
junk  e-mail.  The  Neti- 
zens  Protection  Act  of 
1997,  introduced  by 
Representative  Christo- 
pher Smith,  bans  unso- 
licited e-mail  and  push- 
es for  sender  identification.  Another  bill  intro- 
duced by  Senator  Robert  Torricelli,  the 
Electronic  Mailbox  Protection  Act  of  1997, 
protects  consumers  and  service  providers 
from  the  misuse  of  unsolicited  e-mail.  And 
you  can  make  your  own  impact  on  junk  e- 
mail.  Check  out  Stop  Spam  FAQ  (http:// 
www.mallnet.com/spamfaq.html)  and  the 
Coalition  Against  Unsolicited  Commercial  E- 
mail  (http://www.cauce.org). 


Gary  S.  Carter 


What’s  bigger  and  better?  MSNJ’s  Physician 
Finder.  We’ve  updated  the  Physician  Finder  to 
make  it  a more  valuable  service  for  our  mem- 
bership and  for  the  health-con- 
scious public.  This  handy  tool  will 
change  the  way  you  choose  a 
physician. 

MSNJ’s  improved  Physician 
Finder  now  includes  more  than 
just  the  basics:  Looking  for  a 
physician  who  speaks  Spanish? 

Your  friend  recommended  a der- 
matologist, but  does  the  physician  accept  your 
health  insurance?  With  whom  do  you  speak  at 
your  doctor’s  office  to  discuss  your  recent  bill? 
What  other  ancillary  medical  care  is  offered  by 
the  new  specialist  down  the  block? 


Carl  Restivo 
MSN]  pm 


Bookmarks 


www.  eyeworld . org 

Questions  about  eye  care?  Check  out 
EyeWorld  OnLine  for  multimedia,  state-of- 
the-art  resources. 


www.pharm.org:80/webdb/phrmawdb.html/ 
Pharmaceuticals  takes  the  second  seat  to 
tourism  in  the  Garden  State.  Search  the 
Pharmaceutical  Research  and  Manufacturers 
of  America  web  site  for  an 
update  of  drugs  and  medica- 
tions trying  to  make  their  way  to 
the  marketplace, 
www.homecarenj  .org 

With  over  7 million  Garden 
State  home  visits  made  last  year, 
home  care  is  taking  off.  Leam  all 
about  home  care  at  the  Home 
Health  Assembly  of  New  Jersey’s  site. 


www.njbia.org 

A who’s  who  in  the  New  Jersey  business 
world;  keep  up  with  the  current  Garden  State 
business  climate  at  the  New  Jersey  Business 
and  Industry  Association’s  web  site. 


www.caucusnj  .org 

Steve  Adubado,  an  Emmy  award  winner, 
hosts  a variety  of  television  shows  on  topics 
from  immunization  to  healthy  aging. 
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TAX  COURT  UPHOLDS 
V.E.B.A.  PLANS 

THE  NEWS 

JUNE  '97....  U.  S.  TAX  COURT  CONFIRMED  TAXPAYERS 
COULD  DEDUCT  CONTRIBUTIONS  TO  V.E.B.A.  PLANS. 
THERE  WAS  "SUBSTANTIAL  AUTHORITY"  FROM  CONGRESS 
TO  DO  SO.  THE  COURT  DISALLOWED  PENALTIES  AND 
INTEREST  LEVIED  BY  I.R.S.  IN  THE  LANDMARK  ’PRIME 
CASE.”  THERE  ARE  STILL  CASES  AND  ISSUES  PENDING 
BEFORE  THE  SAME  JUDGE.  ATTORNEYS  ARE  OPTIMISTIC 
ABOUT  THE  OUTCOME  AND  THE  FUTURE  OF  V.E.B.A. 
PLANS  AS  A WAY  TO  PROVIDE  EMPLOYEE  BENEFITS  WITH 
TAX  REDUCTIONS. 


THE  COURTS  HAVE  OVERRULED  I.R.S.  ON  V.E.B.A.S 


THE  MESSAGE 

WE  AT  KIRWAN  CONTINUE  TO  OFFER  THE  V.E.B.A.  THAT 
WAS  APPROVED  BY  I.R.S.  10/31/91  (10TH  TIME)  & AUDITED 
& APPROVED  BY  I.R.S.  & THE  DEPARTMENT  OF  LABOR  12/15/94. 
IN  VIEW  OF  FAVORABLE  U.  S.  FEDERAL  TAX  COURT  CASE 
LAW  IT  IS  PRUDENT  TO  INCLUDE  OUR  PLAN  IN  YOUR  TAX 
PLANNING.  . . FOR  '97. 


IN  THIS  CLIMATE  I.R.S.  HONORS  IT  S APPROVALS. 


THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616  FAX  (215)  750-7791 


NOVEMBER  1997  17 


Critical  Treatment  for  the 
Future  of  Your  Practice... 


Before  Its  Too  Late 


Wilentz,  Goldman  & Spitzer’s  Health  Care  Law 
Practice  Group  serves  health  care  professionals 
regarding:  group  practice  formation  and  operations; 
management  service  organizations  (MSOs);  physician 
practice  management  companies  (PPMCs);  managed 
care  contracting;  physician-hospital  organizations 
(PHOs);  independent  physician  associations  (IPAs); 
restrictive  covenants;  and  regulatory,  employment, 
tax  and  litigation  matters.  Think  of  us  as 
preventive  medicine  for  your  practice. 


WILENTZ 
GOLDMAN 
& SPITZER 

ATTORNEYS  AT  LAW 


“Helping  The  Health 
Care  Professional” 

Woodbridge,  NJ 
New  York,  NY 
Eatontown,  NJ 


For  information  please  call  our  Health  Care  Law  Practice 
Group  Co-Chairs:  Michael  F.  Schajf  at  (732)  855-6047  or 
Francis  V.  Bonello  at  (732)  389-5636. 


http:/ /www.newjerseylaw.com 
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EDITOR’S 


DESK 


“The  law  is 
a ass-a  idiot.” 


So  said  Mr.  Bumble  in  Dickens’  Oliver 
Twist.  What  would  he  have  said  about  New 
Jersey  law  as  portrayed  this  past  August?  “1 
have  the  utmost  respect  for  Miss  McCague 
and  I would  be  proud  to  have  her  as  my 
daughter,”  said  New  Brunswick  Municipal 
Court  Judge  Terrill  M.  Brenner,  adding,  “But  I 
cannot  reshape  the  law.  . . . It’s  very  simplistic. 
The  statute  reads  you  cannot  possess  or  dis- 
tribute needles.” 

Diana  McCague,  founder  of 
the  Chai  Project,  and  Chai 
Project  volunteer  Thomas 
Scozzare  were  found  guilty  of 
distributing  needles  illegally. 

They  were  fined  about  $700 
apiece  and  given  six-month 
suspensions  of  their  driving 
licenses.  This  was  the  first  time 
in  this  state  that  prosecution  of 
this  type  of  program  resulted 
in  a conviction. 

The  Chai  Project  is  designed 
to  reduce  the  incidence  of  HIV 
infection  in  drug  users  and 
their  sexual  partners;  it  had 
been  well-received  by  the  com- 
munity. (Even  Judge  Brenner 
felt  its  motives  were  noble.) 

Chai  means  ‘life’  in  Hebrew  and  the  volunteers 
in  this  group  had  been  handing  out  clean  nee- 
dles since  early  1994,  ignored  by  the  local 
gendarmerie.  It  should  be  emphasized  that  the 
incidence  of  AIDS  cases  in  New  Brunswick 
mirrors  that  in  New  Jersey,  which  has  one  of 
the  highest  rates  in  the  nation,  and  most  are 
associated  with  intravenous  drug  abuse. 


The  incidence 
of  AIDS  cases 
in  New  Jersey 
is  one  of  the 
highest  rates 
in  the 

nation,  and  most 
are  associated 
with 

intravenous 
drug  use. 


The  defense  produced  a 
plethora  of  evidence  validating 
the  effectiveness  of  the  exchange 
program,  but  the  prosecutor  said 
that  honorable  motives  were 
irrelevant,  because  New  Jersey 
law,  one  of  the  toughest  in  the 
nation,  allowed  no  exceptions. 

The  judge  concurred. 

The  local  response  in  the  media  was  one-  ^ 
sided  in  expressing  agreement 
with  Mr.  Bumble.  Even  the 
judge  seemed  to  agree;  he  sug- 
gested an  overturn  of  his  deci- 
sion by  higher  courts  would  not 
trouble  him.  The  president  of 
the  Association  of  Criminal 
Defense  Lawyers  of  New  Jersey, 
Brian  Neary,  who  was  the 
defense  attorney  in  the  Jersey  f 
City  case,  said,  “This  is  really  a Ufa 
political  debate  being  played 
out  in  a criminal  court.” 

That  is  why  this  article  is 
programmed  for  appearance  in 
the  November,  post-election,  jL. 
issue  of  New  Jersey  MEDICINE. 

The  balloting  has  ended,  the 
rhetoric  has  lessened,  and  political  correctness 
for  the  sake  of  votes  no  longer  is  necessary 

Evidence  supporting  the  value  of  exchange  Ife- 
programs  continues  to  accumulate,  adding  to 
the  data  cited  in  my  editorial  in  the  August 
1996  issue  of  this  periodical,  entitled, 
“Whether  to  fight  or  to  switch — or  both.”  In 
February  of  this  year,  a 12-member  panel  cho-  ^ 
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The  good  of  the  people  is  the  greatest  law. 

Marcus  Tullius  Cicero,  De  Legibus,  1st  century  BC  i 
Law  and  order  exist  for  the  purpose  of  establishing  justice  and  . . . when  they  fail  in  { 
this  purpose  they  become  the  dangerously  structured  dams  that  block  the  flow  of  social  j 
progress.  Martin  Luther  King,  Jr,  Why  We  Can’t  Wait,  1963  ; . 


sen  by  the  National  Institutes  of  Health  (NIH) 
concluded  that  clean  needle  exchanges,  safe- 
sex  education,  and  treatment  of  abusers  had 
reduced  the  amount  of  needle  sharing  by  80 
percent  and  new  HIV  infections  were  reduced 
by  an  estimated  30  percent.  But  governmental 
and  moral  objectors  were  preventing  true 
effectiveness. 

In  June,  the  House  of  Delegates  (HOD)  of 
the  American  Medical  Association  (AMA) 
voted  overwhelmingly  to  assist  the  United 
States  Congress  in  developing  legislation  to 
overturn  the  1988  ban  on  federal  financing  of 
needle-exchange  programs,  and  it  urged  state 
societies  to  work  with  their  legislatures  to 
obtain  similar  relief.  The  AMA  projected  an 
additional  11,000  cases  of  AIDS  at  a cost  of 
$630  million  by  the  year  2000,  if  the  needle- 
exchange  proscription  continued.  The  action 
by  the  HOD  came  after  the  AMAs  investiga- 
tion agreed  with  other  evidence  showing 
exchange  programs  reduced  the  spread  of  HIV 
and  did  not  increase  illegal  drug  use.  (These 
findings  met  the  conditions  Congress  had 
imposed  as  a prerequisite  to  overturning  its 
ban.) 

Numerous  studies  have  confirmed  these 
findings.  They  include  research  conducted  by 
the  Centers  for  Disease  Control  and 
Prevention,  the  NIH,  the  General  Accounting 
Office,  the  National  Academy  of  Sciences,  and 
the  Association  of  State  and  Territorial  Health 
Officials,  as  well  as  many  from  abroad.  Even 
Donna  Shalala  has  agreed  that  these  programs 
can  be  effective.  Unfortunately,  the  public, 
despite  all  the  evidence  to  the  contrary,  still 
has  misconceptions  about  needle  distribution, 
feeling  increased  drug  use  would  result. 


The  cover  story  of  the  June  issue  of  The 
Atlantic  Monthly,  entitled,  “The  AIDS  excep- 
tion: Privacy  vs.  Public  Health:  The  Case  For 
Reinstating  Traditional  Rules  for  Fighting 
Epidemics,”  is  noteworthy.  In  it,  Chandler 
Burr  describes  the  classic  ways  of  combating 
outbreaks  of  communicable  diseases.  He 
argues  that  the  primary  reason  for  the  failure 
to  follow  public  health  precepts  has  been  the 
hyperbolic  fears  of  communicability  posed  by 
homosexuals  and  by  intravenous  drug 
abusers  with  AIDS.  This  was  followed  by  vol- 
untary withdrawal  of  the  homosexual  com- 
munity from  public  scrutiny,  and  then  by 
acceptance  of  the  rights  of  privacy  of  the 
infected  individual  over  the  public  health  pre- 
rogatives of  the  general  public.  Don’t  the 
innocent  deserve  protection? 

Governor  Whitman’s  Advisory  Council  on 
AIDS  has  called  for  legalization  of  needle- 
exchange  programs.  The  governor  has 
refused.  Mr.  McGreevy  has  given  only  lip  ser- 
vice to  the  idea.  Our  governor  must  effectuate 
the  advice  given  by  the  Advisory  Council  on 
AIDS.  We  are  wasting  time  and  losing  lives. 

We  also  must  improve  the  standards  for 
reporting  the  incidence  of  HIV;  only  AIDS 
must  be  reported  nationwide.  We  must  main- 
tain privacy,  especially  where  employment 
and  insurability  are  at  issue.  And  we  must 
improve  the  training  of  physicians;  better 
training  means  longer  survival. 

Diana  McCague  has  vowed  to  continue  her 
needle-exchange  program,  even  if  it  means 
more  arrests.  As  State  Senator  Wynona 
Lipman  wrote,  “We  must  do  all  we  can  to  see 
that  projects  like  the  Chai  organization  are 
legalized,  so  they  can  continue  their  humani- 
tarian work  without  fear  of  prosecution.”  We 
cannot  leave  them  twisting  in  the 
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Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 

• Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


THE  RIGHT  PRESCRIPTION 
FOR  YOUR 
CALLERS 

Messaae-On-Hold  Systems 

Use  your  telephone  music-on-hold  feature  to: 
Jt  Promote  Services  Reassure  Callers 
Educate  & Inform  Jf  Encourage  Referrals 

HOLD 


Serving  the  NJ  Healthcare  Industry  Since  1987 


Call  1-800-666-6465 

http://www.holdcom.com 


Take  Control  of  Your  Diagnostic  Testing... 
Start  with  a FREE  Analysis  from  POLESTAR. 

• Are  you  considering  a Physician  Office  Lab  (POL)  for  your  practice? 

• Is  your  existing  POL  operating  at  maximum  efficiency? 

Take  advantage  of  POLESTAR’s  30  years  experience 
in  the  Physician  Office  Lab  industry. 

If  your  practice  sends  out  ten  (10)  or  more  samples  a day 
to  a reference  laboratory,  the  financial  benefits  of  establishing 
an  in-house  laboratory  can  be  substantial. 

For  existing  POLs,  POLESTAR  will  perform  a free  efficiency 
evaluation  of  your  lab,  and  review  the  results  with  your  practice. 

Call  POLESTAR  today  for  a FREE  consultation 
to  analyze  your  specific  testing  needs. 

800-836-4848 

E POLISH 

Leading  the  way  in  Physician  Office  Laboratories. 

955  S.  Andreasen  Drive  • Escondido,  California  92029 
619-480-2600  • 800-836-4848  • 800-344-7008  fax 
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★ ★ WORKS  ★ ★ 


Major  funding 
provided  by: 


FThe 
UNDFOR 
NEW  JERSEY 


HILL  WALLACK 

ATTORNEYS  AT  LAW 


Medical  Society.  ;1  New  Jersey 

iyiSNJ 


Anchor,  Steve  Adubato 


The  Young  and  t he  listless 

A one-hour  special  examining  why  so  many  young  people 
are  turned  off  to  politicians  and  the  political  process. 

Thirteen/WNET  Sun.  11/2  12:00  noon 

Prohinn  the  Press 

A post-election  roundtable  discussion  with  New  Jersey’s 
top  print  and  television  journalists  about  their  coverage  of 
this  year’s  elections. 

CN8,  The  COMCAST  Network  Sun.  11/30  9:30am 
Thirteen/WNET  Sun.  11/30  12:00  noon 

NJN-The  New  Jersey  Channel  Wed.  12/3  6:30pm 

Mnnev  Talks 

A post-election  look  at  the  role  of  lobbyists,  special 
interest  groups  and  money  in  political  campaigns. 

Thirteen/WNET  Sun.  11/30  12:30pm 

CN8,  The  COMCAST  Network  Sun.  12/7  9:30am 

NJN-The  New  Jersey  Channel  Wed.  12/10  6:30pm 

Additional  funding  provided  by: 

New  Jersey  Hospital  Association 
Blue  Cross  Blue  Shield  of  New  Jersey 


Hiker,  Danzig,  Scherer,  Hyland  & Perretti  LLP;  Sprint;  City  National  Bank  of  New  Jersey; 
New  Jersey  State  Firemen 's  Mutual  Benevolent  Association 
New  Jersey  Laborers’  - Employers'  Cooperation  and  Education  Trust;  and  CN8,  New  Jersey 
Dental  Association. 


Produced  by  the  Caucus  Educational  Corporation,  Rutgers-Newark,  NJN-The  New  Jersey  Channel  and  Thirteen/WNET. 
Promotional  support  provided  by  The  Daily  Record;  Business  News  New  Jersey;  and  CN8,  The  COMCAST  Network. 
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Retired  Physicians  Needed  . . . 

The  New  Jersey  Long  Term  Care  Ethics  Consortium  is  recruiting  a few 
special  physicians  to  volunteer  their  services  and  knowledge  to  one  of  the 
nine  Regional  Long  Term  Care  Ethics  Committees  that  have  been  convened 
in  the  State.  These  Regional  Committees  serve  as  an  educational  forum 
and  dispute  resolution  mechanism  for  residents,  staff  and  families  of 
nursing  homes! 

Your  clinical  expertise,  an  interest  in  bioethics  and  professional  wisdom 
are  needed  to  assure  a well-rounded  process  for  resolving  day  to  day  and 
end  of  life  ethical  disputes  faced  in  the  long  term  care  setting. 

For  further  information  please  contact  Bonnie  Kelly,  Ombudsman  for 
the  Institutionalized  Elderly  at  (609)  292-8016. 
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Robin  K.  Levinson 

1 Interview  with 
Steven  J.  Levin,  MD 


n 


Steven  J.  Levin,  MD,  is 
the  only  full-time 
physician  at  St.  John's 
Health  Center  in  New 
Brunswick.  The  Center 
provides  primary  medical 
services  to  3,000 
uninsured  people  and 
has  a waiting  list  of 
almost  600  more.  Levin's 
workdays  are  consumed 
by  procuring  free 
medications,  treating 
patients  who  are  poor 
and  possibly  homeless, 
arranging  specialty 
consults,  seeking  out 
grants  and  equipment 
donations,  and  training 
medical  students.  The 
family  physician  also 
helped  create  a state- 
funded  sexually 
transmitted  diseases 
clinic,  a home  safety 
program  for  inner-city 
children,  a Latino 
diabetes  support  group, 
and  a computer  database 
to  track  indigent  patients 
in  need  of  immunizations 
and  other  followup 
services.  St.  John's  is  run 

. 
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under  an  arrangement 
with  Catholic  Charities, 
UMDNJ-Robert  Wood 
Johnson  Medical  School, 
and  St.  Peter's  Medical 
Center. 

Q.  Who  comes  to  St. 

John's  Health  Center  for  care? 

A.  We  serve  the  working 
poor — those  who  earn  too 
much  to  qualify  for  Medicaid 
but  whose  employers  don't 
provide  health  insurance.  We 
also  serve  nondisabled  adults 
who  are  not  pregnant  and, 
therefore,  are  categorically 
ineligible  for  Medicaid.  Many 
of  our  patients  are  totally 
destitute,  and  many  are 
immigrants.  We  also  serve  a 
huge  number  of  people  born 
in  the  United  States  but  who 
do  not  speak  English.  We  are 
well  known  in  the  community 
as  being  a comfortable  setting 
for  this  group  because  of 
language  accessibility  and 
cultural  sensitivity. 

We  try  to  treat  all  the 
patients  as  if  they  are  visiting 
a private  doctor's  office;  we 
set  up  appointments,  and 
patients  can  call  the  center 
and  a nurse  will  call  them 
back.  However,  the  community 
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that  we're  taking  care  of 
doesn't  have  the  same  time 
perception  or,  in  some  cases, 
telephones,  which  are  needed 
for  what  we  are  trying  to  do. 
Some  days  are  standing  room 
only  in  the  waiting  room,  with 
screaming  children.  Other 
days,  one-half  of  our  patients 
don't  show  up  for 
appointments.  We  also  have  a 
steady  stream  of  walk-ins 
complaining  of  acute  problems 
or  worrying  because  they  ran 
out  of  blood  pressure 
medication  two  months  ago. 

Q.  Does  the  clinic  charge 
patients? 

A.  Until  June  1996,  the 
clinic  was  free.  Then  we 
instituted  a sliding  fee 
schedule  with  a minimum 
payment  of  $5  because  we 
needed  the  money.  It's  pretty 
low  pressure,  though.  If 
patients  can't  pay,  we  say, 
"Okay."  There's  no  bill  mailed. 

Q.  How  did  you  decide  to 
work  with  the  medically 
underserved? 

A.  I come  from  a very 
community  focused  family. 
Growing  up  in  this  atmosphere 
led  me  to  become  involved  in 
college  with  organizations 
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that  served  the  disadvantaged. 
Most  of  my  early  clinical 
experiences  at  medical  school 
at  Emory  University  were  in  a 
very  large,  inner-city  hospital 
working  with  an  underserved 
population.  I really  felt 
comfortable.  A few  of  my 
rotations  were  at  a specialty- 
oriented  hospital  taking  care 
of  the  well-to-do,  and  I felt 
quite  uncomfortable.  I started 
to  develop  the  sense  that  my 
role  was  to  seek  out  a 
community  of  people  that 
didn't  have  a doctor  and 
identify  their  needs.  I never 
thought  of  being  a doctor  as  a 
business  enterprise,  although 
now  that  I'm  a little  more 
mature,  I see  that  it  very  much 
is  a business  enterprise. 
Practices  are  investments  for 
people,  and  when  you  retire, 
you  sell  your  practice.  That  is 
the  total  antithesis  of  where  I 
was  coming.  At  the  same  time, 
however,  I recognized  that  no 
matter  what  I did  as  a 
physician,  I'd  make  a good 
living. 

Q.  How  much  time  do  you 
spend  training  medical 
students? 

A.  I almost  always  have  a 
medical  student  or  a resident, 
or  both  with  me,  which  is  a 
mixed  blessing,  even  though 
training  doctors  is  part  of  St. 
John's  mission.  What's  really 
helpful  to  our  clients  is 
continuity.  Usually,  a resident 
will  examine  the  patient,  and 


i'll  come  in  for  few  minutes  at 
the  end  to  wrap  up.  So,  in  the 
short  term,  training  students 
gets  in  the  way  of  my 
relationship  with  patients.  But 
in  the  long  term,  maybe  we're 
inspiring  a couple  of  doctors  a 
year  to  chose  this  as  a career 
direction. 

Q.  What  does  your  clinic 
need  most  to  better  serve  its 
patients? 


A.  We  need  specialty 
services.  Right  now,  it's  so 
haphazard.  If  an  indigent 
patient  needs  emergency 
surgery,  it's  no  problem.  But  if 
a patient  needs  a heart 
bypass  or  a urology  workup, 
it's  much  more  complicated. 
About  ten  months  after  I came 
here,  I helped  conceptualize  a 
program  called  Special  Care 
to  find  specialists  willing  to 
provide  free  services  to  our 
patients.  The  Medical  Society 
of  New  Jersey  (MSNJ)  sent 


maiBBBH 


letters  to  its  members 
describing  the  program,  and 
50  specialists  signed  up.  But 
many  of  the  physicians 
practice  a distance  from  New 
Brunswick,  which  is 
impractical  for  patients  who 
have  no  insurance,  no  money, 
no  transportation,  no 
telephone,  or  who  do  not 
speak  English. 


Currently,  I try  to  find 
specialists  through  networking 
with  friends,  and  we  send 
some  patients  to  other  clinics  if 
they  need  a dermatologist, 
podiatrist,  or  dentist.  I called 
MSNJ  recently  about  Special 
Care,  and  we  may  try  to  start 
it  up  again. 


Q.  How  do  you  keep  from 
burning  out? 


A.  I have  an  incredibly 
dedicated  support  staff;  they're 
my  best  friends.  I could  stay  at 
St.  John's  forever  if  I could 
always  work  with  people  as 
devoted  as  they  are. 

I also  live  in  the  suburbs, 
about  20  minutes  from  work, 
and  that  commute  is  a big 
decompression  time  for  me.  I 
have  a nice  yard  and  three 
healthy  kids.  I make  all  their 
soccer  games  and  read  to 
them.  One  of  my  kids 
absolutely  won't  go  to  sleep 
unless  I play  songs  on  the 
guitar.  My  family  takes  my 
mind  off  the  unfathomable 
problems  that  my 
patients  face  every  day. 
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Discover 

how  to  save 
time  and  money 
on  your 

health  care  insurance 


TT he  insurance  professionals  at  Donald  F.  Smith  & Associates  can  show  you 
where  the  best  values  are  in  the  State  of  New  Jersey,  without  wasting  your 
valuable  time.  And  we  ll  make  applying  easy!  Best  of  all,  our  value-added  services 
are  available  at  no  cost  to  both  individual  practitioners  and  physician  groups. 


■ Experienced  staff  of  professionals 
dedicated  to  serving  the  physician 
community. 

■ Personal  service  to  respond  to  your 
benefit,  claim  and  other  health  care 
insurance  inquires. 


■ Assistance  with  submitting  claims  if 
you  need  help. 

■ Complete  independence  with  access  to 
many  insurance  companies  that  offer 
a full  range  of  health  care  insurance 
plans  from  which  to  choose. 


You  work  too  hard  to  earn  your  money . 
Don’t  waste  it  on  inadequate 
or  expensive  health  care  insurance. 


For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6309,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  257-9228 
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Delivery  to  your  home 
or  office  - call  for  info. 
Trade-ins  bought  by  phone 


^ I-8OO-TOYOTA-6 

Shop  by  phone...  1-800- HUMMER- 8 
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Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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FEATURE 


The  eyes  have  it: 
Today’s  eye  care 


Diane  Haring  Cornell 


According  to 
ophthalmologists,  as  the 
baby  boom  population 
grows  older,  a good  many 
I will  grapple  with  vision 
problems  such  as  macular 
{!  degeneration,  glaucoma, 
cataracts,  and  dry  eye, 
that  are  for  the  most  part 
age-induced. 

Frederic  Mallen,  MD,  an  oph- 
3 thalmologist  with  a private  prac- 
JJ  tice  in  Lawrenceville,  says  the 
I first  sign  of  aging  in  the  eyes 
1 usually  occurs  when  people  are 
I in  their  40s.  “The  lens  in  the  eye 
I begins  to  lose  some  of  its  flexi- 
bility,” says  Mallen.  Typically, 
this  results  in  a prescription 
change.  “If  patients  have  been 
using  something  for  distance, 
they  now  need  something  differ- 
ent to  see  things  up  close. 
Usually  this  is  when  bifocals  are 
first  suggested,”  he  says.  “If  a 
person  has  had  good  vision  up  to 
this  point,  he  or  she  usually  will 
require  reading  glasses  now.” 

The  lens’  increasing  rigidity  is 
a result  of  its  poor  design, 
I Mallen  explains.  Unlike  the  skin, 

I 

I where  new  layers  are  produced 
I and  old  ones  shed,  the  lens  never 
I sheds  its  old  cells.  The  layer  that 
I produces  the  new  cells  is  on  the 

ill  outside  of  the  lens  and  as  new 
layers  build  up,  the  old  content 
is  pushed  farther  into  the  center, 

L 


causing  the  lens  to  grow  increas- 
ingly thicker  and  less  malleable. 
Along  with  these  changes,  the 
basic  focus  of  the  eye  may  be 
altered.  For  some,  the  changes 
will  improve  vision,  for  others  it 
may  worsen  vision. 

This  article  presents  a closer 
look  at  what  some  individuals 
will  face  as  their  aging  comes 
into  view. 

Macular  degeneration.  Mac- 
ular degeneration  is  the  number 
one  cause  of  blindness  in  people 
age  55  years  and  older.  Ten  per- 
cent of  the  population  between 
the  ages  of  65  and  75  years  have 
some  sign  of  this  disease.  For 
people  older  than  75  years,  that 
figure  swells  to  35  percent.  As 
the  baby  boomers  age,  the  num- 
bers of  those  affected  by  this  pro- 
gressive disorder  will  rise 
sharply. 

“In  the  next  50  years,  15  to  20 
million  people  in  the  United 
States  will  have  age-related  mac- 
ular degeneration,”  estimates 
Marco  A.  Zarbin,  MD,  PhD, 
chair  of  the  Department  of 
Ophthalmology  at  UMDNJ-New 
Jersey  Medical  School.  “For  the 
most  part,  these  will  be  retirees,” 
he  says.  “But  that  does  not  accu- 
rately describe  the  way  older 
people  live.  One  of  the  most  dev- 
astating things  to  happen  to 
older  people  is  for  them  to  lose 
their  independence.  This  disease 
causes  central  vision  loss.  When 


it  affects  both  eyes,  macular 
degeneration  can  rob  people  of 
their  ability  to  cook,  to  write  a 
check,  to  drive  a car,  to  read,  or 
to  watch  television.” 

The  macula  is  a small  (about 
the  size  of  a nailhead),  special- 
ized part  of  the  eye  that  allows  us 
to  see  fine  details.  Age-related 
macular  degeneration  causes 
progressive  damage  to  the  macu- 
la, leading  to  some  degree  of 
vision  loss.  In  about  80  percent 
of  cases,  the  loss  is  attributable 
to  the  growth  of  abnormal  blood 
vessels  called  choroidal  new  ves- 
sels (CNV)  under  the  macula. 

While  signs  may  not  initially 
be  present  in  both  eyes,  ulti- 
mately it  is  a bilateral  disease. 
Vision  loss  may  not  be  notice- 
able in  the  early  stages,  but  later, 
some  common  ways  it  can  be 
detected  are:  pages  may  look 
blurred;  a dark  or  empty  area 
appears  in  the  center  of  vision; 
or  straight  lines  look  distorted. 

According  to  Zarbin,  no  one 
knows  exactly  why  macular 
degeneration  occurs,  but  theo- 
ries abound:  sun  exposure,  a 
deficiency  of  anti-oxidants  in  the 
eye,  or  a micro-vascular  disease 
affecting  the  eye.  People  who 
smoke  or  who  have  diets  low  in 
certain  vitamins  may  be  particu- 
larly susceptible. 

Age-related  macular  degener- 
ation does  not  cause  total  blind- 
ness. It  causes  central  vision  loss 
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MSNJ  member  Frederic  Mallen,  MD,  examines  a patient  concerned  about  her  vision  in  his  Lawrenceville  office.  Mallen  notes  that 
when  people  are  in  their  40s,  the  lens  begins  to  lose  some  of  its  flexibility,  resulting  in  a prescription  change.  © Conrad  Gloos. 


that  can  range  from  blurring  to  darkness  in  the  cen- 
ter of  the  visual  field.  This  loss  can  affect  both  dis- 
tance and  close  vision,  but  peripheral  vision  remains 
intact.  Rarely,  CNV  causes  extensive  subretinal  and 
vitreous  hemorrhage  and  hemorrhagic  retinal 
detachment. 

The  only  proved  theory  for  CNV  is  laser  photoco- 
agulation, which  ablates  the  CNV  and  overlying  reti- 
na. However,  only  about  20  percent  of  patients  with 
CNV  are  eligible  for  this  therapy  and  CNV  growth 
recurs  in  approximately  50  percent  of  patients 
undergoing  laser  therapy.  Treatment  options  are 
being  researched  by  Zarbin  and  his  team  at  New 
Jersey  Medical  School.  Low-dose  radiation  therapy 
seems  to  halt  the  growth  of  CNY  thus  preserving  and 
improving  a patient’s  vision.  Zarbin  now  is  working 
to  determine  the  optimal  dose  of  radiation  and  iden- 
tifying the  type  of  patient  who  is  most  likely  to  ben- 
efit from  this  procedure.  In  addition,  transplantation 
of  retinal  tissues  in  conjunction  with  surgical 
removal  of  the  abnormal  blood  vessels  also  is  being 
examined  as  a treatment  option  at  the  medical 
school.  If  proved  effective,  this  treatment  may  offer 
hope  to  many  patients,  including  those  with  dry  age- 
related  macular  degeneration. 

Glaucoma.  Perhaps  the  most  insidious  of  the  dis- 
eases to  strike  the  eye  is  glaucoma.  Known  as  the 
sneak  thief  of  vision,  glaucoma  currently  affects 
more  than  two  million  Americans,  one-half  of  whom 
don’t  know  they  have  it.  More  than  4 percent  of  the 


white  population  over  age  70  years  is  afflicted  with  :j  e 
the  disease  and,  for  reasons  not  completely  under-  |j  l 

stood,  the  incidence  is  four  to  six  times  higher  J d 

among  African-Americans. 

“It  is  the  most  common  cause  of  irreversible  11 
blindness  in  African-Americans,  and  for  the  overall  1 d 
population  it  is  the  second  most  common  cause  of  J f 
blindness  after  macular  degeneration,”  notes  Paul  1 
Lama,  MD,  assistant  professor  of  ophthalmology  at  | i 
UMDNJ-New  Jersey  Medical  School. 

Glaucoma  typically  has  no  symptoms,  so  by  the 
time  vision  loss  is  noticeable,  80  to  90  percent  of  eye-  t 
sight  already  is  irretrievably  gone.  “The  disease  usu-  j { 
ally  steals  the  peripheral  vision,  but  it  can  start  clos-  I ; 
er  to  a person’s  central  vision  thereby  jeopardizing  i 
the  area  of  sharpest  acuity,”  says  Lama. 

For  unclear  reasons,  the  ability  of  the  eye  to  drain  i 
aqueous  changes  results  in  elevation  of  intraocular 
pressure  (IOP).  The  increase  in  pressure  may  lead  to  | ( 
damage  to  the  optic  nerve  and  subsequent  vision 
loss.  Although,  the  prevalence  of  ocular  hyperten- 
sion increases  with  age,  it  is  not  the  sole  explanation 
for  an  increased  incidence  of  glaucoma  in  older  per- 
sons. There  are  a number  of  biological  changes  that 
may  contribute  to  glaucoma  damage,  including 
changes  in  the  structural  integrity  of  the  optic  nerve 
head  and  vascular  insufficiency. 

Lama  notes  ironically,  that,  while  high  pressure  is 
the  most  important  risk  factor  for  glaucoma,  not 
everyone  with  the  disease  has  high  pressure  and  not 
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M alien  notes  that  the  lens’  increasing  rigidity  is  a result  of  poor  design.  Unlike  the  skin,  where  new  layers  are  produced  and  old  ones 
shed,  the  lens  never  sheds  its  old  cells.  © Conrad  Gloos. 


everyone  with  high  pressure  has  the  disease.  In  the 
United  States,  40  percent  of  people  with  glaucoma 
do  not  have  the  accompanying  high  pressure.  Less 
common  are  those  who  do  have  high  pressure  with 
no  nerve  damage.  The  risk  of  developing  glaucoma 
damage,  however,  increases  the  greater  the  degree  of 
pressure  elevation.  Exactly  how  elevated  pressure 
leads  to  optic  nerve  damage  remains  unclear,  and 
debate  continues  with  discussion  divided  between 
mechanical  versus  vascular  factors. 

Glaucoma  has  many  subtypes;  it  is  not  a single 
disease.  The  most  common  form,  open-angle  glau- 
coma with  elevated  intraocular  pressure  occurs,  on 
average,  in  people  in  their  50s.  African-Americans 
tend  to  develop  this  form  of  the  disease  about  10 
years  earlier.  The  progression  of  the  disease  usually 
takes  place  over  years. 

The  most  significant  risk  factors  for  glaucoma  are 
elevation  of  intraocular  pressure,  family  history  of 
glaucoma,  race,  and  near  sightedness.  Family  histo- 
ry is  extremely  important  as  certain  subtypes  have  a 
clear  inheritance  pattern,  such  as  pigmentary  glau- 
coma and  juvenile  open-angle  glaucoma. 

Current  therapy  is  centered  on  beta-blocking 
drugs,  such  as  timolol  maleate,  which  lower  eye 
pressure.  Although  effective,  the  drugs  do  have  side 
effects.  “These  drugs  are  not  as  benign  as  some  peo- 
ple think  they  are,”  notes  Lama.  “People  assume  they 
are  harmless  since  they  are  topical,  but  they  are  not.” 
Beta  blockers  slow  the  heart’s  rate  and  cause  fatigue. 


They  also  can  exacerbate  pulmonary  diseases  such  as 
asthma. 

Other  interventions  include  laser  therapy  that  is 
aimed  at  the  eye’s  trabecular  meshwork  to  lower  eye 
pressure  and  surgery  to  create  a new  pathway  to 
drain  aqueous  humor.  Indications  for  surgery 
include  progressive  optic  nerve  damage  and  vision 
loss,  loss  of  IOP  control  on  maximal  medical  thera- 
py, and  medical  non-compliance. 

Although  laser  surgery  for  open-angle  glaucoma, 
argon  laser  trabeculoplasty  (ALT)  may  significantly 
lower  pressure,  its  effect  wanes  with  time  and  after 
five  years  only  35  to  50  percent  of  patients  still  have 
a pressure  lowering  effect.  The  glaucoma  laser  trial 
(GLT)  compared  medical  versus  laser  treatment  as 
initial  therapy  in  patients  with  newly  diagnosed 
glaucoma.  Despite  the  fact  the  results  demonstrated 
that  initial  ALT  is  as  effective  as  medical  therapy  it 
offers  no  real  advantage  other  than  delaying  initia- 
tion of  medication  as  the  effect  is  temporal. 
Incisional  surgery  provides  better  long-term  pressure 
control  but  is  riskier.  Even  after  successful  surgery 
without  early  complications,  the  patient  has  a .01 
percent  chance  of  developing  endophthalmitis,  a 
serious  intraocular  infection  often  leading  to  cata- 
strophic, irreversible  vision  loss. 

Cataracts.  Improvements  in  replacement  lenses, 
surgical  instrumentation,  and  techniques  in  the  past 
three  decades  mean  that  no  one  should  have  to  lose 
their  vision  to  cataracts.  Surgery  brings  improved 
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sight  to  about  95  percent  of  all  cataract  patients,  but 
some  people — out  of  ignorance  or  fear — delay  or 
avoid  the  procedure,  needlessly  going  blind. 

Cataracts  are  cloudy  or  opaque  areas  on  the  eye’s 
lens  that  initially  do  not  affect  vision.  But  as  the  spots 
expand,  as  usually  happens,  sight  becomes  grayer 
and  mistier  as  if  the  world  is  being  viewed  through  a 
series  of  veils.  As  the  clouding  progresses  a person 
requires  brighter  lights  and  stronger  lenses  for  read- 
ing, night  driving  becomes  difficult,  and  double 
vision  may  occur.  The  exact  mechanism  that  causes 
the  clouding  is  not  known,  but  physicians  attribute 
about  75  percent  of  cataracts  to  age. 

“Everyone  will  develop  a cataract  if  they  live  long 
enough,”  says  Harold  L.  Waldman,  MD,  chair  of  the 
Department  of  Ophthalmology  at  Hackensack 
Medical  Center.  For  the  most  part  cataracts  begin  to 
develop  when  a person  is  in  his  or  her  60s  and  70s, 
but  if  your  parents  developed  the  condition  at  an 
early  age,  you  might,  too.  Currently,  there  are  1.5 
million  cataract  operations  performed  each  year  in 
the  United  States. 

Doctors  recommend  surgery  when  a person’s 
vision  has  decreased  enough  that  he  or  she  no  longer 
can  perform  daily  activities. 

“Removing  a cataract  has  gone  from  a mandatory, 
ten-day  hospital  stay  30  years  ago  to  an  outpatient 
procedure  today,”  says  Waldman.  “Years  ago  recov- 
ery meant  lying  in  a hospital  bed  with  your  head 
between  sandbags  so  you  wouldn’t  move.  Today 
patient  restrictions  are  minimal  and  it’s  a two-  and 
one-half-hour  procedure  from  the  time  you  walk  in 
until  the  time  you  walk  out,”  Waldman  notes. 

Today  intraocular  lenses  that  have  magnification 
identical  to  a person’s  natural  lens  are  used.  Most 
patients  undergo  the  procedure  to  replace  the  lens 
with  a local  or  topical  anesthetic.  Additionally,  oph- 
thalmic surgeons  have  adopted  a different  approach 
to  the  operation,  and  new  instruments  have  enabled 
this  microsurgery  to  become  an  amazingly  simple 
procedure  for  the  patient.  Previously,  surgeons 
extracted  the  entire  lens  and  its  capsule.  Today,  most 
operations  excise  the  cataract  and  lens  but  leave  the 
transparent  capsule. 

Dry  eye.  Keratoconjunctivitis  sicca  or  dry  eye 
affects  mainly  menopausal  and  postmenopausal 


women.  An  estimated  10  million  Americans  are 
affected.  The  condition  is  thought  to  be  caused  by  a 
drop  in  estrogen  and  testosterone  levels,  but  it  also 
can  be  a symptom  of  autoimmune  disorders. 

The  condition  is  caused  by  a deficiency  of  tear 
production  that  results  in  persistent  corneal  and  con- 
junctival dryness.  In  severe  cases  ulceration  of  the 
cornea  can  occur.  Dry  eye  often  appears  in  autoim-  : 
mune  disorders  such  as  rheumatoid  arthritis, 
Sjogren’s  syndrome,  and  systemic  lupus  erythemato- 
sus, which  can  all  damage  tear  glands.  The  condition 
also  can  be  caused  by  blepharitis,  an  infection  and 
inflammation  of  the  eyelid  that  interferes  with  the  ' 
eye’s  tear  film. 

Dry  eye  can  begin  at  any  age,  but  is  more  preva- 
lent in  older  patients,  says  Peter  Hersh,  MD,  director 
of  cornea  and  refractive  surgery  and  associate  profes- 
sor of  ophthalmology  at  UMDNJ-New  Jersey 
Medical  School.  It  can  occur  in  varying  degrees,  with 
some  patients  experiencing  mild,  occasional  discom- 
fort that  goes  untreated  and  others  (about  5 percent) 
requiring  the  frequent  application  of  artificial  tears. 

The  first  sign  of  dry  eye  usually  is  a sandy,  gritty 
sensation  and  a blurring  of  vision.  This  may  be 
accompanied  by  redness  and  stinging.  “It  is  the  type 
of  thing  that  is  very  slow  and  annoying  rather  than 
acute,”  says  Hersh,  who  also  is  director  of  the  Cornea  | 
and  Laser  Institute  at  Hackensack  Medical  Center. 
“Patients  wearing  contact  lenses  might  note  it  earlier 
because  it  makes  wearing  contacts  uncomfortable.” 

Standard  treatment  is  the  use  of  preferably  non-  \ 
preserved  artificial  tears  that  come  in  one-dose  drop- 
per bottles  to  reduce  the  chance  of  infection. 

If  the  condition  is  caused  by  blepharitis,  treatment 
will  include  applying  warm  compresses  to  the  eye- 
lids to  loosen  accumulated  oils  and  then  removing 
crusts  from  the  edge  of  the  eyelids  and  eyelashes  by 
scrubbing  them  with  cotton  swabs  using  a solution 
of  baby  shampoo  and  water  or  an  over-the-counter 
eyelid  cleanser.  Tetracycline  also  be  prescribed  to 
reduce  inflammation. 


In  severe  cases,  surgical  options  include  blocking 
the  punctum  or  tear  drains  with  temporary 
silicone  implants  or  permanently  closing  the  Wlffl 
drains.  HT1UI 


mm  i . 
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DOES  YOUR  PATIENT  HAVE 
DISABLING  LOW  BACK 
AND  SCIATIC  PAIN? 


Allegheny  University  Hospitals,  MCP  is  pleased  to 
announce  the  opening  of  The  Spine  Center,  for  the 
comprehensive  medical  and  surgical  treatment  of 
i spinal  disorders. 

d 

Founder  and  Director  Parviz  Kambin,  M.D.,  is  the  pioneer 
of  arthroscopic  microdiscectomy,  a minimally  invasive 
technique  used  to  correct  disc  herniation.  In  addition 
to  this  procedure,  The  Spine  Center  offers: 

• Functional  restoration  services 

• Exercise  therapy 

• Medications 

• All  conventional  and  newly  developed 
spinal  procedures 

At  The  Spine  Center,  we  are  pleased  to  include  referring 
physicians  as  members  of  the  patient's  health  care  team 
and  always  preserve  your  primary  relationship  with 
your  patient. 

To  consult  with  our  physicians  or  to  refer  a patient, 

* please  call  (215)  842-7335. 

The  Spine  Center 


ALLEGHENY 

UNIVERSITY  HOSPITALS 

MCP 

Not  affiliated  with  Allegheny  College,  the  liberal  arts  college  in  Meadville,  PA 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 


Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


T 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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Treating  symptomatic  osseous 

METASIASES  FROM  PROSTATE  CANCER 

Edward  M.  Soffen,  M D;  Andrew  S.  Greenberg,  M D;  John  C.  Baumann,  MD 


Dr.  Soffen  is  affiliated 
with  The  Medical  Center 
at  Princeton,  CentraState 
Medical  Center,  and 
Helene  Fuld  Medical 
Center.  Dr.  Greenberg  is 
affiliated  with  The 
Medical  Center  at 
Princeton  and  CentraState 
Medical  Center.  Dr. 
Baumann  is  affiliated 
with  The  Medical  Center 
at  Princeton. 

A common  problem  facing 
urologists  and  oncologists  is  the 
i treatment  of  metastatic  bone 
I pain  from  prostate  cancer.  The 
incidence  of  prostate  cancer  is 
increasing,  and  prostate  malig- 
nancy now  is  the  second  most 
| common  cause  of  cancer  death 
in  men.  A significant  percent- 
age of  patients  present  with 
j:  osseous  metastases.  Although 
I 75  percent  of  patients  with 
||  metastases  respond  initially  to 
j;  androgen  deprivation,  the 
| response  usually  is  of  limited 
j!  duration  with  ultimate  sympto- 
f matic  progression  of  disease 
being  the  rule  rather  than  the 
j exception.  Approximately  one- 
third  to  one-half  of  patients  with 


metastatic  disease  have  pain 
that  interferes  with  their  daily 
life  and  requires  analgesia.  As 
the  disease  progresses,  the 
pain  may  be  substantial  and 
difficult  to  control  with  conven- 
tional analgesics. 

External  beam  radiotherapy 
has  been  used  for  many  years 
to  achieve  excellent  palliation 
of  pain.  Approximately  80  per- 
cent of  patients  respond  to  a 
short  course  of  treatment,  i.e. 
3,000  cGy  in  10  fractions. 
Improvement  generally  is 
prompt  and  the  duration  of 
response  often  is  lengthy.10 

Problems  arise  when  patients 
present  with  multiple  simultane- 
ous areas  of  bone  pain.  Trying 
to  palliate  multiple  sites  pro- 
vides a difficult  challenge  for 
the  radiation  oncologist  with 
regard  to  patient  tolerance  and 
bone  marrow  suppression. 
Sometimes  patients  present 
with  migratory  pains  in  multiple 
areas.  As  one  site  is  successful- 
ly treated,  a new  area  of  pain 
immediately  becomes  appar- 
ent. Fortunately,  there  are  sev- 
eral options  now  available  to 
help  manage  these  difficult 
problems. 


The  use  of  radioactive  phar- 
maceuticals that  have  an  affini- 
ty for  bone  has  become  very 
attractive  as  an  adjunct  to  exter- 
nal beam  radiation.  This  thera- 
py has  intrigued  investigators 
since  researchers  obtained 
access  to  some  of  the  byprod- 
ucts of  nuclear  reactors  in  the 
1 940s.  Strontium  89  (89Sr)  chlo- 
ride was  used  successfully  to 
reduce  metastatic  bone  cancer 
pain  by  Pecher  in  the  early 
1940s  in  Europe.5  Firusian 
reported  similar  success  in 
1 976. 29  Since  then,  several 
large  Phase  I and  Phase  II  clini- 
cal studies  have  further  demon- 
strated the  efficacy  of  strontium 
89  chloride.37  In  1993,  the 
radiopharmaceuticals  received 
FDA  approval  for  use  in  the 
treatment  of  symptomatic 
osseous  metastases. 

The  physical  characteristics 
of  strontium  89  make  it  ideal 
for  use  as  a radiopharmaceuti- 
cal directed  against  blastic 
bone  metastases  (Table  1).  It 
has  a relatively  short  half-life  of 
50.5  days.  It  decays  virtually 
100  percent  by  beta  decay, 
which  is  the  expulsion  of  an 
electron  from  the  radioactive 
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Table  1 . Physics  and  physiology  of 
strontium  89. 


Physics:  Half-life  50.5  days 

100%  beta  decay  to  Y89 
Beta  particle  energy  1 .46  mev 
Range  in  tissue  2-3  mm 

Physiology:  Treated  in  vivo  like  calcium 

Deposited  in  all  osteoblastic  areas 
Metastases  "bathed"  by  beta  particles 
Time  to  response  3-6  weeks 
Median  duration  of  response  6 months 


nucleus.  The  electron  has  a 
maximum  energy  (1.46  mev) 
that  is  high  enough  to  cause 
ionization  in  the  nearby  tumor 
cells  but  has  a maximum  range 
of  tissue  of  2 to  3 mm. 
Strontium  89  has  chemical 
properties  similar  to  calcium 
and  is  treated  in  vivo  as  if  it 
were  calcium.  Strontium,  like 
calcium,  has  an  affinity  for  all 
areas  of  osteoblastic  activity 
that  are  identified  with  in- 
creased activity  on  a bone 
scan.  When  ionic  strontium  89 
is  injected  intravenously,  it  is 
cleared  rapidly  from  the  blood 
with  more  than  50  percent  of  it 
localizing  in  the  skeleton.  It 
remains  deposited  in  sites  of 
metastases  for  as  long  as  1 00 
days,  but  washes  out  of  the  nor- 
mal bone  in  14  days. 

Because  of  the  selective 
deposition  of  strontium  89  in 
sites  of  metastases,  and  cou- 
pled with  its  short  half-life,  a 
modest  dose  of  the  radiophar- 
maceutical is  therapeutic.  The 
osseous  metastases  are  bathed 
with  pure  beta  radiation,  but 
there  is  very  little  exposure  of 
the  surrounding  normal  tissues 
and  the  bone  marrow  because 
of  the  short  range  of  the 
expelled  electrons.  The  concept 
is  that  multiple  areas  of 
osteoblastic  metastases  all  can 
be  treated  simultaneously  with 
very  localized  radiation  spar- 
ing the  normal  tissues  and  min- 


imizing the  toxicity  of  the  thera- 

PY- 

The  testing  of  strontium  89 
systemic  radiotherapy  has 
been  thorough.34  Strontium  89 
was  compared  to  a placebo  in 
a multicenter,  double-blind,  ran- 
domized crossover  study  of  26 
patients  with  metastatic  pros- 
tate cancer.4  None  of  the  place- 
bo patients  experienced  dra- 
matic improvement,  while  one- 
quarter  of  the  patients  who 
received  strontium  89  noted 
dramatic  reduction  in  pain,  a 
statistically  significantly  differ- 
ence. 

Robinson  reported  a large 
Phase  II  clinical  trial  conducted 
over  a 15-year  period  includ- 
ing patients  with  metastatic 
prostate,  breast,  and  lung  car- 
cinomas.78 Over  300  patients 
with  symptomatic  metastatic 
carcinoma  had  an  80  percent 


overall  response  rate  to  stron- 
tium 89.  Also  noted  was  a sig- 
nificant delay  in  the  progres- 
sion of  pain  in  other  sites  and 
an  overall  improvement  in  the 
patient's  quality  of  life. 

This  prompted  a Trans- 
Canada  study  in  which  1 26  0[ 

patients  were  prospectively  ran-  j ce 

domized  to  receive  strontium  q 

89  or  a placebo  following  lo-  0l 

cal  field  radiotherapy  to  the 
index  site  of  pain.6  The  objec-  p 
tives  of  the  study  were  to  deter-  e, 
mine  whether  strontium  89  had  p 
an  added  effect  on  the  area  of  J st 
painful  metastases  following  13 

local  field  radiotherapy  and  to 
evaluate  the  prophylactic  effect  j 3 
on  painless  metastases  to  see  if  1 3 
strontium  89  caused  a delay  in  3 

their  progression.  The  study  e 

also  evaluated  the  toxicity  of  ; s 
strontium  89  at  a dose  of  10.8  „ 

mCi,  and  looked  for  any  sur-  ( 
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Table  2. 

Patient  profile  for  strontium 
89  therapy. 

— Multiple  bone  metastases 

— Bone  pain  (new  or  recurrent) 

— Platelet  count 

>60,000 

WBC  count 

>2,400 

— Life  expectancy 

>3  months 

vival  benefit  in  either  group. 
Patients  were  evaluated  at 
three  months.  Seventeen  per- 
cent of  patients  who  received 
strontium  89  were  able  to  stop 
taking  analgesics  completely 
versus  2.4  percent  who 
received  placebo  ( P < 0.05). 
There  also  was  a significant 
improvement  in  the  number  of 
patients  who  had  no  new  sites 
of  pain  at  three  months  (59  per- 
cent versus  34  percent,  P < 
0.05).  Strontium  89  seemed  to 
augment  the  analgesic  effect  of 
the  external  beam  radiation 
given  to  the  original  site  of  dis- 
ease as  fewer  patients  had 
pain  in  the  group  that  received 
strontium  89  (49  percent  versus 
32  percent)  but  the  difference 
was  not  statistically  significant. 
Strontium  89  also  caused  a 
dramatic  prolongation  of  the 
interval  until  the  patients  need- 
ed further  radiotherapy  to  any 
site  compared  to  the  placebo 
group.  The  median  time  to 
receiving  additional  radiothera- 


py at  any  new  site  of  pain  was 
51  weeks  in  the  strontium  89 
group  versus  23  weeks  in  the 
placebo  group  (P  < 0.006).  In 
areas  that  previously  had  been 
palliated  but  became  sympto- 
matic again,  the  time  to  addi- 
tional treatment  was  35  weeks 
in  the  strontium  89  group  ver- 
sus 20  weeks  in  the  placebo 
group,  the  difference  being  sta- 
tistically significant.  There  was 
no  difference  in  the  actuarial 
survival  rate  between  the  two 
groups. 

Since  the  FDA  approved  the 
drug  in  1993  on  the  basis  of 
this  trial,  an  increasing  number 
of  patients  have  benefited  from 
the  treatment.  The  key  to  suc- 
cess lies  in  patient  selection 
(Table  2).  Good  candidates  for 
strontium  89  treatment  include 
those  who  have  many  sympto- 
matic osseous  metastases,  as 
well  as  those  patients  with  limit- 
ed symptomatic  metastases 
coupled  with  multiple  asympto- 
matic metastases.  Strontium  89 


also  can  be  given  to  patients 
who  have  previously  received 
external  beam  radiation  thera- 
py to  a site  and  now  have 
recurrent  pain  in  that  area.  In 
patients  with  recurrent  symp- 
toms after  conventional  radia- 
tion for  whom  additional  exter- 
nal beam  radiation  can  be 
administered,  but  in  subthera- 
peutic  doses,  strontium  89  may 
be  given  prior  to  the  external 
radiation  both  to  supplement 
the  total  dose  and  to  act  as  a 
radiation  sensitizer.  A metasta- 
sis is  subjected  to  a constant 
low  dose  rate  barrage  from  the 
strontium  89,  and  this  may 
make  the  effects  of  subsequent 
external  beam  radiation  much 
greater.  Strontium  89  also  can 
be  administered  prior  to  exter- 
nal beam  therapy  in  patients 
who  have  multiple,  migratory 
areas  of  pain.  After  approxi- 
mately six  to  eight  weeks,  the 
most  symptomatic  sites  may  be 
more  apparent  as  the  less 
active  areas  have  "quieted 
down."  Local  external  beam 
radiotherapy  then  can  be 
directed  against  these  sites  of 
residual  pain  to  maximize  the 
patient's  palliation.  In  general, 
the  radiation  oncologist  always 
should  be  closely  involved  in 
decisions  regarding  timing,  as 
the  use  of  external  radiothera- 
py needs  to  be  closely  choreo- 
graphed with  the  strontium  89 
therapy. 

One  must  keep  in  mind  that 
there  is  competition  for  the 
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strontium  between  the  areas  of 
metastatic  disease.  Since  the 
dose  of  strontium  89  is  limited, 
the  greater  the  number  of 
metastases  competing  for  the 
strontium,  the  lower  the  dose 
that  ultimately  will  be  received 
at  each  individual  site. 
Strontium  89  actually  may  have 
a greater  effect  on  those 
patients  who  have  fewer  rather 
than  more  numerous  metas- 
tases. Patients  with  a life 
expectancy  of  less  than  1 2 
weeks  are  unlikely  to  have  sig- 
nificant benefit  from  strontium 
89,  since  the  time  to  sympto- 
matic improvement  is  at  least 
four  to  six  weeks  after  injection. 
The  median  duration  of 
response  is  approximately  six 
months,  with  a range  from  3 to 
15  months.  The  tolerance  for 
strontium  89  is  quite  high,  and 
toxicity  usually  involves  minor 
hematologic  changes.  Platelet 
and  leukocyte  levels  typically 
fall  by  30  percent  and  20  per- 
cent, respectively,  with  a stron- 
tium 89  dose  of  4mCi.  The 
platelet  nadir  occurs  approxi- 
mately six  weeks  after  injection. 
While  significant  leukocyte  sup- 
pression (neutropenia)  is 
uncommon,  it  now  can  be  man- 
aged effectively  with  granulo- 
cyte colony  stimulating  factor 
(neupogen).  Approximately 
one-third  of  patients  will  experi- 
ence a pain  flare  at  several 
days  to  one  week  after  the 
administration  of  strontium  89. 


The  pathophysiology  of  the 
pain  flare  is  uncertain,  but 
patients  may  require  a minor 
increase  in  analgesic  consump- 
tion for  a brief  period  of  time. 

At  The  Medical  Center  at 
Princeton,  48  patients  have 
been  treated  with  strontium  89 
systemic  radiotherapy  between 
October  1993  and  September 


1 996.  The  median  age  was  72 
years  and  included  29  patients 
with  prostate  cancer,  1 4 
patients  with  breast  cancer,  3 
patients  with  colorectal  cancer, 
and  2 patients  with  lung  can- 
cer. Fifty-five  injections  were 
given;  1 patient  received  4 
injections  and  4 patients 
received  two  injections.  The 
side  effects  were  quite  minimal, 
with  17  patients  experiencing 
a pain  flare  (35  percent). 
Eighty-five  percent  of  the 
patients  had  a modest  decre- 
ment in  their  hematologic  para- 
meters whereas  15  percent  of 
the  patients  demonstrated  a sig- 


nificant decrement  and  a pro-  , loti 
longed  delay  in  the  recovery  of  ; od 
their  platelet  count.  All  7 of  ! ,® 
these  patients  had  been  heavily  » 
pretreated  with  chemotherapy  , <3 
and/or  multiple  fields  of  exter-  1 too 
nal  beam  radiotherapy.  The  ; m 
response  rates  can  be  seen  in  : ,o 
Table  3.  Patients  were  judged  j pol 
to  have  had  a complete  j oik 


response  at  three  months  if  they  ! os 
were  completely  pain  free  and  ;; 
did  not  require  analgesics.  In  „ 
this  group,  13  patients  j e| 
achieved  a complete  response  ; 0 
(24  percent).  Partial  responders  C( 

had  a decrease  in  analgesic  „ 

consumption  of  at  least  50  per-  |( 
cent  or  were  able  to  switch  e 
from  an  opiate  to  a nons- 
teroidal analgesic.  In  this 
group,  30  patients  (54  percent) 
achieved  such  a response. 
There  was  1 additional  patient 
who  continued  to  consume  the 
same  degree  of  analgesics  but 
who  had  a dramatic  improve- 
ment in  the  quality  of  his  life, 


Table  3.  Response  rates  (55  injections). 


Complete  response 

Partial  response 

Total  response  rate 

Less  than  partial 

response/no  response 


1 3 patients  (24%) 
30  patients  (54%) 
43  patients  (78%) 
12  patients  (22%) 
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both  in  terms  of  activity  level 
and  his  sense  of  well-being.  He 
was,  however,  judged  as  a 
nonresponder.  Thus,  a total  of 
43  patients  following  55  injec- 
tions, achieved  a response  (78 
percent).  PSA  response  also 
was  monitored  in  the  29 
patients  with  prostate  cancer, 
and  1 2 patients  demonstrated 
a greater  than  50  percent 
reduction  in  their  PSA  (41  per- 
cent). Those  men  who  had  five 
or  fewer  metastases  were  more 
likely  to  have  a greater  than  50 
percent  PSA  reduction  than 
those  who  had  more  than  five 
osseous  lesions  [61  percent 
(8/13)  vs  25  percent  (4/16)]. 

Strontium  89  systemic  radio- 
therapy has  been  found  to  be  a 
welcome  added  regimen  to  the 
armamentarium  in  the  treat- 
ment of  painful  symptomatic 
osseous  metastases.  It  provides 
palliation  at  all  sites  of  osseous 
metastases.  It  may  reduce  or 
eliminate  the  need  for  narcotic 
analgesics.  It  is  given  as  one 
convenient  outpatient  injection 
with  minimal  radiation  precau- 
tions necessary.  It  serves  as  an 
effective  adjunct  to  external 
beam  radiotherapy  and  can 
significantly  increase  the  time 
interval  between  successive 
courses  of  palliative  external 
beam  radiotherapy.  Approxi- 
mately 80  percent  of  selected 
patients  will  achieve  the 
desired  effect  from  the  stron- 
tium with  only  minimal  toxicity. 
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Confronting  AIDS 

IN  OLDER  ADULTS 


Bill  Berlin,  PhD 


A 57-year-old 

I corporate  executive, 
married  with  three  grown 
children,  began  suffering 
from  severe  flu-like 
symptoms  and  weight 
loss.  Hospitalized  for  a 
week,  he  was  tested  for 
chronic  fatigue  syndrome 
and  mononucleosis. 
Finally,  with  no  change  in 
his  symptoms,  his 
physician  recommended 
an  HIV  test.  The  results 
were  positive. 


For  years,  it  turns  out,  the 
executive  had  led  a secret 
bisexual  life.  Long  married  to 
the  same  woman,  he  had  a 
series  of  liaisons  with  men,  one 
of  whom  had  passed  on  the 
virus  that  causes  AIDS. 

An  isolated  example? 
Hardly.  Eleven  percent  of  all 
new  AIDS  cases  reported  in 
1 995  were  among  people 
over  age  50,  compared  to  8 
percent  in  the  early  1980s. 
Contrary  to  a common  stereo- 
type, more  cases  of  AIDS  (an 
estimated  56,000)  have  been 
reported  in  individuals  over 
age  50  than  in  the  24-and- 
under  population.  In  Florida,  as 


■ 


of  early  1996,  at  least  3,991 
people  age  50  and  over  had 
contracted  HIV  from  unprotect- 
ed sex  and  subsequently  died 
of  AIDS.  In  New  York  City,  15 
percent  of  newly  diagnosed 
AIDS  cases  are  in  people  past 
the  age  of  50. 

Here  in  New  Jersey,  be- 
tween April  1996  and  March 
1997,  10  percent  of  all  new 
AIDS  cases  reported  were 
diagnosed  in  the  over-49  age 
category.  Nineteen  percent  of 
reported  new  HIV  infections 
were  among  the  40-to-49-year- 
old  population,  which  suggests 
an  eventual  bulge  in  the  over- 
49  AIDS  rates. 

Why  has  AIDS  been  rela- 
tively ignored  in  older  adults? 
For  one  thing,  many  people, 
including  physicians,  associate 
aging  with  a decline  in  sexual 
activity,  and  sometimes  fail  to 
explore  a patient's  sexual  histo- 
ry. Younger  physicians  may  feel 
uncomfortable  asking  older 
patients  about  their  sexual 
behavior.  Some  older  doctors, 
trained  at  a time  when  there 
was  less  openness  about  sexu- 
ality, may  have  an  equally  diffi- 
cult time  probing  into  highly 
personal  areas. 


"Although  it  has  improved,  I 
don't  think  we  educate  people 
well  enough  to  take  a sexual 
history,"  says  Beverly  Whipple, 
RN,  PhD,  an  associate  profes- 
sor at  the  College  of  Nursing  at 
Rutgers  University,  who  has 
written  on  HIV  in  older  adults. 
Whipple  urges  health  care  pro- 
fessionals to  take  a nonjudg- 
mental  approach  that  implies 
acceptance  of  sexual  behavior 
in  the  phrasing  of  the  question. 
For  example,  she  says,  profes- 
sionals should  ask  questions 
like,  "How  often  do  you  have 
intercourse?"  rather  than,  "Do 
you  have  intercourse?" 

Not  everyone  agrees  with 
Whipple  about  the  shortcom- 
ings of  sexual  histories.  George 
Mellendick,  MD,  a general 
practitioner  in  Edison,  believes 
that  physicians  are  much  more 
comfortable  today  taking  a sex- 
ual history  or  asking  about 
drug  exposures.  It's  the 
patients,  he  asserts,  who  often 
are  inhibited  about  disclosing 
information,  for  some  very 
good  practical  reasons. 

"Patients  are  increasingly 
reluctant  to  give  information  to 
physicians  because  of  the 
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release  requirements  for  insur- 
ance companies,"  Mellendick 
says.  "It's  very  difficult  today  to 
protect  a patient's  drug  and 
sexual  history  unless  a physi- 
cian is  extremely  judicious 
about  gathering  and  charting 
the  information." 

For  many  older  adults,  sexu- 
al history  is  only  the  focal  point 
for  larger  generational  factors 
that  may  have  shaped  their  sus- 
ceptibility to  AIDS.  As  millions 
of  baby  boomers  now  enter 
their  50s,  they  may  pay  a price 
for  earlier  sexual  behaviors 
practiced  at  a time  when 
promiscuity  seemed  risk  free. 
Some  middle-age  and  older 
adults  may  have  contracted 
HIV  from  a secret  liaison  years 
before,  an  incident,  either  het- 
ero-  or  homosexual,  which  they 
may  wish  to  repress  or  deny. 

From  a different  perspective, 
older  gay  men,  coming  from  a 
time  when  there  was  less  open- 
ness about  homosexuality,  may 
tend  to  be  secretive  about  their 
sexual  orientation.  As  a result, 
they  may  be  less  open  with 
their  physicians  and  more  cau- 
tious in  seeking  out  the  social 
supports  necessary  in  dealing 
with  the  disease.  Some  physi- 
cians believe  that  a significant 
number  of  New  Jersey  homo- 
sexual men  seek  treatment  in 
New  York  simply  because  of 


the  availability  of  stronger  sup- 
port networks  across  the  river. 

Research  also  suggests  that 
older  adults  are  more  apt  to 
practice  unsafe  sex  than  their 
younger  counterparts.  A study 
published  in  1994  of  more 
than  3,000  people  over  the 
age  of  50  found  that  older 
adults  were  six  times  less  likely 
to  use  condoms,  and  five 
times  less  likely  to  undergo 
AIDS  testing  than  younger 
people  with  comparable 
risk  factors.  Although  the 
study  was  conducted  in 
the  early  1990s,  AIDS 
education  programs  still 
focus  primarily  on  younger 
age  groups. 

Things  may  be  chang- 
ing, however  slowly.  In 
1 996,  the  American 
Association  of  Retired  Persons 
(AARP)  produced,  "It  Can 
Happen  to  You,"  an  education- 
al video  focusing  on  AIDS. 
Similarly,  the  National  Institute 
on  Aging  underwrote  a video 
called,  "The  Forgotten  Tenth," 
and  has  provided  grants  to 
such  institutions  as  Memorial 
Sloan-Kettering  Cancer  Center, 
where  many  elderly  AIDS 
patients  are  treated.  Three 
national  conferences  on  AIDS 
and  aging  were  held  within  the 
last  year. 


In  New  Jersey,  the  Goldfarb 
Institute  on  Aging  recently  ran  a 
program  on  HIV  and  AIDS. 
Sindy  Paul,  MD,  MPH,  the  med- 
ical director  of  the  Division  of 
AIDS  Prevention  and  Control  of 
the  Department  of  Health  and 
Senior  Services  (DHSS),  em- 
phasizes that  DHSS  is  trying  to 
prevent  transmission  in  all  age 
groups.  However,  Paul  notes 


that  the  "index  of  suspicion"  on 
the  part  of  physicians  regard- 
ing AIDS  in  older  adults  needs 
to  be  higher. 

Richard  Porwancher,  MD, 
has  seen  his  share  of  AIDS . 
cases  in  the  over-50  popula- 
tion. As  chief  of  infectious  dis- 
eases at  St.  Francis  Medical 
Center  in  Trenton,  Porwancher 
has  observed  a shift  from  trans- 
fusion-related  AIDS  cases  to 
more  cases  today  of  sexually 
transmitted  disease.  Although  a 


40  NOVEMBER  1997 


4ll  lfHilA'Ib 


The  immune  system  generally  declines  with  age,  and  AIDS 
frequently  takes  a more  rapid  course  with  those  of 
advancing  years. 


(greater  number  of  HIV  infec- 
tions in  older  adults  shows  up  in 
homosexual  males,  Porwancher 
tends  to  see  more  women  and 
minorities  with  the  disease. 
Indeed,  women  who  have  been 
through  menopause  often  are  at 
greater  risk  because  they  are 
less  likely  to  use  birth  control.  In 
many  cases,  he  says,  "There's 
no  identifiable  partner,  and 
they  can't  tell  me  what  was  their 
exposure." 

Porwancher  believes  that 
physicians  need  to  think  in 
broader  terms  when  presented 
with  certain  symptoms  in  older 
adults.  "I  have  personally  seen 
cases  where  AIDS  was  not  con- 
sidered," he  says.  AIDS  should 
be  considered  when  a patient 
presents  with  prolonged  and 
severe  flu-like  symptoms  such 
: as  fever,  joint  pain,  sore  throat, 
and  swollen  glands.  When  rou- 
\ tine  tests  prove  negative  for 
: common  viruses  like  influenza, 
an  HIV  test  should  be  recom- 
mended. 

In  some  cases,  an  AIDS 
3 diagnosis  may  be  overlooked 
j in  deference  to  other,  more 
common  diseases  of  the  elder- 


ly. Early  indications  of  AIDS, 
such  as  fatigue,  swollen 
glands,  or  appetite  loss  often 
mimic  other  ailments.  Dementia 
can  be  a presenting  AIDS 
symptom,  but  frequently  it  is 
associated  with  other  chronic 
diseases  such  as  Alzheimer's 
disease.  AIDS  also  may  be 
associated  with  tuberculosis, 
pneumonia,  non-Hodgkin's  lym- 
phoma, esophageal  or  genital 
candidiasis,  Kaposi's  sarcoma, 
toxoplasmosis,  and  chronic 
vaginal  infections. 

Treatment  of  the  disease  in 
older  adults  is  complicated  by 
the  possible  coexistence  of 
other  conditions,  such  as  can- 
cer or  arthritis.  Elderly  patients 
often  are  on  multiple  medica- 
tions, so  physicians  need  to  be 
especially  alert  to  potential 
risky  drug  interactions. 

Although  treatment  protocols 
are  related  to  the  stage  of  the 
disease,  a more  aggressive 
approach  is  typical  with  older 
patients.  The  immune  system 
generally  declines  with  age, 
and  AIDS  frequently  takes  a 
more  rapid  course  with  those  of 
advancing  years.  Some  older 


persons,  even  those  with  higher 
CD4  cell  counts,  may  develop 
severe  symptoms  and  deterio- 
ration. 

A study  reported  in  the 
March  1997  issue  of  AIDS 
Clinical  Care  compared  a 
group  of  43  HIV-infected 
patients  over  age  55  who  were 
diagnosed  between  1986  and 
1 993  with  86  control  patients 
between  the  ages  of  1 8 and 
45.  The  study  found  that  after  3 
years  the  older  patients  had 
developed  AIDS  more  rapidly, 
were  hospitalized  at  higher 
rates  for  both  HIV-related  and 
non-HIV  associated  reasons, 
and  had  markedly  shorter  sur- 
vival rates. 

The  good  news  about  AIDS 
in  older  adults  is  that  protease 
inhibitors  and  other  new  drugs 
are  extending  lives  across  the 
age  spectrum.  The  new  med- 
ications also  have  stretched  the 
time  frame  between  getting  HIV 
and  the  onset  of  AIDS. 

"Some  older  people  think 
that  an  AIDS  diagnosis  means 
that  it's  over,"  says  Porwan- 
cher. "But  for  many  AIDS 
patients  of  all  ages  the  disease 
is  becoming  more  like  a ■■■■■■ 
chronic  illness."  L^ilJ 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 

To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 

Endorsed  by  the 


Medical  Society  New  jersey 


MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 
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Elizabeth  G.  Christopherson 


Health  and  medicine: 
Educating  the  public 


New  Jersey  Network 
(NJN)  is  a member  of  the 
Public  Broadcasting 
System  (PBS)  and 
National  Public  Radio.  In 
my  role  at  NJN,  I am 
keenly  aware  of  the 
responsibility  to  provide 
accurate  and 
comprehensive 
information  to  viewers 
and  listeners.  As  an 
educational  entity, 
public  broadcasting 
maintains  a special 
commitment  to  this 
philosophy,  whether 
it  applies  to  children's 
programming,  news 
and  public  affairs,  or 
consumer  health 
reporting. 

Education  is  at  the  core 
of  NJN's  mission  since  the  net- 
work went  on  the  air  in  1971. 
NJN  is  in  a unique  position  to 
disseminate  information  and, 
more  importantly,  to  engage 
our  viewers  actively  in  the  gath- 
ering and  the  sharing  of  infor- 
mation. Our  educational  mis- 
sion guides  not  only  program- 
ming and  services  that  are 
clearly  instructional  but  virtually 


guides  everything  NJN  puts  on 
the  air.  The  concept  of  lifelong 
learning  carries  over  to  how 
we  deliver  news  and  informa- 
tion about  health  issues  to  the 
viewing  public. 

Health  and  medicine  require 
accurate,  straightforward  re- 
porting because  consumers 
indicate  time  and  again  that 
they  are  watching,  taking 
notes,  and  using  what  they  see 


Sara  Lee  Kessler 

and  hear.  Recently,  NJN  News 
health  and  medical  correspon- 
dent Sara  Lee  Kessler  reported 
on  studies  on  alternative  cancer 
therapies  at  The  Cancer  Insti- 
tute of  New  Jersey.  The  two- 
minute  report,  which  aired 
three  times  one  summer  week 
night,  generated  more  than 
200  calls  to  The  Cancer  Insti- 
tute of  New  Jersey. 


Kessler  is  accustomed  to 
such  responses  to  her  reports. 
"We  provide  health  informa- 
tion that  people  can  use,"  she 
says.  "And  we  make  an  effort 
to  avoid  the  health  scare  of  the 
week." 

Kessler's  Healthwatch  seg- 
ment tackles  difficult  health  and 
medical  issues  by  humanizing 
them.  Kessler  explains,  "A  lot  of 
health  and  medical  topics  are 
complex,  but  I'm  able 
to  help  the  viewer 
understand  them  by 
exploring  them 
through  the  eyes  of 
the  people  involved." 
For  example,  she 
recently  interviewed 
a young  person  who 
underwent  an  umbili- 
cal cord  blood  trans- 
plant, a promising 
new  alternative  to  bone  mar- 
row transplants. 

As  the  only  statewide  broad- 
casting network  devoted  to 
serving  the  needs  of  New 
Jersey  and  its  citizens,  NJN  is 
in  a unique  position  to  raise 
consumer  awareness  of  the 
abundance  of  health  and  med- 
ical services  available  in  the 
Garden  State.  Having  done  her 
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Pubic  television: 
Who  watches? 

Public  television  is  the 
mainstay  of  television.  It 
brings  lifelong  learning 
opportunities  to  homes, 
schools,  community  cen- 
ters, and  workplaces.  It 
builds  bridges  among 
cultures  and  celebrates 
diversity.  It  serves  as  a 
vital  community  re- 
source. And  public  tele- 
vision reaches  all  peo- 
ple, regardless  of  their 
ability  to  pay. 

According  to  the 
American  Public  Tele- 
vision Stations,  Inc. 
(http://www.apts.org), 
public  television  has 
95,500,000  viewers 
during  an  average 
week  across  the  nation. 
More  than  1 7,000,000 
children  watch  public 
television  in  an  average 
week.  Public  television 
has  23,000  volunteers 
and  5.4  million  mem- 
bers. Local  businesses — 
more  than  10,000 — 
provide  underwriting 
for  programs  and  oper- 
ations. 


twice-weekly  Healthwatch  re- 
ports since  January  1996, 
Kessler  declares,  "In  terms  of 
health  care,  everything  is  right 
here  in  New  Jersey.  I see  New 
Jersey  as  the  medical  research 
capital  of  the  country,  and 
that's  how  I report  on  issues 
here." 

Recent  examples  of  the 
indepth  treatment  of  medical 
news  that  NJN  provides  its 
viewers  include  new  pharma- 
ceuticals developed  by  the 
leading  manufacturers  head- 
quartered in  New  Jersey; 
groundbreaking  research  on 
Lyme  disease  and  Parkinson's 
disease  at  the  University  of 
Medicine  and  Dentistry  of  New 
Jersey-Robert  Wood  Johnson 
Medical  School;  and  major 
cancer  studies  at  Hackensack 
University  Medical  Center. 

Because  health  information 
never  has  been  more  accessi- 
ble, responsible  reporting 
never  has  been  more  impor- 
tant. Physicians  tell  Kessler  that 
their  patients  come  to  them  bet- 
ter informed;  they  ask  for  pre- 
scription drugs  by  name 
because  they've  heard  about 
them  on  the  news  or  from  com- 
mercials; and  cancer  patients 
discuss  chemotherapy  options 
they've  read  about  on  the 
Internet.  The  downside,  notes 
Kessler,  is  that  many  patients 


go  to  the  doctor  and  think  they 
can  diagnose  themselves  and 
even  prescribe  their  own  med- 
ication. To  minimize  the  unfor- 
tunate consequences  of  such 
misuse  of  medical  information, 

NJN  stresses  the  need  to  cover 
health  issues  not  only  accurate- 
ly but  within  the  framework  of  ^ 

the  doctor-patient  relationship.  c 

We  recognize  that  broad-  i ^ 
casting  is  a powerful  tool.  J 

Employed  responsibly,  it  can  f 

enable  us  to  serve  as  a catalyst  y 
for  change  by  empowering  citi- 
zens  with  information  and 
resources  they  can  use  to  make 

L 

a difference  in  their  lives  and 
communities.  This  is  our  contin-  N 

uing  goal.  In  working  toward  it,  n 

we  are  privileged  to  have  as  a ; 

resource  the  expertise  and  wis-  j 
dom  of  New  Jersey's  celebrat- 
ed  medical  community.  This 
educational  collaboration  is  ^ 

just  one  example  of  how  NJN  | s 
works  in  partnership  with  the  , | 
community  for  mutual  benefit, 
allowing  the  citizens  of  New 
Jersey  to  learn  from  each  other  j ^ 
through  the  medium  of  broad-  j ri 

casting.  1 0 


Ms.  Christopherson  is 
executive  director  and 
CEO , New  Jersey 
Network,  in  Tren-  ITfT^ 
ton.  ■■■■■ 


' 
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The  feasibility  of 

PHYSICIAN  UNIONS  AND 
COLLECTIVE  BARGAINING 


The  increasing  control 
of  third-party  payors 
over  independent 
physicians  through  the 
use  and  management  of 
practice  parameters  and 
utilization  management 
protocols  along  with 
significant  fee  reductions 
has  led  to  frustration  and 
disappointment  for  many 
physicians.  In  response, 
some  physicians  are 
seeking  solutions  to 
balance  the  inequities. 
One  action  that  has  been 
suggested  is  the 
formation  or  assimilation 
into  trade  unions  or 
organized  labor.  This 
report  will  explore  some 
of  the  significant  legal 
issues. 

Legal  barriers.  Currently, 
federal  antitrust  laws  preclude 
collective  economic  activities 
among  unrelated  entities, 


unless  they  are  expressly 
exempted.  Labor  activities  by 
labor  organizations  or  unions 
are  exempted  through  specific 
mention  in  five  different  con- 
gressional acts  and  the  federal 
case  law  that  declares  the 
exemption  and  defines  the  pro- 
tected actions. 

Union  qualification  and 
criteria.  In  order  to  qualify, 
the  conduct  must  arise  out  of  a 
"labor  dispute,"  and  it  must  be 
the  conduct  of  a recognized 
labor  organization,  which  is 
commonly  referred  to  as  a 
union.  The  union  must  act  on  its 
own,  in  favor  of  its  own  self- 
interest,  and  not  on  behalf  of 
anyone  else.  The  actions  must 
be  unilateral,  and  not  in  con- 
cert with  any  non-union  entity. 

Court  applied  tests. 

Union  activity,  to  be  permissi- 
ble, must  meet  certain  stan- 
dards. There  is  an  essential 
relationship  of  employment  that 
needs  to  be  present  if  union 
activity  is  to  be  permitted.  That 


Paul  W.  Armstrong,  Esq 
Steven  I.  Kern,  Esq 
Vincent  A.  Maressa,  Esq 

concept  is  inconsistent  with  the 
generally  accepted  format  of 
third-party  contracting,  which  is 
independent  contractorship. 
The  courts,  in  reviewing  a situ- 
ation, will  apply  a multifaceted 
test  to  determine  if  the  relation- 
ship is  truly  that  of  employment. 
The  criteria  are: 

a)  The  amount  of  control 
asserted  over  the  "alleged" 
employee. 

b)  Is  the  employee  engaged 
in  a distinct  occupation  or  busi- 
ness? 

c)  Is  the  work  done  under 
the  direction  of  the  employer? 

d)  The  length  of  time  of  the 
engagement. 

e)  The  skill  required. 

f)  Does  the  employer  supply 
the  instruments,  facilities,  and 
equipment? 

g)  Is  payment  by  time  peri- 
od or  by  the  job? 
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A union  must  act  on  its  own,  in  favor  of  its  own  self-interest, 
and  not  on  behalf  of  anyone  else. 


h)  Is  the  work  the  regular 
business  of  the  employer? 

i)  Do  both  parties  believe 
they  have  created  an  employ- 
ment relationship? 

j)  Is  the  employer  in  busi- 
ness? 

New  Jersey  experi- 


ence. We  have 


examined  most  of 
the  provider  con- 
tracts in  use  in  New 
Jersey  at  this  time.  It 
is  our  general  find- 
ing that  the  physi- 
cian is  an  indepen- 
dent contractor  and 
not  an  employee. 

As  a matter  of 
course,  all  those 
provider  contracts 
examined  by  the 
Medical  Society  of 
New  Jersey — and 
currently  there  are 
1 86 — declare  that 
the  relationship  is  that  of  inde- 
pendent contractors. 

Exceptions.  The  legal  liter- 
ature and  federal  case  law 
have  found  some  exceptions  to 
the  independent  contractor 
rule,  and  many  physicians 
believe  that  they  also  could  fit 
into  that  classification.  An 
examination  of  the  three  major 
cases  involving  the  teamsters, 


musicians,  and  screen  directors 
focus  on  workers,  who  usually 
are  in  an  employment  relation- 
ship, but  a portion  of  whom 
operate  as  "owner  operators." 
In  such  instances,  in  order  to 
preserve  the  integrity  of  collec- 
tive bargaining  for  the 


employed  persons,  the  courts 
have  included  the  independent 
workers  as  a narrowly  drawn 
exception.  It  is  highly  unlikely 
that  the  courts  would,  without  a 
clear  legislative  act,  classify 
physicians  in  their  own  private 
offices  as  employees  or  excep- 
tions. 


collectively  bargain,  is  not 
available  to  most  physicians. 
Current  legal  requirements  for 
collective  activity  involve  such 
factors  as  salaried  compensa- 
tion, no  management  authority, 
and  the  hours,  place,  and  con- 
ditions of  employment  deter- 
mined by  the 
employer. 


The  overwhelm- 
ing number  of 


physician  relation- 
ships in  New  Jersey 
do  not  meet  this 
test.  Unionization 
for  private  practi- 
tioners is  not  a fea- 
sible response  to 
the  increasing  im- 
pact of  managed 
care. 


Conclusion.  True  unioniza- 
tion, which  includes  the  right  to 


Paul  W.  Arm- 
strong, Esq  is  an 
attorney  with  Timins, 
Larsen,  Beacham  & 
Hughes,  PC.  Steven  I. 
Kern,  Esq  is  an  attorney 
with  Kern  Augustine 
Conroy  & Schoppmann, 
PC.  Vincent  A.  Maressa, 
Esq,  is  executive  director 
and  general  counsel. 
Medical  Society  of 
New  Jersey.  M 
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can  add 
to  your 
bottom 


OUR  $100 
GUARANTEE 
MEAN 
MUCH  TO  YOU  ... 

But  its 
only  the 

beginning 

of  how 
+ much 


$100  won’t  make  much  of  a difference  in  your  bottom  line.  But  Caligor’s 
$100  Guarantee  will  make  a BIG  difference  in  both  the  money  you  save 
on  medical  supplies  and  your  cost  efficiency. 

Our  free  consultation  will  not  only  show  how  you’ll  save  on  over  56,000 
medical  and  office  supplies,  we’ll  guarantee  to  cut  down  on  your  ordering 
and  inventory  costs,  or  you  get  $100! 

We  can  even  help  you  generate  more  revenue.  By  identifying  the  extent  of 
your  laboratory  testing  volume,  for  example,  we  can  provide  equipment  and 
programs  that  will  turn  out-of-office  lab  expenses  into  new  revenue. 


Z Caligcr 

'.‘//Aii  Physicians  & Hospital  Supply 

ONE  SOURCE. 
ONE  SOLUTION. 

For  more  information  call: 

(800)  225-9906  ext,  999 
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it  s a CUT-THROAT, 
DOG  EAT  DOG, 
SURVIVAL  OF  THE 
FITTEST  DRAMA 
UNFOLDING  RIGHT 
NOW  in  NEW  JERSEY. 

In  the  cut-throat,  dog-eat-dog,  survival-of  the- 
fittest  environment  of  New  Jersey  business, 
you  need  BUSINESS  News  New  Jersey.  And 
now  that  it’s  a weekly  publication  it’s  even 
more  valuable.  So,  if  you’re  hungry  to 
succeed  in  New  Jersey,  devour  BUSINESS  News 
New  Jersey  every  week. 
For  your  weekly  subscription  call: 
1-888-NJ  NEWS  1 


BUSINESS  NEWS 


391  george  street  new  brunswick  nj  08901 
tel  908.246.76 77  fax  9Q8. 249. 8952  website  http://www.bnjol.com 
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Patient-  and  provider-friendly 

managed  care  chnstophe  r W.  Hager,  Esq 


Mr.  Hager  is  an 
associate  with  the  law 
firm  of  Wilentz  Goldman 
& Spitzer,  PA,  in 
Woodbridge. 

After  more  than  two  years  of 
intense  lobbying  and  legislative 
compromise,  Governor  Chris- 
tine Todd  Whitman  signed  the 
Health  Care  Quality  Act 
(HCQA)  into  law. 

While  HCQA  was  written  to 
address  the  vital  quality  of  care 
issues  present  for  the  more  than 
3.5  million  New  Jerseyans  cur- 
rently enrolled  in  HMOs  and 
other  managed  care  plans,  its 
pro-patient  initiative  extends 
beyond  the  intent  of  New  Jersey’s 
recently  adopted  HMO  regula- 
tions. This  article  provides  a 
brief  overview  of  some  key  pro- 
visions of  the  HCQA. 

Appealing  a health  benefits 
coverage  decision.  If  a “covered 
person”  (a  person  who  is  cov- 
ered by  a health  benefits  plan) 
disagrees  with  an  insurance  car- 
rier’s final  decision  to  reduce, 
deny,  or  terminate  benefits  for 
certain  care,  the  person  can 
appeal  that  decision  by  paying 


$25  and  filing  a specified  appli- 
cation with  the  New  Jersey 
Department  of  Health  and  Senior 
Services  (DHSS). 

The  appeal  will  be  made 
under  the  Independent  Health 
Care  Appeals  Program  (1HCAP) 
and  must  be  filed  with  DHSS 
within  60  days  of  the  insurance 
carrier’s  final  decision. 

Once  the  appeal 
independent  re- 
view will  be  done 
of  the  medical 
necessity  (appro- 
priateness) of  ser- 
vices relied  upon 
by  the  insurance 
carrier  in  deciding 
to  reduce,  deny,  or 
terminate  the  cov- 
ered benefits.  This 
review  will  be  per- 
formed by  an  independent  uti- 
lization review  organization. 

Ninety  days  after  receiving  the 
appeal,  the  review  organization 
will  render  a written  decision  on 
whether  the  insurance  carrier’s 
final  decision  deprived  the  per- 
son of  medically  necessary  cov- 
ered services.  If  the  review  orga- 
nization concludes  that  the 


insurance  carrier’s  decision  was 
wrong,  it  will  recommend  an 
appropriate  health  care  service 
that  the  person  should  receive. 
Upon  receipt  of  this  recommen- 
dation, the  insurance  carrier  is 
required  to  inform  the  person 
and  DHSS  of  the  action  it  plans 
to  take,  if  any. 

An  insurance  carrier  is  per- 
mitted by  HCQA  to  disregard  the 


review  organization’s  recommen- 
dation; however,  the  carrier  may 
subject  itself  to  audit  by  state 
regulators  if  it  develops  a pattern 
of  noncompliance,  which  could 
lead  to  fines  of  up  to  $10,000  for 
each  day  the  carrier  violated  any 
provision  of  HCQA,  if  the  audi- 
tors find  that  the  insurance  carri- 
er violated  patient  rights  under 
HCQA. 
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HCQA  requires  an  insurance  carrier  to  inform  a provider 
(at  first  contract  and  at  renewals)  of  the  carrier’s  policy 
for  removing  the  provider  from  the  network. 


It  is  anticipated  that  the  com- 
bination of  HCAP  review  and 
increased  scrutiny  of  insurance 
carriers  by  DHSS  and  consumer 
groups  will  result  in  improved 
quality  of  care  for  New  Jersey 
health  care  patients  and 
providers  alike. 

Ensuring  a person’s  health 
care  decisions.  HCQA  also  seeks 
to  preserve  a person’s  relation- 
ship with  a personal  doctor,  and 
protect  the  freedom  to  choose 
and  make  decisions  regarding 
care,  by  requiring  a point-of-ser- 
vice  option,  prohibiting  gag 
clauses,  and  providing  for  a 
licensed  professional  to  oppose 
being  terminated  from  partic- 
ipating in  a covered  person’s 
plan. 

HCQA  provides  the  covered 
person  with  the  right  to  elect 
point-of-service  care,  or  for  care 
that  is  out-of-network,  without 
obtaining  a referral  or  prior 
authorization  from  the  insurance 
carrier. 

A gag  clause  is  a contract  pro- 
vision that  limits  what  a provider 
can  disclose  to  a patient.  Because 
limits  such  as  these  directly 
affect  the  doctor-patient  relation- 
ship, and  more  generally  the 
quality  of  care  received  by  a 
patient,  gag  clauses  are  forbid- 
den under  HCQA.  As  a result,  an 


insurance  carrier 
cannot  terminate 
its  contract  with  a 
participating  pro- 
vider, i.e.  physician 
or  hospital,  for  rec- 
ommending an 
appropriate,  med- 
ically necessary 
treatment  or  diag- 
nostic option  not 
covered  by  the  carrier’s  plan.  Nor 
can  the  provider  be  penalized  by 
the  insurance  carrier  for  making 
such  a caring  recommendation. 


HCQA  requires  an  insurance 
carrier  to  inform  a provider 
(when  it  first  contracts  and  on 
each  renewal  thereafter)  of  the 
carrier’s  policy  for  removing  the 
provider  from  the  network.  If  an 
insurance  carrier  intends  on  ter- 
minating the  contract  of  a 
licensed  health  care  professional 
(such  as  a physician)  for  reasons 
other  than  non-renewal,  breach, 
or  illegality,  the  insurance  carrier 
must  provide  at  least  90  days 
prior  written  notice  of  the  pro- 
posed termination  and  the 
physician’s  right  to  be  heard 
regarding  the  termination. 

The  physician  then  has  the 


right  to  ask  the  insurance  carrier 
for  a written  explanation  of  why 


the  contract  is  being  terminated 
and  that  the  physician  would 
like  to  be  heard  on  this  subject. 
Within  30  days,  the  insurance 
carrier  must  schedule  a hearing 
by  a panel  appointed  by  the  car- 
rier. In  addition  to  this  right  to 
be  heard,  the  physician  retains 
all  legal  rights  if  the  insurance 
carrier  decides  to  terminate  the 
contract.  As  such,  HCQA  seeks 
to  preserve  the  physician-patient 
relationship  that  may  have  been 
arbitrarily  terminated  before  this 
law  was  passed. 

Conclusion.  In  light  of 
patient  surveys  showing  a 
nationwide  decline  in  the  quality 
of  health  care  due  to  impersonal, 
bottomline  driven  managed  care, 
enactment  of  HCQA  places  New 
Jersey  at  the  forefront  of  states 
that  have  adopted  rules  to 
address  the  vital  quality 
of  care  issues.  ■■■■■ 
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(rotecting  the 
ains  of 
ealth  care 
‘form 


Bryan  Markowitz 


The  recent  history  of  the  health  care  marketplace  in  New  Jersey 
can  be  divided  into  two  distinct  time  periods:  before  and  after  1992. 

The  pre-1992  era  was  characterized  by  out-of-control  costs  and 
runaway  inflation.  Health  insurance  became  increasingly  unafford- 
able. Many  employers  and  individuals  dropped  out  of  the  health 
insurance  market. 

In  1992,  in  a successful  effort  to  discipline  the  twin  demons  of 
high  inflation  and  low  coverage,  New  Jersey  enacted  the  sweeping 
Health  Care  Reform  Act.  This  brought  costs  under  control  and 
resulted  in  more  widespread  insurance  coverage. 

Now,  we  have  entered  a new  era  in  which  health  care  quality  has 
become  the  dominant  issue.  Quality  improvement  is  a necessary 
goal,  yet  it  must  be  balanced  with  continued  concern  about  costs. 
Otherwise,  we  risk  putting  ourselves  back  in  the  same  leaky  boat 
that  led  to  the  1992  reforms. 


In  1992,  New  Jersey  enacted  the  Health  Care  Reform  Act,  which 
disbanded  the  state’s  former  hospital  rate-setting  system  and  freed 
up  competition  in  the  health  care  marketplace.  The  legislation  also 
attempted  to  increase  insurance  coverage  among  those  groups  of 
people  most  lacking  it.  It  did  this  by  creating  the  individual  and 
small-employer  health  benefit  programs,  which  were  designed  to 
make  it  easier  to  purchase  health  insurance.  The  new  law,  by  free- 
ing up  hospitals  and  insurance  companies  to  negotiate  the  best 
rates,  also  set  the  stage  for  the  rapid  expansion  of  managed  care, 
which  has  come  to  dominate  New  Jersey’s  health  care  marketplace. 

What  led  to  the  1992  reform  was  double-digit  health  care  infla- 
tion, which  caused  many  employers  to  stop  offering  health  benefits 
to  their  employees.  The  number  of  consumers  directly  purchasing 
health  insurance  also  fell.  This,  in  turn,  brought  about  a steady 
increase  in  the  number  of  hospital  charity  care  cases  at  a cost  of 
hundreds  of  millions  of  dollars  annually.  The  1992  reform  attempt- 
ed to  address  these  problems  comprehensively  rather  than  in  a 
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piecemeal  fashion.  This  included  find- 
ing a temporary  funding  source  for 
charity  care  while  guaranteeing  that  all 
small  employers  and  individuals  had 
access  to  insurance.  It  also  included  the 
creation  of  a community  rating  system 
to  even  out  the  cost  of  health  insurance 
among  different  demographic  groups. 

Five  years  later,  we  can  see  that  this 
legislation  accomplished  many  of  its 
objectives.  The  changes  were  captured 
in  three  health  benefits  surveys  con- 
ducted by  the  New  Jersey  Business  & 
Industry  Associa- 
tion (NJBIA)  be- 
tween 1993  and 
1995.  The  survey 
results  were  based 
on  an  average  of 
1,600  responses 
from  employers  in 
each  survey  year.  It 
remains  the  only 
survey  of  its  kind 
in  New  Jersey. 

Between  1993  and  1995,  health  care 
inflation  moderated  significantly  for 
the  state’s  employers,  falling  well  into 
single  digits,  a direct  consequence  of 
deregulation  and  mirroring  national 
trends.  At  the  same  time,  the  number  of 
employers  offering  health  insurance  to 
their  employees  rose  steadily.  This  is 
crucial  since  the  intent  of  the  Health 
Care  Reform  Act  was  to  have  more  peo- 
ple covered  by  health  insurance. 

According  to  NJBLAs  1995  health 


companies  provided  some  type  of 
health  coverage  to  their  employees,  up 
from  87  percent  in 
1993.  Most  en- 
couraging was  COMMENTARY 

that  small  em- 
ployers, those  with 
fewer  than  20  employees,  increased 
coverage  in  those  years.  No  doubt  this 
is  attributable  to  the  stabilization  of 
health  insurance  costs.  The  average 
cost  of  benefit  plans  rose  by  a mere  1 
percent  in  1995,  after  rising  by  8 per- 
cent and  6 per- 
cent, respectively, 
in  1994  and  1993. 

The  taming  of 
health  care  infla- 
tion can  be  attrib- 
uted to  the  open- 
ing of  the  health 
care  marketplace 
to  competition 
and  to  the  rapid 
spread  of  cost- 


conscious,  managed  care  plans. 

By  1995,  53  percent  of  all  employers 
responding  to  the  NJBIA  survey  had 
purchased  managed  care  plans,  double 
the  percentage  reported  two  years  earli- 
er. This  is  even  more  encouraging 
when  assessing  the  average  cost  of 
those  plans  to  employers,  which  fell 
slightly  in  1994  and  1995. 


benefits  survey,  91  percent  of  member 


In  the  opinion  of  NJBIA,  the  increas- 
ing number  of  employers  providing 
health  insurance  during  the  three-year 
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survey  period  is  directly  related  to  the 
spread  of  managed  care  and  falling 
costs.  It  is  our  hope,  as 
long  as  health 

COMMENTARY  care  inflation 

remains  muted, 
that  the  number  of 
employers  providing  insurance  will 
continue  to  rise. 


Without  question,  one  of  the  chief 
goals  of  the  Health  Care  Reform  Act  of 
1992  has  been  met.  More  employers 
are  able  to  purchase  insurance  and  the 
cost  of  that  insurance  has  stabilized. 

So  what  is  happening  now?  There  is 
a new  focus.  It  no  longer  is  on  cost,  but 
on  quality.  Significant  attention  is  being 
given  to  the  quality  of  health  care  plans 
and  to  the  regulation  of  managed  care 
providers. 

Several  initiatives  have  been  pro- 
posed and  enacted  in  the  New  Jersey 
Legislature,  which  are  intended  to 
improve  the  quality  of  health  care. 
These  include  numerous  mandates 
specifying  illnesses  that  must  be  cov- 
ered by  insurance  programs,  mandato- 
ry stay  laws  dealing  with  specific  pro- 
cedures (intended  to  prevent  “drive- 
through  deliveries,”  for  example),  and 
patient  rights  legislation  that  seeks  to 
provide  patients  with  bills  of  rights, 
appeals  procedures,  and  point-of-ser- 
vice  mandates  for  managed  care  plans. 


es  sweeping  new  rules  designed  to  gov- 
ern the  relationship  between  managed 
care  providers,  patients,  doctors,  and 
employers. 

The  law  states  that  managed  health 
care  providers  must  offer  a rider  to  the 
purchasers  of  health  insurance,  which 
would  allow  coverage  when  going  out- 
side the  network  for  care.  An  employ- 
er/purchaser could  choose  to  take  the 
rider  or  not.  The  law  also  states  that 
patients  who  are  denied  treatment  by 
their  HMO  are  entitled  to  appeal  that 
decision  to  an  independent  board. 
Doctors  who  are  terminated  from  a 
health  plan  now  are  entitled  to  a hear- 
ing. 

The  law  also  places  several  new 
administrative  requirements  on  man- 
aged care  organizations.  While  the 
individual  cost  of  these  requirements 
may  be  small,  the  cumulative  effect  is 
significant  and  certainly  will  be  passed 
onto  the  health  care  consumer. 

The  Health  Care  Quality  Act  comes 
on  top  of  extensive  new  regulations 
imposed  on  health  maintenance  orga- 
nizations (HMOs)  by  the  Department 
of  Health  and  Senior  Services  last 
spring.  The  new  rules  are  among  the 
most  innovative  and  far-reaching  in  the 
nation.  They  are  designed  to  strengthen 
and  clarify  the  rights  of  hospitals, 
physicians,  and  other  HMO  members. 


In  August  1997  these  concerns  cul- 
minated in  the  signing  of  New  Jersey’s 
Health  Care  Quality  Act,  which  impos- 


All of  these  initiatives  are  an  attempt 
to  ensure  quality,  which  is  a vital  goal. 
But  as  quality  control  proposals  multi- 
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ply,  they  beg  the  question:  What  is  the 
impact  on  cost? 


Mandated  benefits,  for  example, 
account  for  a significant  proportion  of 
the  cost  of  insurance  premiums.  Yet, 
legislators  continue  to  introduce  bills 
that  would  impose  even  more  man- 
dates. Numerous  bills  are  introduced  in 
each  legislative  session  mandating  cov- 
erage for  new  illnesses. 


Another  legislative  proposal,  A-419 
(Kelly )/S-860  (Bubba),  would  let  any 
medical  provider  join  an  HMO  net- 
work as  long  as  it  agreed  to  meet  the 
terms  and  conditions  of  the  contract. 
This  would  completely  undermine 
both  the  concept  and  practice  of  man- 
aged care. 


A third  bill,  A-1047  (Doria),  would 
let  HMO  patients  go  outside  their  net- 
works, without  referral  from  a primary 
care  physician,  to  seek  chiropractic 
care.  This  is  but  one  example  of  pro- 
posed legislation  that  would  allow 
patients  in  managed  care  systems  to  go 
directly  to  specialists  and  to  bypass  the 
gatekeeper,  which  is  the  cornerstone  of 
cost  control  in  a managed  care  system. 


Other  examples  abound.  The  fear  of 
many  professionals  in  the  business 
community  is  that  the  cumulative 
effect  of  all  of  these  initiatives  would  be 
to  significantly  raise  the  cost  of  health 
insurance.  This  could  contribute  to  a 
familiar  downward  spiral  in  which  ris- 
ing costs  force  growing  numbers  of 


iV 


employers  out  of  the  market  for  health 
benefits.  This  would  reverse  many  of 
the  gains  achieved 
under  the  water- 
shed Health  COMMENTARY 

Care  Reform 
Act  of  1992. 


To  prevent  this  backslide,  state  legis- 
lators and  regulators  have  a tremen- 
dous responsibility  to  establish  the 
proper  balance  between  encouraging 
lower  costs  while  encouraging  higher 
quality. 


This  is  especially  important  today 
since  it  appears  that  the  period  of 
“easy”  cost  reductions  in  health  care  is 
over.  The  Wall  Street  Journal  reported 
earlier  this  year  that  “Corporate 
America’s  three-year  winning  streak  in 
the  war  on  health  care  costs  may  be 
coming  to  an  end.” 


Between  1994  and  1996,  health  ben- 
efits inflation  rose  at  less  than  3 percent 
annually.  But  sagging  profits,  industry 
consolidations,  and  resistance  to  cost- 
cutting measures  are  rekindling  infla- 
tion pressures,  the  newspaper  said. 

Thus,  the  right  balance  between  cost 
and  quality  is  crucial  for  all  involved. 
An  imbalance  could  be  catastrophic 
and  bring  us  full  circle  to  where  we 
were  before  1992. 


Mr.  Markowitz  is  director  of  health 
affairs  at  the  New  Jersey 
Business  & Industry  Association, 
in  Trenton. 
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Balancing  Quality  With  the  Bottom  Line 


Practicing  medicine 
= good 

Practicing  running 
a business 
=h  good 

Practice  management  and 
practice  efficiency  solutions 
from  professionals  with 
hands-on  experience 

WITHUM,  SMITH  & BROWN 

Certified  Public  Accountants  & Consultants 
\ Health  Services  Department 

100  Overlook  Center 
Princeton,  NJ  08540 
609-520-1188 


http:/ /www.withum.com 
Offices  in  New  Jersey  and  Pennsylvania 


Our  unique 
approach  to 
malpractice 
insurance  can 
improve  your 
cash  flow. 


Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a tail 
— to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain  cov- 
erage with  us  until  retirement,  you’ll  never 
have  to  purchase  a tail,  and  you’ll  still  be 
protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  Financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We’d  like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  /Managed  Care  Survival  Kit  for  Phydiciand. 
To  receive  your  comphmentaiy  copy  of  this 
useful  guide,  please  call  us  at  800-684-0876. 


BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH.  PO  BOX  21  7 
ISELIN,  NJ  08830-0217 
800-684-0876  • 732-205-9800 
FAX:  732-205-9496 
E-MAIL:  bcszerlip@aoI.com 

ProfeddionaL  Insurance  Serviced 
for  Health  Care  Providerd 


November  1997  N8W  Jersey  MlM  M 55 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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Charity  care:  Broad-based  funding 

FOR  A SOCIAL  NEED 

Paul  R.  Langevin,  Jr 


The  funding 
solution  for 
charity  care 
should  be 
founded  on 
spreading  the 
burden  across 
the  broad 
consensus  in 
lirest 
way  possible. 


Now  that  the 
campaign  hustings 
are  behind  us,  the 
New  Jersey  Legis- 
lature must  deal 
with  one  of  the  most 
urgent  issues  to  con- 
front lawmakers:  an 
agreement  on  a per- 
manent funding 
source  for  charity 
care. 

Charity  care  is  the 
program  of  state  re- 
the  fairest  imbursement  of  hos- 

pitals for  the  care  of 
the  uninsured  in 
New  Jersey — de- 

fined by  demographers  as  the  working  poor  without 
health  insurance.  Among  New  Jersey’s  8 million  res- 
idents are  1.1  million  people,  including  a quarter  of 
a million  children,  in  this  category.  They  are  working 
people  whose  employers  do  not  provide  health 
insurance,  whose  age  or  incomes  disqualify  them  for 
Medicare  and  Medicaid,  or  who  cannot  afford  their 
own  coverage  because  their  incomes  are  small. 

In  principle,  charity  care  has  overwhelming  pub- 
lic support.  A 1996  Eagleton  Institute  Poll  reported 
that  84  percent  of  New  Jerseyans  support  establish- 
ing a permanent  source  of  charity  care  funding. 
There  is  far  less  consensus  on  what  the  source 
should  be,  and  finding  one  is  the  present  challenge. 

Since  1993,  New  Jersey  has  tapped  surpluses  in 
the  State  Unemployment  Insurance  Trust  Fund  to 
pay  for  the  program.  The  authority  to  divert  unem- 
ployment funds  into  the  Uncompensated  Care  Trust 
Fund,  which  pays  for  charity  care,  expires  December 
31,  1997. 

Charity  care  funding  has  a long,  changing  history 
that  in  the  interest  of  sound  public  policy  needs  to  be 


settled  in  a way  that 
will  give  it  perma- 
nence. No  one  wants  to 
revisit  1995,  when 
charity  care  funding 
last  expired.  Back  then 
it  took  four  months  to 
extend  the  unemploy- 
ment fund  surplus 
diversion  for  two  more 
years.  In  the  interim, 
hospital  finances  were 
in  an  upheaval  and  the 
last  resort  care  for  the  uninsured  was  in  jeopardy. 

From  that  experience,  we  know  that  charity  care 
is  not  an  easy  issue,  but  we  also  know  it  is  one  that 
must  be  solved,  and  soon.  The  solution  will  measure 
the  state’s  well-established  commitment  to  the  hard- 
working, but  needy,  charity  care  population. 

Equally  important,  the  solution  should  be  a long- 
term answer  that  will  be  fair,  broad  based,  and 
designed  to  avoid  adding  further  stress  to  the  cost  of 
paying  for  health  coverage  for  those  who  do  receive 
it  from  private  employers  or  public  programs. 

The  New  Jersey  HMO  Association  believes  the 
solution  should  be  based  on  this  overriding  princi- 
ple: New  Jersey  public  policy  has  long  recognized 
and  established  that  charity  care  is  an  essential  ben- 
efit to  be  provided  to  those  in  need  because  it  has 
been  accepted  as  a broad-based  social  responsibility 
of  the  state  and  its  people. 

The  solution  has  to  recognize  that  pressures  and 
controls  on  health  care  spending  and,  consequently, 
on  the  revenues  of  health  care  providers  like  hospi- 
tals are  a reaction  to  the  double  digit  inflation  in 
health  care  of  the  late  1980s  and  early  1990s  that 
sent  the  costs  of  health  insurance  and  health  care  on 
an  out-of-control  upward  spiral. 


Paul  R.  Langevin,  Jr 
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Commercial  insurers  and  managed  care  organiza- 
tions take  the  brunt  of  criticism  for  belt-tightening 
controls,  but  the  demand  for  zero  increases  in  health 
insurance  premiums  or  even  for  price  reductions 
comes  from  other  significant  health  care  payers.  Self- 
funded  employer  and  union-sponsored  plans  operat- 
ing not  under  state  regulation  but  under  federal 
jurisdiction  and  big  government  Medicare  and 
Medicaid  programs  maintain  steady  pressure  on 
providers  to  hold  costs  in  check. 

So  any  suggestion  that  charity  care  should  be 
funded  by  passing  the  cost  on  to  commercial  insur- 
ance plans  or  managed  care 
plans  like  HMOs  should  be 
rejected.  These  regulations 
would  omit  more  than  one-half 
of  the  state’s  population  receiv- 
ing health  coverage  from 
employer  self-funded  plans  or 
from  government  insurance 
programs  like  Medicare  from 
sharing  the  burden. 

If  the  need  is  to  maintain  the 
present  $300  million  funding 
for  charity  care  and  to  fund  the 
additional  $70  million  the  state 
spends  for  the  Special  Hospital  Relief  Fund — and 
most  experts  agree  this  is  the  base  funding  that  must 
be  re-authorized — then  this  is  what  would  happen  to 
HMO  coverage  costs  if  the  entire  burden  was  placed 
on  commercial  HMO  customers  in  New  Jersey. 
There  are  1,750,000  commercial  HMO  customers  in 
the  state.  Shifting  the  entire  $370  million  burden  to 
them  would  increase  their  annual  premiums  by 
about  $211  each. 

A premium  increase  of  this  magnitude  would  like- 
ly encourage  or  force  employers  to  remove  health 
benefits,  to  reduce  health  benefits,  or  to  require 
employees  to  pay  for  some  or  all  of  the  increase. 
Furthermore,  taxing  only  commercial  insurers  or 
managed  care  plans  would  encourage  employers  to 
cross  over  into  self-funded  plans  that  are  exempt 
from  state  regulation. 

In  the  end  and  probably  very  quickly,  this 
approach  would  increase  rather  than  decrease  the 


number  of  uninsured  persons,  in  turn  increasing  the 
amount  needed  for  charity  care  in  a descending  spi- 
ral of  failure.  It  would  serve  only  to  reduce  the  base 
of  funding  for  charity  care  and  take  us  back  to  where 
we  started  in  1980  with  a small  and  narrowing  fiscal 
foundation  for  a recognized  worthy  societal  good. 

The  bottom  line  is  that  the  cost  of  a solution 
aimed  exclusively  at  health  care  providers  or  at 
health  care  payers  ultimately  will  be  passed  along  to 
the  public  in  higher  costs  for  care,  coverage,  or  both. 

Alternatively,  there  are  those  who  advocate 
increasing  so-called  sin  taxes,  the  public  levies  on 
products  that  are  linked  to  dis- 
ease like  tobacco  and  alcohol. 
But  every  projection  of  revenue 
from  sin  tax  increases  at  levels 
the  public  would  tolerate,  fall  far 
short  of  the  identified  need  for 
$370  million  a year. 


What  then  should  be  the 
answer?  Remember  the  principle 
stated  earlier:  New  Jersey  public 
policy  has  long  recognized  and 
established  that  charity  care  is  an 
essential  benefit  to  be  provided  to 
those  in  need  because  it  has  been  accepted  as  a 
broad-based  social  responsibility  of  the  state  and  its 
people. 

That  being  so,  charity  care  is  a public  benefit 
whose  cost  should  be  shared  by  all.  This  approach 
would  broaden  the  funding  base,  would  end  the 
debate  about  which  health  care  payers  are  causing 
cost  shifting,  and  would  diminish  the  effect  of  geog- 
raphy on  the  pricing  of  health  provider  products. 

The  toughest  challenge  in  public  policy  is  to  find 
equitable  means  to  raise  and  to  allocate  funds  for 
public  service  programs  with  broad  popular  support. 
With  an  overwhelming  majority  of  New  Jerseyans  in 
agreement  that  charity  care  is  one  such  program,  the 
funding  solution  should  be  founded  on  spreading 
the  burden  across  that  broad  consensus  in  the  fairest 
way  possible. 

Mr  Langevin  is  president  of  the  New  Jersey 

HMO  Association,  in  Trenton.  mn 
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Catching  the  wave: 
Diagnosing  heart  disease 


The  leading  killer  in  this 
country  is  coronary  artery  dis- 
ease (CAD),  which  strikes  one  in 
three  Americans.  As  with  many 
diseases,  early  detection  is  cru- 
cial to  successful  treatment,  but 
until  recently  the  most  accurate 
diagnostic  techniques  were  inva- 
sive, painful,  and  expensive. 

A new  computer-based  math- 
ematical technique,  wavelet 
analyses,  is  turning  the  non- 
invasive  and  economical  electro- 
cardiogram (ECG)  into  a tool  for 
definitive  diagnosis;  at  the  same 
time  it  is  providing  swifter  and 
more  accurate  diagnosis  of  other 
heart  diseases. 

While  conventional  tech- 
niques such  as  physical  exami- 
nations, medical  histories,  visual 
inspection  of  ECGs,  and  ultra- 
sound echocardiograms  are  used 
extensively  to  diagnose  CAD, 
these  techniques  often  give 
ambiguous  answers.  For  defini- 
tive diagnosis,  cardiologists  have 
relied  on  invasive  techniques, 
such  as  the  injection  of  radioac- 
tive thallium  (followed  by 
radioisotope  imaging  of  the 
blood  flow  in  the  heart),  or  car- 
diac catheterization.  The  latter 
involves  threading  a catheter 
from  the  arm  into  the  heart  and 
releasing  a radio-opaque  sub- 


stance, allowing  observations 
with  x-rays.  Both  invasive  meth- 
ods are  expensive  and  catheteri- 
zation is  painful  and  has  a finite 
risk. 

But  cardiologists  have  long 
known  that  the  partially  blocked 
arteries  of  CAD  produce  turbu- 
lence in  the  blood  flow,  creating 
high-pitched  sounds  audible 
with  a stethoscope  and  visible  on 
ECGs.  The  prob- 
lem with  using 
them  for  diagnosis 
is  that  the  ECG  is  a 
noisy  signal  and 
distinguishing  false 
positives  from  real 
ones  is  tricky.  Since 
a definite  diagnosis 
of  CAD  may  lead  to 
a recommendation 
for  surgery,  physicians  want  a 
clear  quantitative  measurement 
of  the  degree  of  blockage,  similar 
in  quality  to  the  images  that  can 
be  obtained  by  invasive  tech- 
niques. For  that,  computer 
analysis  of  the  ECG  is  needed. 

However,  there  are  serious 
limitations  to  the  traditional 
method  of  computer  signal 
analysis  called  Fourier  analysis. 
In  this  technique,  widely  used  in 
electronic  engineering  as  well  as 
in  physics  and  biology  research, 


Eric  J.  Lemer 

a complex  signal  is  broken  down 
into  its  frequency  components. 
(The  human  ear  uses  this  same 
technique,  in  mechanical  form, 
to  break  down  sounds  into  dif- 
ferent frequencies.)  The  tech- 
nique is  highly  effective  for  sig- 
nals that  are  relatively  stable — 
that  is  with  frequency  compo- 
nents that  stay  the  same  for  long 
periods  compared  with  the  cycle 


time  of  the  lowest  frequency 
component.  But  ECGs,  like 
many  biological  signals,  are  not 
stable — as  the  heart  beats,  the 
frequency  components  shift 
rapidly.  By  reducing  the  sam- 
pling time  to  get  a semi-stable 
segment,  frequency  resolution  is 
lost,  rendering  the  method  near- 
ly useless.  For  example,  in  an 
ECG,  the  part  of  the  wave  that  is 
most  indicative  of  turbulence 
may  last  only  a dozen  cycles  of 
the  highest  frequency  compo- 
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nent,  making  analysis  difficult  at 
best. 

Wavelets  to  the  rescue.  The 
alternative  to  Fourier  analysis  is 
wavelet  analysis.  Here  the  sig- 
nals are  broken  down  into  varia- 
tions of  a single  prototype  wave- 
form, which  is  limited  in  time. 
This  initial  waveform,  custom 
selected  for  the  particular  job,  is 
termed  the  mother  wavelet  or 
analyzing  wavelet.  For  ECG  anal- 
ysis, for  example,  this  might  be  a 
typical  single  beat  waveform,  or 
even  a section  of  such  a wave- 
form. It  is  expanded  or  constrict- 
ed and  shifted  in  time  to  make 
up  the  various  components  of 
the  signal,  and  each  component 
is  multiplied  by  a given  constant 
to  match  the  complete  signal, 
when  the  components  are  added 
together. 

The  advantage  of  wavelet 
analysis  is  that  it  retains  both 
time  resolution  and  frequency 
resolution  simultaneously.  Time 
resolution  is  particularly  sharp  at 
high  frequencies. 

In  analyzing  the  ECG  to 
search  for  signs  of  artery  con- 


striction, cardiologists  focus 
on  the  part  of  the  diastolic 
stroke,  when  blood  flow  is  at 
a maximum,  maximizing  tur- 
bulence. At  the  same  time, 
there  are  no  valve  sounds  to 
mask  the  signal.  Once  this 
stretch  of  sound  is  analyzed 
over  many  heartbeats  into  its 
wavelet  components,  healthy 
and  diseased  hearts  can  be 
distinguished  using  a second 
step  of  fractal  analysis. 

Turbulence,  like  may  other 
physical  processes,  is  known  to 
be  a fractal  process,  one  that 
looks  the  same  at  different 
scales.  Mathematically,  this 
means  that  the  energy  of  turbu- 
lence at  various  frequencies  is 
proportional  to  the  frequency 
raised  to  a given  (fractional) 
exponent.  This  relationship 
thus  becomes  a signature  for  tur- 
bulence and  a way  of  detecting 
it,  and  the  constriction  that  caus- 
es it. 

In  fractal  wavelet  analysis,  the 
statistical  variance  of  a wavelet 
component  is  a measure  of  the 
amount  of  energy  at  a given  fre- 
quency in  the  turbulent  flow. 
When  the  variance  is  plotted 
against  the  duration  of  the 
wavelet,  a measure  of  frequency, 
healthy  hearts  and  diseased 
hearts  show  plots  with  different 
slopes.  Roughly  speaking,  the 
variance,  and  thus,  the  energy 
drops  as  the  inverse  square  of  the 
frequency  for  healthy  hearts  and 
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only  as  the  inverse  of  the  fre- 
quency for  constricted  arteries. 

Such  wavelet-fractal  analysis 
thus  appears  to  provide  a clear- 
cut  quantitative  measurement  of 
CAD  that  eventually  may  prove 
as  definite  as  invasive  tech- 
niques, but  without  their  pain  or 
expense. 


I 
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Monitoring  PVC.  Wavelet 
analysis  has  proved  useful  in  | ( 
other  aspects  of  cardiology.  For  • [ 
example,  premature  ventricular  | J 
contractions  (PVC)  may  be  an  , 
early  sign  of  processes  leading  to  , 
ventricular  fibrillation  and  acute 
heart  attack.  While  PVCs  are 
obvious  on  ECGs,  they  can  be  • 
relatively  rare,  so  an  automated 
way  of  monitoring  them  is  desir- 
able. Such  continuous  monitor- 
ing becomes  critically  important 
in  patients  just  recovering  from 
coronary  surgery. 

Here,  the  ability  of  wavelet 
analysis  to  resolve  both  time  and  j 
frequency  is  ideally  suited  to 
detecting  irregular  heat  beats. 


Indeed  wavelet  analysis  is 
finding  broad  applications  in 
many  fields  of  medicine  outside 
cardiology,  such  as  the  monitor- 
ing of  fetal  breathing,  detection 
of  breast  cancer,  enhancement  of 
medical  images,  and  the  im- 
provement of  digital  hearing 
aids.  As  more  physicians  are 
trained  in  using  such  analytical 
tools,  wavelets  will  become  as 
routine  in  analyzing  medical  sig- 
nals as  Fourier  analysis  is  FW 
for  man-made  signals.  ■■■■ 
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f.  Rowe  Price  Summit  Funds 


THE  ROAD  TO  HIGHER  YIELDS 
: IS  PAVED  WITH  LOWER  EXPENSES 


T.  Rowe  Price 
Summit  Funds 

Give  your  money  more  earning 
>r  { power  with  Summit  Funds:  six 
,r  no-load,  tax-exempt,  and  taxable 
bond  and  money  market  funds 
that  offer  investors  an  opportu- 
nity to  earn  more. 

High  yields  and 
lower  expenses 
e A $25,000  minimum  initial 

j investment  per  fund  is  the  rea- 
son you  pay  less  in  expenses. 
Summit  Funds'  higher  account 
balances  help  us  manage  more 
t cost-effectively  and  keep  fees 

low.  In  fact,  Summit  Funds'  fees 
are  substantially  lower  than  the 
average  cost  of  comparable  fixed 
income  mutual  funds*  All 
things  being  equal,  lower 
expenses  can  provide  higher 
yields  and  help  you  keep  more 
of  what  your  money  earns.  Of 
course,  yield  and  share  price  will 
fluctuate  with  interest  rate 
changes.  Past  performance  can- 
not guarantee  future  results. 

Free  checkwriting.**  No  sales 
charges  of  any  kind. 


SUMMIT 
INCOME  FUNDS 


SUMMIT  _ 
CASH  RESERVES’!! 


Current  7-day  yield  as  of  10/8/97: 

5.25% 

Objective:  Preserve  capital  and 
provide  liquidity 
Invests  in:  High-quality 

money  market  securities 


SUMMIT 

LIMITED-TERM  BOND 


Current  30-day  yield  as  of  9/21/97: 

6.23% 

AVERAGE  ANNUAL  RETURNS ;t 
l-year:  7.64% 

Since  inception  (10/29/93):  4.56% 
Objective:  High  level  of  current  income 
Invests  in:  Investment-grade 
corporate  bonds 


SUMMIT 

GNMA 


Current  30-day  yield  as  of  9/21/97: 

6.65% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  9.98% 

Since  inception  (10/29/93):  6.68% 
Objective:  Highest  possible 
current  income 

Invests  in:  High-quality,  government 
mortgage-backed  securities 


SUMMIT 

MUNICIPAL  FUNDS 

All  exempt  from  federal  income  taxes*** 


SUMMIT  MUNICIPAL 
MONEY  MARKETTt 


Current  7-day  yield  as  of  10/8/97: 

3.35% 

Objective:  Capital  preservation 
and  liquidity 

Invests  in:  High-quality  municipal 
money  market  securities 


SUMMIT 

MUNICIPAL  INTERMEDIATE 


Tax-equivalent  yield  36%  tax  rate: 

6.70% 

Current  30-day  yield  as  of  9/21/97: 

4.29% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  8.31% 

Since  inception  (10/29/93):  6.07% 
Objective:  High  income 
Invests  in:  Investment-grade  municipals 


SUMMIT 

MUNICIPAL  INCOME 


Tax-equivalent  yield  36%  tax  rate: 

7.91% 

Current  30-day  yield  as  of  9/21/97: 

5.06% 

AVERAGE  ANNUAL  RETURNS:* 
l-year:  10.79% 

Since  inception  (10/29/93):  6.61% 
Objective:  Highest  possible  income 
Invests  in:  Long-term,  investment-grade 
municipals 


Call  24  hours  for  a free 
report  and  prospectus 

1-800-541-5327 


verage  annual  returns  are  for  the  periods  ended  9/30/97  and  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  return  and  principal  value 
tf,  I vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase. 

Higures  are  for  Taxable  Money  Market,  Short-Term  Corporate,  GNMA,  Municipal  Money  Market,  Municipal  Intermediate,  and  Municipal  General  Bond  Fund  categories,  respectively,  as  of 
It  >0/97.  Source:  Upper  Analytical  Services,  Inc.  * * $500  minimum.  ***Some  income  may  be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax. 
f jIThese  funds  are  neither  insured  nor  guaranteed  by  the  U.S.  government,  and  there  is  no  assurance  that  they  will  be  able  to  maintain  a stable  $ 1 .00  net  asset  value. 

I id  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. si:mo389S7 


Invest  With  Confidence 3 

T.RoweRice 
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Dermatological  Soc.  Mtg. 

November  11, 1997 
Location  to  be  announced 
AMNJ,  609/275-1911 

Issues  in  Ob/Gyn 

November  13-15, 1997 
Walt  Disney  World,  Florida 
UMDNJ,  732/235-7430 

General  Internal  Medicine 

November  18, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Interhospital  Endocrine  Rounds 

Nov.  12, 19, 26,1997 
University  Hospital,  Newark 
973/982-6170 

Infectious  Disease  Mtg. 

November  14, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Cancer  Symposium 

November  1 8, 1997 
Jersey  Shore  Med.  Ctr.,  Neptune 
908/776-4420 

Medical  Grand  Rounds 

Nov.  12, 19, 26,1997 
VA  Medical  Center,  East  Orange 
973/982-6170 

Cancer  Pain  Management 

November  15, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Society  of  Anesthesiologists 

November  1 8, 1 997 
Forsgate  Country  Club,  Jamesburg 
609/275-0083 

Head  and  Neck  Oncology 

November  12, 1997 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Society  of  Pathologists 

November  1 5, 1 997 
UMDNJ-RWJ  Med.  Sch.,  Piscataway 
AMNJ,  609/275-1911 

CME  Update  1997 

Novemoer  1 8, 1 997 
MSNJ  Headquarters,  Lawrenceville 
609/896-1766 

Child  Sexual  Abuse/Neglect 

November  1 2, 1 997 
Union  Hospital,  Union 
AMNJ,  609/275-1911 

Dermatology  2000 

November  1 2, 1 997 
UMDNJ,  New  Brunswick 
732/235-7430 

r “ n 

Have  you  recently  moved? 

Please  notify  us  of 
your  address  change. 

Head  and  Neck  Oncology 

November  12, 1997 
The  Manor,  West  Orange 

Name: 

New  address: 

AMNJ,  609/275-1911 

Neuropsychiatric  & 
Psychosocial  Aspects 
of  HIV/AIDS 

November  1 2, 1 997 
Clara  Maass  Medical  Center,  Belleville 
AMNJ,  609/275-1911 

Society  of  Surgeons 

November  12, 1997 
Beth  Israel  Medical  Center,  Newark 
AMNJ,  609/275-1911 

City  State 

Zip 

Please  send  to: 

New  Jersey  MEDICINE 

2 Princess  Road 
Lawrenceville  NJ  08648 
FAX  609/896-1 368 
e-mail  info@MSNJ.org 

L - ...  J 
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MCP*Hahnemann  School  of  Medicine 


Department  of  Medicine  Grand  Rounds 

Wednesdays,  8:30  to  9:30  a.m. 

Alumni  Hall,  2nd  Floor,  College  Building,  Allegheny  University  of  the  Health  Sciences,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Medical  Education  at  215-762-8263. 


OFFICE  MANAGEMENT  OF  ORTHOPAEDICS 
FOR  PRIMARY  CARE  PHYSICIANS: 

A Monthly  Series 

Saturday  mornings:  8 a.m.-ll  a.m. 

Program  Director:  Brian  J.  Sennett,  M.D. 

SATURDAY,  DECEMBER  13,  1997 
TOTAL  JOINT  REPLACEMENT 

Registration  & Coffee:  7:45  a.m. 

MCP  ♦ Hahnemann  School  of  Medicine  Faculty 

Total  Hip  Replacement  Total  Knee  Replacement 

Arnold  T.  Berman,  M.D.  Craig  Israelite,  M.D. 

Professor  of  Orthopaedic  Surgery  Assistant  Professor  of  Orthopaedic  Surgery 

Total  Joint  Replacement  for  Tumors  and  Related  Conditions 
Stephen  M.  Horowitz,  M.D. 

Professor  of  Orthopaedic  Surgery 


Upcoming  Programs  for  1998  • Mark  Your  Calendar: 

January  10— Office  Management  of  Common  Foot  and  Ankle  Disorders 

Location:  Allegheny  University  of  the  Health  Sciences 

College  Building,  2nd  Floor,  Alumni  Hall 
15th  Street  Entrance  between  Vine  and  Race 


Credits:  3.0  Category  I AMA,  Category  2A  AOA,  AAFP  Prescribed  Credits 

Participants:  All  primary  care  clinicians,  including  Family  Practice  Physicians,  General  Practice  Physi- 

cians, Pediatricians,  Internists,  Emergency  Medicine  Physicians,  Residents,  Physician  As- 
sistants, Nurse  Practitioners,  and  any  other  interested  health  care  professionals 

Parking:  Reduced  rate  available  in  the  Allegheny  University  Hospitals,  Hahnemann  Parking  Garage 

located  on  Wood  Street  between  15th  and  Broad. 


• For  information  or  to  register  call  the  Office  of  CME  at  215-762-8263,  #2  • 
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Diagnosis  & Management 
of  HIV/AIDS 

November  1 9, 1 997 
Rahway  Hospital,  Rahway 
MW,  609/275-1911 

Endocrinology  Visiting 
Professor  Lecture 

December  3, 1 997 
VA  Medical  Center,  East  Orange 
973/676-1000x1311 

Type  II  Diabetes 
Management 

December  6, 1 997 
Woodbridge  Hilton,  Iselin 
MW,  609/275-1911 

Elder  Mistreatment 

November  1 9, 1 997 
Warren  Hospital,  Phillipsburg 
MW,  609/275-1911 

Frontiers  in  Bio  Medicine 

December  3, 1997 
Quest  Diagnostics,  Teterboro 
MW,  609/275-1911 

Dermatological  Society 

December  9, 1 997 
Location  to  be  announced 
MW,  609/275-1911 

Premature  Death 

November  19, 1997 
Health  & Agriculture  Bldg.,  Trenton 
MW,  609/275-1911 

Tumor  Board  Conference 

December  3, 1 997 
Hyatt  Regency,  New  Brunswick 
AMNJ,  609/275-1911 

Child  Sexual  Abuse/Neglect 

December  10, 1997 
Rahway  Hospital,  Rahway 
AMNJ,  609/275-1911 

Effects  of  Terrorism 
and  Torture 

November  20, 1 997 
Hackensack  Univ.  Ctr.,  Hackensack 
MW,  609/275-1911 

Successful 

Aging 

December  3, 1 997 
Health  & Agriculture  Bldg.,  Trenton 
MW,  609/275-1911 

Pulmonary 

Medicine 

December  13, 1997 
Deborah  Heart  & Lung,  Browns  Mills 
AMNJ,  609/275-1911 

Renal  Artery  Stenosis 

November  20, 1 997 
St.  Barnabas  Medical  Center,  Livingston 
973/533-5822 

interhospital  Endocrine  Rounds 

Dec.  3,10,17, 24,31,1997 
University  Hospital,  Newark 
973/982-6170 

Tuberculosis 

December  16, 1997 
Jersey  Shore  Med.  Ctr.,  Neptune 
908/776-4420 

Cardiovascular  Diseases 
Update 

November  22, 1997 
UMDNJ,  New  Brunswick 
732/235-7430 

Medical 
Grand  Rounds 

Dec.  3,10,17,  24,31,1997 
VA  Medical  Center,  East  Orange 
973/982-6170 

Nosocomial 
HIV  Infection 

December  1 6, 1 997 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Management  of  Hyperlipidemia 

December  2, 1997 
Jersey  Shore  Med.  Ctr.,  Neptune 
908/776-4420 

Psychotherapy  for  Children 

December  4, 1 997 
Barnert  Hospital,  Paterson 
201/977-6600 

Nosocomial  HIV  Infection 

December  1 7, 1 997 
Warren  Hospital,  Phillipsburg 
MW,  609/275-1911 

Elder 

Mistreatment 

December  3, 1 997 
Union  Hospital,  Union 
MW,  609/275-1911 

Update  in  Gastroenterology, 
Hepatology  & Nutrition 

December  5-6, 1997 
Columbia  University,  NYC 
212/781-5990 

Radiological  Society 
Meeting 

December  18, 1997 
UMDNJ-New  Jersey  Medical  School 
973/676-1000 
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You  take  care  of  your  patients.  We’ll  take 
care  of  the  health  of  your  practice.  Our  group 
of  health  care  accounting  specialists  provides 
the  medical  community  with  the  right  type 
of  analysis  and  counseling  to  be  successful. 

Since  we’re 
dedicated  to 
increasing 
your  prof- 
itability, never 
simply  report- 
ing it,  we’ll  see 
to  it  that  your  practice  stays  healthy  for 
many  years  to  come.  To  experience 
our  unique  approach,  please  call  Ira  S. 

Rosenbloom,  Managing  Director, 
at  201-882-1100. 

O^jjPMintz  Rosenfeld  & Company  LLC 

Profitability  Consultants  • Certified  Public  Accountants 
60  Route  46  East,  Fairfield,  NJ  07004 
Tel:  201-882- 1 100  Fax:  201-882- 1560 

OUR  FOCUS  IS  YOUR  SUCCESS. 


1 RACTICE 

Good  Financial 
Medicine. 


ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 

Nov.  14-16,  1997  440  W.  57th  St,  NYC  (between  9 & 10  Ave.) 

Dec.  12-14,  1997  212-581-8100  Hotel  during  meetings 

In  addition  to  holding  7-8  seminars  & workshops  per  year,  the 
International  College  of  Acupunture  & Electro-Therapeutics  or- 
ganizes an  Annual  International  Symposium  every  October  at  the 
School  of  International  Affairs,  Columbia  University,  NYC  and 
publishes  Acupuncture  & Electro-Therapeutics  Research,  The  In- 
ternational Journal  quarterly,  through  Cognizant  Communications 
and  is  listed  by  15  major  international  indexing  periodicals  (Index 
Medians,  Current  Content,  Excerpta  Medica,  etc.),  is  recognized  as 
a major  leading  journal  in  the  field.  The  most  prestigious  and  interna- 
tionally recognized,  “Fellow  of  the  International  College”  (F.I.C.A.E.) 
will  be  awarded  to  members  of  the  College  who  present  a minimum 
of  2 original  research  papers  during  the  annual  International  Sym- 
posium and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the 
latest  theories  and  techniques  of  manual  & electro-acupuncture,  TENS 
& simple  non-invasive  diagnostic  methods  (including  cardiovascular, 
neuro-muscular,  central  nervous  systems  & Bi-Digital  O-Ring  Test). 
For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE, 
800  Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax 
212-923-2279  or  Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra 
Beckman,  MA,  212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement 
for  the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for 
AMA/CME  Category  I credit.  MSSNY  designates  this  CME  activity 
for  AMA/CME  Category  I credits  toward  Physician  Recognition 
Award. 


■\ 


Lowest  Premiums  for  Quality 
Malpractice  Insurance 


The  Joseph  A.  Britton  Agency  can  help  make  it  happen.  If  you  are  a preferred  risk1,  you  can  qualify 
for  preferred  rates2.  Compare  these  annual  premiums  at  occurrence  limits  of  $l,000,000/$3,000,000: 

• anesthesiologists  $ 9,524  • occupational  medicine  $ 2,771 

• general  surgeons  $18,453  • plastic  surgeons  $18,453 

• internists  $ 5,331  • psychiatrists  w/ect  $ 2,937 

• ob-gyns  $34,068  • urologists  $11,993 

With  over  25  years  of  experience,  the  Britton  Agency  has  proven  exceptional  in  packaging  malpractice 
insurance.  Our  professional  staff  and  size  assure  you  the  benefits  of  specialized,  personal  service  while 
offering  you  insurance  at  the  lowest  cost. 

Call  today  for  a free  consultation.  Start  saving  tomorrow. 


Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 

Underwriting  approval  required.  zMay  need  groups  of  3 or  more  depending  on  specialty. 
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STATEMENT  OF  OWNERSHIP,  MANAGEMENT, 
AND  CIRCULATION 


(Required  by  39  U.S.C.  3685) 

1 A.  Title  of  Publication:  New  Jersey  Medicine,  the  Journal  of  the  Medical  Society  of  New  Jersey. 

IB.  Publication  No.:  0885842X. 

2.  Date  of  Filing:  September  22,  1997. 

3.  Frequency  of  Issue:  Monthly. 

3A.  No.  of  Issues  Published  Annually:  12. 

3B.  Annual  Subscription  Price:  $50. 

4.  Complete  Mailing  Address  of  Known  Office  of  Publication:  2 Princess  Road,  Lawrenceville,  Mercer 
County,  NJ  08648. 

5.  Complete  Mailing  Address  of  the  Headquarters  of  General  Business  Office  of  the  Publisher:  2 Princess 
Road,  Lawrenceville,  Mercer  County,  NJ  08648. 

6.  Names  and  addresses  of  publisher,  editor,  and  managing  editor:  Publisher:  Medical  Society  of  New 
Jersey,  2 Princess  Road,  Lawrenceville,  NJ  08648.  Editor:  Howard  D.  Slobodien,  MD,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  Managing  Editor:  Geraldine  R.  Hutner,  2 Princess  Road,  Lawrenceville,  NJ  08648. 

7.  Owner  (If  owned  by  a corporation,  its  name  and  address  must  be  stated  and  also  immediately 
thereunder  the  names  and  addresses  of  stockholders  owning  or  holding  1 percent  or  more  of  total  amount 
of  stock.  If  not  owned  by  a corporation,  the  names  and  addresses  of  the  individual  owners  must  be 
given.  If  owned  by  a partnership  or  other  unincorporated  firm,  its  name  and  address,  as  well  as  that 
of  each  individual  must  be  given.  If  the  publication  is  published  by  a nonprofit  organization,  its  name 
and  address  must  be  stated.):  Medical  Society  of  New  Jersey,  2 Princess  Road,  Lawrenceville,  NJ  08648. 

8.  Known  bondholders,  mortgagees,  and  other  security  holders  owning  or  holding  1 percent  or  more 
of  total  amount  of  bonds,  mortgages,  or  other  securities:  None  (a  nonprofit  corporation  of  New  Jersey). 

9.  For  completion  by  nonprofit  organizations  authorized  to  mail  at  special  rates  (DMM  Section  423.12 
only).  The  purpose,  function,  and  nonprofit  status  of  this  organization  and  the  exempt  status  for  federal 
income  tax  purposes  have  not  changed  during  preceding  12  months. 

10.  Extent  and  nature  of  circulation: 


Actual 
no.  copies 

Average 

of  single 

no.  copies 

issue 

each  issue 

published 

during 

nearest 

preceding 

to  filing 

Extent  and  nature  of  circulation 

12  months 

date 

A. 

Total  no.  copies  (net  press  run) 

1 1 ,200 

10,250 

B. 

Paid  and/or  requested  circulation 

1.  Sales  through  dealers  and  carriers,  street  vendors,  and 

counter  sales 

— 

— 

2.  Mail  subscription  (paid  and/or  requested) 

10,064 

9,898 

C. 

Total  paid  and/or  requested  circulation  (sum  of  10B1  and  10B2) 

10,064 

9,898 

D. 

Free  distribution  by  mail,  carrier,  or  other  means:  samples,  com- 
plimentary, and  other  free  copies 

516 

252 

E. 

Total  distribution  (sum  of  C and  D) 

10,580 

10,150 

F. 

Copies  not  distributed 

1.  Office  use,  left-over,  unaccounted,  spoiled  after  printing 

620 

100 

2.  Return  from  news  agents 

— 

G. 

Total  (sum  of  E,  FI,  and  2 should  equal  net  press  run 
shown  in  A) 

1 1,200 

10,250 

11.  I certify  that  the  statements  made  by  me  above  are  correct  and  complete. 

(signed)  Geraldine  R.  Hutner  a 
Executive  Editor 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 

| Classified  Section 

$ 1 .00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  Vi'  per  column 


CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
FAX -609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 


BOLD  HEADING  (optional) 
[limit,  20  characters  per  line) 


Requested  Category: 


Body  copy 

35  characters  per  lin' 


Classified  Section 

i Number  of  Words 

Minimum  $45  $ 

Member  Physician 

Discount— 33V3%  ($ ) 

Per  Issue  $ 

x Number  of  Issues 

. AMOUNT  DUE  $ 


Display  Ad  in  Classified  Section 


1st  Inch  = $60.00 
Add’ I W x $30.00 
Total 

Member  Physician 
Discount— 331/3% 

PER  ISSUE 

x NUMBER  OF  ISSUES 
AMOUNT  DUE 


$ 

$ 

$ 

($ ) 

$ 


$ 


ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 


NOVEMBER  1997  67 


CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


WANTED:  GOOD  DOC 

Looking  for  someone  special  to  play  on  our 
team.  F/t,  P/t  days/eves  Family/Occupational 
Medical  Center  near  Cherry  Hill.  Board 
Certified  Fam/lnt.  If  you  are  looking  for  a 
pleasant  environment  with  no  call  or  inpatient 
care,  diverse  patient  population,  comp  salary 
& mal  cov,  send  CV  to  Box  2072  Medford, 
NJ  08055. 


110  OPENINGS 
PHYSICIANS 


BC/BE  INTERNISTS— 

OCEAN  COUNTY 

Busy  four  physician  multi-specialty  group 
welcomes  CVs  from  highly  qualified  BC/BE 
internists.  Our  newly  renovated  diagnostic 
lab  and  office  is  located  in  the  Southern  New 
Jersey  shore  area.  We  offer  a competitive 
salary/benefit  package  and  group-paid  full 
coverage  malpractice  insurance.  Please 
send  CV  to:  Medical  Associates  of  Ocean 
County,  P.A.,  53  Nautilus  Drive,  Suite  F, 
Manahawkin,  NJ  08050. 


PEDIATRICIAN— ESSEX  COUNTY 

P/T,  F/T  Days  only.  Hard  working  pediatrician 
wanted  for  busy  practice  with  several  offices. 
Great  opportunity  leading  to  possible 
partnership  if  desired.  Fax  CV  to 
201-622-6443.  Attn:  Phyllis. 


RADIOLOGIST —WAYNE 

Radiologist  wanted.  Part  time.  Flexible  hours. 
Private,  full  service  office  in  Wayne.  Fax  C.V. 
to  973-942-0171. 


130  OPPORTUNITY 
WANTED 


INFECTIOUS  DISEASES 
Florham  Park  Area.  Objective  is  to  secure 
a position  as  a specialist  in  Infectious  Dis- 
eases. Board  Certified  in  Internal  Medicine. 
NJ  licensed.  Reply  to  Box  No.  136,  NEW 
JERSEY  MEDICINE,  370  Morris  Avenue, 
Trenton,  NJ  08611. 


RADIOLOGIST 


Radiologist  Available  Part  Time.  Flexible 
Hours.  Lot  of  Experience  in  General 
Radiology,  Ultrasound  and  Mammography. 
Fax  # 201-661-4709. 


300  OFFICE 
RENTALS  AND  LEASES 


EDISON 

Office  Space— Edison  Medi-Plex  Building 
opposite  J.F.K.  Hosp.  Fully  equipped,  turn 
key.  Rent:  day,  half  day,  night.  (908) 
494-6300. 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/mo 
incl.  Util.— busy  medical  bldg  w/active  den- 
tal/psych/chiro  practices,  ideal  busy  location, 
perfect  for  new  or  2nd  practice.  Call 
212-476-7789  days,  215-860-8491  eves. 

MERCER  COUNTY 

Desirable  Commercial  Office  Suite  Available 
Suburban  Location,  1998.  Office  spaces 
being  built  in  Professional  Center.  Available 
1998.  Will  build  to  suit.  Any  sq.  footage  avail- 
able now.  Near  busy  intersection  with  public 
transportation  in  Ewing  Twp.,  Mercer  County. 
Respond  to:  Commercial,  16  Willis  Drive, 
Trenton,  N.J.  08628. 


MERCER  COUNTY 

Desirable  Commercial  Office  Available 
Suburban  Location.  In  professional  building. 
Approx.  1000  sq.  ft.  Price  negotiable.  Will 
modify  existing  office  to  suit  medical  special- 
ty. Near  busy  intersection  with  public  trans- 
portation in  Ewing  Twp.,  Mercer  County. 
Respond  to:  Commercial,  16  Willis  Drive, 
Trenton,  N.J.  08611. 


MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent  day,  1/2  day,  night. 
Call  201-376-8670. 


310  OFFICES  TO  SHARE 


FORT  LEE  (BERGEN  COUNTY) 

Established  15  yr.  Chiropractic  Practice— In- 
terested in  sharing  a 1600  Sq.  Ft.  spacious, 
modern  office  with  5 treatment  rooms. 
Located  in  a residential  area  of  Fort  Lee— 
5 minutes  from  G.W.B.  Turnkey  Operation. 
(201)  886-8755. 


SHORT  HILLS 

5 bedroom,  3.5  bath  Colonial  with  5-ro 
2 lavatory  office  separated  by  2-car  gar 
on  beautifully  landscaped  corner  lot.  Cer' 
Air  throughout.  Convenient  to  transportatj 
hospitals,  schools.  Owner  retired  physic: 
Asking  $725,000.  Call  973-467-2721 


MEDICAL  OFFICE 


SERVICES 


PRN  TRANSCRIBING 

Professional,  Personalized  Medical  Ti 
scribing.  Providing  fast,  accurate  and  dep 
dable  service.  Pick-up  and  delivery  provir 
to  Bergen,  Hudson,  and  Passaic  count: 
"You  can  use  us  on  a prn  basis"  Phi 
201-587-9067.  Email:  PRNTRAN 

AOL.COM. 


MEDICAL  EQUIPMEN1 
FOR  SALE 


C02  LASER 

Luxar  LX-201  CO,  Laser.  Skin  and  LA 
Handpieces.  Many  extras.  S751 
609-597-6800. 


ESC  PHOTODERM  VL  SYSTEM 

Updated  software,  light  use.  Still  un| 
manufacturer's  warranty.  $80,000.  Fi 
Center  for  Vascular  Disorders.  (9 
686-7000. 


700  BUSINESS 
OPPORTUNITIES 


DIVERSIFY  YOUR  INCOME 

Well  known  multi-million  dollar  NASDA' 
Preventative  Healthcare  Company  see 
ing  entrepreneurs,  medical  and  businet 
professionals  interested  in  increasin 
their  income.  Call:  1-800-324-5851  for  n 
corded  message. 
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I 


PHYSICIAN  UTILIZATION 
REVIEW 

Urban  Northern  NJ  community  hospital  seeks  a full-time  or 
part-time  Physician  to  serve  as  a Physician  Advisor  for 
Quality  Management  activities.  Responsibilities  include 
concurrent  utilization  review,  quality  assurance  and  med- 
ical records  coding  review.  The  qualified  candidate  will  be 
a NJ  licensed  physician  Board-certified  in  Internal  Medicine 
or  Family  Practice,  with  a minimum  of  4 years  of  utilization 
review  experience.  Excellent  clinical,  leadership  and 
communication  skills  required  as  well  as  demonstrated 
success  in  reducing  LOS.  For  confidential  consideration, 
submit  curriculum  vitae  and  salary  requirements  to:  Box  23 
Attn.  B361,  1835  Market  St.,  Philadelphia,  PA  19103.  EOE 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible 
schedules,  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 


I 


Specializing  in  the 

Business  of  Health  Care 

’hysician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  Income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramus  New  York  City 
Call  us  at  800-235-9381 


Dear  Doctor: 

^TD  W 

Yes  - It  is  Finally  here!  Looking  For  Quick  Cash  Turn 
Around  on  your  Medical  Claims  without  The  Hassle  of 
Consultants  Dealing  with  Insurance  Carriers?  Want  your  claims 
Paid  in  14  Days? 

Call  Mike  Day.  609-875-5370  OR  800-700-1659,  Code  63 
4 Shoppers  Lane,  Suite  255,  Turnersville,  NJ  08012 

WE  CAN  HELP  YOU... 

•WITH  ELECTIONIC  MEDICAL,  CLAIMS 

PROCESSING 

* Low  Cost  * Efficient  Service  * Same  Day  Claims  Pick-up 

We  work  with  your  existing  staff. 


j Here’s  what  we  are  covering  in  December  1997 

£>  Mat  person  has  effected  the  greatest  change  in  health  care  in  the 
Garden  State? 

Writer  Bill  Berlin  gets  behind  the  scenes  to  interview  Veto  Jersey  MEDICINE’S  1997 
Person  of  the  Year. 

«=>  Who  should  rebuild  the  state’s  charity  care  system? 

Len  Fishman,  commissioner  of  Health  and  Senior  Services,  offers  a solution  to  this 
pressing  social  need. 

& Is  it  necessary  to  test  pregnant  patients  for  HIV? 

Joseph  Appuzzio,  MD,  discusses  the  importance  of  screening  all  pregnant  patients  for  HIV  in  light  of 
recent  information  concerning  the  transmission  of  HIV  during  pregnancy. 

■ o Are  we  treating  osteoporosis  effectively? 

Medical  writer  Diane  Cornell  reviews  the  latest  screening  tests  and  therapies  to  address  this  disease. 

o How  strong  is  the  voice  of  international  medical  graduates? 

MSNJ  member  Paul  A.  Rossos,  MD,  comments  on  IMGs  in  New  Jersey  and  their  growing  number. 

O Tune  in  for  Mailstop,  F.Y.I.,  Newsmakers,  Editor’s  Desk,  Online  MSNJ,  and 
Calendar. 
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Be  Part 


Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 


Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 


In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 


With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 


The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


CALL  TODAY!  (800)282-1390 


70  NOVEMBER  1997 


AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 


continued  from  page  12 


Students  play  it  smart 


The  combination  of  local 
athletes  and  medical  pro- 
fessionals had  a positive 
impact  on  teens  at 
Hackensack  High  School. 
The  benefits  of  keeping 
their  bodies  and  minds 
strong  and  healthy  and 
staying  in  school  was  the 
message  New  Jersey  Nets 
team  members  and 
Hackensack  University 


[Left  to  right)  Marvin  I.  Gottlieb,  PhD,  MD, 
coach  John  Caliari,  Dennis  McGorry,  and 
Don  Stark  work  with  teens  at  Hackensack 
iigh  School. 

Medical  Center  represen- 
tatives got  across  to  the  stu- 
dents. MSNJ  member 
Marvin  I.  Gottlieb,  PhD, 
MD,  chair  of  the  Depart- 
ment of  Pediatrics,  was  one 
of  the  doctors  who  ad- 
dressed the  student  body. 
The  New  Jersey  Nets  also 
works  with  New  Jersey 
Breathes,  an  independent 
tobacco  control  coalition 
convened  by  MSNJ,  on  var- 
ious anti-smoking  initia- 
tives. 


EARLY  BLOOD  DRAW 


Pain  control  legislation 

On  September  9,  1997, 

Governor  Whitman  signed  into 
law  bill  A- 1482.  A- 1482  permits 
the  prescribing  of  a schedule  II 
controlled  dangerous  substance, 
including  nar- 
cotics such  as 
morphine,  for  the 
use  of  a patient  in 
any  quantity  not 
to  exceed  a 30- 
day  supply,  when 
medically  indicat- 
ed for  pain  in 
patients  with  ter- 
minal illness  or 
chronic  disorders. 

The  new  law  gives  physicians 
the  prerogative  to  prescribe  con- 
trolled substances  appropriately 


for  the  adequate  treatment  of 
pain  that  cannot  be  confined  to 
120  dosage  forms.  Documen- 
tation in  the  patients  medical 
record  of  the  diagnosis  and  the 
medical  need  for 
the  prescription 
also  is  required. 

The  state  Board 
of  Medical  Exami- 
ners (BME)  also 
has  been  involved 
in  developing  reg- 
ulations to  liberal- 
ize the  manage- 
ment of  chronic 
pain.  BME  regula- 
tions, as  adopted,  will  be  printed 
in  the  New  Jersey  Register 
in  the  near  future. 
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MSNJ  HELPS  MEMBERS 
WITH  HMO  COMPLAINTS 


The  Whitman 
administration  announced 
on  September  26,  1997,  an 
agreement  with  most  of 

the  state’s 
HMOs 
requiring 
payment 
of  all 
proper 
claims 
within  60 
days.  The 
HMO 
must  pay 
the 

physician 
interest  calculated  at  a 10 
percent  annualized  rate  on 
claims  not  processed 
within  60  days.  This 
agreement  reflects 
substantial  effort  by  MSNJ 
to  prevent  payment  delays 
for  physicians. 

To  help  physicians  more  effi- 
ciently handle  HMO  complaints 
and  appeals,  MSNJ  is  offering 
free  to  its  members  the  HMO 
Complaint  Packet.  The  unique 
packet — designed  specifically 
for  MSNJ  members — will  help 
physicians  decide  when  and 
where  to  submit  formal  HMO 
complaints  and  appeals.  Also  in- 
cluded in  the  packet  is  an  HMO 
Complaint  Tracking  Form, 
which  allows  MSNJ  to  monitor 
members’  complaints  and  effec- 
tively advocate  for  improve- 
ments to  HMO  regulations  and 
state  enforcement.  To  request  a 
free  packet,  MSNJ  members  may 
FAX  (609/896-1368)  a request  to 
Karen  Monsees  at  MSNJ. 


Win  a dream  vacation  of  your  choice 

A free  vacation  could  be  yours — to 
your  choice  of  destination.  This 
year’s  first  prize  for  the  MSNJ 
Physicians’  Health  Program  1997 
Annual  Raffle  is  a $10,000  travel  gift 
certificate  toward  the  vacation  of 
choice;  a $5,000  travel  gift  certificate 
toward  the  vacation  of  choice  is  the 
second  prize.  Monies  from  the  raffle 
will  fund  members  participating  in 
MSNJ’s  Physicians’  Health  Program 
in  need  of  treatment,  living  expens- 
es, and  licensure. 

The  raffle  will  be  held  on  November  21,  1997.  You  do  not 
need  to  be  present  to  win.  The  cost  for  the  raffle  subscription 
is  $100.  For  more  information,  telephone  Linda  Pleva  at  the 
MSNJ  Physicians’  Health  Program  at  609/896-1766,  exten- 
sion 206. 


David  Canavan,  MD, 
medical  director. 
Physicians’  Health  Program 


Educational  effort 


The  Education  Award,  sponsored 
Pediatrics  (AAP)  Review  and 
Education  Program,  has  been  pre- 
sented to  MSNJ  member  Norman 
W.  Zanger,  MD.  The  award  recog- 
nizes AAP  fellows  who  have  earned 
a minimum  of  150  AAP-approved 
continuing  medical  education 
credits  over  three  consecutive 
years,  including  participation  in 
PREP  educational  programs. 
Zanger  is  affiliated  with  the 
Pediatric  Medical  Group  and  is  a 
member  of  the  AMA  and  of  the  Uni 


by  the  American  Academy  of 


County  Medical  Society. 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
‘‘How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 

SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 


Five  reasons  why 


The  number  of  insureds 

grew  by  50  percent  over  5 years 

D Physician  owned  and  directed. 

H The  only  medical  malpractice  carrier  endorsed  by  the  Medical  Society  of  New  Jersey. 

El  Consent  to  settle  — An  unconditional  clause  that  states  an  insured's  consent  must  be 
obtained  before  a claim  can  be  settled. 

□ HIV  coverage  provides  income  protection  to  eligible  insureds  at  no  additional  charge. 
“A”  (Excellent)  rating  by  A.M.  Best,  the  nation's  premier  insurance  rating  agency. 


Ml IX  members  renew  their  policies  for  these  reasons  AND  because  our  liability  representatives 
provide  prompt,  personal,  24-hour  service,  seven  days  a week.  We  understand  that  protecting 
your  assets  and  reputation  is  too  important  to  be  left  to  outsiders.  Call  us  and  find  out  why 
12,500  insureds  turn  to  MIIX  for  liability  protection. 


1-800-234-MIIX 


MEDICAL  INTER-INSURANCE  EXCHANGE 


POWERFUL 


PARTNERSH 


P S 


iiilni versity  of  Maryland 
Health  Sciences  Library-Serials 
1 1 South  Greene  St.  O 
Laltimore,  MD  21201 


UNIVERSITY  OF  MARYLAND  AT 

BALTIMORE 
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PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BIANKSTEEN 

If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 


The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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In  a quaint  New  Jersey  political 
tradition,  the  Legislature  is 
paddling  through  its  biennial 
"lame  duck"  rite.  Post-election 
sessions  afford  Senate  and 
Assembly  members  an 
opportunity  to  act  on  messages 
they  heard  on  the  campaign  trail. 
Lame  duck  sessions  also  facilitate 
needed  legislation,  with  legislators 
free  to  avoid  having  to  justify  their 
actions  readily  to  the  electorate. 

As  the  state's  health  care  community  is 
painfully  aware,  the  financing  of  charity 
care  is  a mainstay  of  the  lame  duck 
agenda.  Inner-city  hospitals  see  charity 
care  dollars  as  essential  to  survival.  To 
eliminate  the  need  to  find  a funding 
source  every  two  years,  health  policy- 
makers regularly  call  for  establishment  of 
a "permanent"  charity  funding  source. 

Backed  by  the  broad-based  New 
Jersey  Breathes  coalition,  the  Medical 
Society  of  New  Jersey  is  laboring  for  an 
increase  in  the  tobacco  tax.  A 55  cent 
per  pack  boost  in  the  state  cigarette  tax 
would  raise  about  $278  million  annually 
and — of  greater  consequence  in  MSNJ's 
view — would  deter  dozens  of  New  Jersey 
kids  every  week  from  taking  up  smoking. 

In  a tour  de  force  before  a state  charity 
care  financing  advisory  panel  on 
October  24,  Canadian  attorney  David 
T.  Sweanor  of  the  Non-smokers'  Rights 
Association  demolished  the  tobacco 
industry's  usual  arguments  against  a tax 
increase.  Mr.  Sweanor  noted  that  ciga- 
rette taxes  have  fallen,  in  inflation-adjust- 
ed dollars,  since  the  original  Surgeon 
General's  report  in  1964.  He  showed 
that  tobacco  taxes  are  a steady  and 
remarkably  predictable  source  of  govern- 


ment revenue  and  that — with  the  excep- 
tion of  an  international  smuggling  effort 
that  Canadian  officials  have  traced  to 
tobacco  company  executives — higher 
taxes  in  one  jurisdiction  do  not  lead  large 
numbers  of  smokers  to  purchase  their 
smokes  elsewhere. 

Mr.  Sweanor's  presentation  included 
data  consistently  demonstrating  that  a tax 
increase  that  raises  the  price  of  cigarettes 
1 0 percent  will  reduce  smoking  by  minors 
by  1 0 percent,  and  overall  consumption  4 
percent.  By  these  lights,  a 55-cent  in- 
crease would  save  thousands  of  New  Jer- 
seyans' lives  per  year.  The  increase  still 
would  leave  New  Jersey  with  a substan- 
tially lower  tax  rate  than  that  of  several 
other  states  and  most  Western  countries. 

The  tobacco  tax  offensive  is  joined  by 
the  New  Jersey  Division  of  the  Ameri- 
can Cancer  Society  and  other  coura- 
geous tobacco  control  advocates,  such  as 
the  GPU  firm.  Further  support  comes 
from  researchers  with  the  League  of 
Women  Voters,  who  have  shown  the 
nexus  between  tobacco  industry  political 
contributions  and  the  Legislature's  failure 
to  pass  tobacco  control  bills.  However, 
the  hospital  industry  declined,  for  obscure 
reasons,  to  become  involved  in  early  skir- 
mishing over  the  tobacco  tax. 

To  equip  consumers  with  more 
information,  state  Health  and  Se- 
nior Services  Commissioner  Len 
Fishman  (New  Jersey  MEDICINE'S 
1996  Person  of  the  Year)  recently 
released  a "report  card"  on  the 
state's  12  largest  commercial 
(non-Medicare,  non-Medicaid) 
HMOs. 

This  was  followed  up  two  weeks  later 
with  results  of  an  analysis  of  cardiac 
surgery  providers.  New  Jersey,  which 
already  leads  the  nation  with  the  strin- 
gency of  its  HMO  regulations,  now  is  in 
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the  forefront  of  releasing  outcome-related 
data,  with  additional  efforts  planned  for 
next  year. 

(MSNJ  members  may  access  a review 
of  the  report  card  at  www.msnj.org,  or 
through  their  county  medical  societies.  A 
new  MSNJ  brochure  on  patient  rights, 
suitable  for  attaching  a physician's  name, 
etc.,  and  distribution  in  waiting  rooms,  is 
available  to  members  by  calling 
609/896-1766,  extension  258.) 

New  Jersey  also  attracted 
attention  in  State  Health  Notes, 
the  newsletter  of  the  Intergovern- 
mental Health  Policy  Project  in 
Washington,  DC.  A lead  story  on 
legislation  requiring  HMOs  and 
insurers  to  pay  for  bone  marrow 
transplants  and  other  supposedly 
experimental  treatments  cited  the 
work  of  Assemblyman  Neil  M. 
Cohen  (D-Elizabeth),  Assembly- 
woman Rose  Heck  (R-Lodi),  and 
Commission  on  Cancer  Research 
executive  director  Ann  Marie  Hill. 

Earlier  this  fall,  Ms.  Heck  warned  the 
payers  to  expand  benefits  or  face  a new 
legislative  mandate.  Mr.  Cohen  respond- 
ed to  a friend's  plight  by  authoring  legis- 
lation that  now  gives  consumers  an  option 
to  purchase  bone  marrow  transplant  cov- 
erage for  a higher  premium  fee. 

Access  to  care  is  faltering  in  the  eyes  of 
consumers,  reports  the  Center  for 
Health  System  Change,  another 
Washington  policy  shop.  In  a Community 
Tracking  Study  survey,  one-fourth  of 
respondents  noted  a decline  in  access 
over  the  past  three  years,  while  one- 
eighth  cited  an  improvement. 

Faithful  readers  may  recall  that 
Newark  is  1 of  1 2 tracking  study  sites; 
the  city  by  the  bay  produced  the  second 


worst  results.  Results  nationwide  were 
especially  bad  among  the  poor  and 
Hispanic,  but  good  among  the  elderly. 

Nursing  homes  seldom  receive 
the  attention  they  deserve  from 
policymakers.  New  Jersey  offi- 
cials are  rectifying  this  oversight 
with  two  initiatives.  The  Nursing 
Home  Quality  Partnership  Project 
seeks  to  use  health  status,  or  out- 
come data,  on  each  nursing  home 
resident  to  enhance  the  facility's 
quality  improvement  program 
and  to  assess  the  facility's  perfor- 
mance. 

Under  new  legislation  nursing  homes 
certified  for  Medicaid  also  will  be  certi- 
fied for  Medicare,  with  Medicaid  serving 
as  the  payer  of  last  resort.  To  qualify  for 
the  dual  certification,  though,  nursing 
homes  must  have  at  least  7 percent 
Medicare  beds. 

Winners  in  last  month's  election 
included  MSNJ  member  Herbert 
Conaway,  Jr,  MD,  the  Burlington 
assemblyman-elect.  Dr.  Conaway 
is  a Democrat.  His  party  was 
founded  by  Thomas  Jefferson, 
who,  after  winning  the  presidency 
in  a contentious  election,  called  on 
his  countrymen  to  "unite  for  the 
common  good." 

Jefferson  urged  his  party  to  "bear  in 
mind  this  sacred  principle,  that  although 
the  will  of  the  majority  is  in  all  cases  to 
prevail,  that  will,  to  be  rightful,  must  be 
reasonable;  that  the  minority  possess  their 
equal  rights,  which  equal  laws  must  pro- 
tect, and  to  violate  which  would  be 
oppression."  Backers  of  Governor  Whit- 
man and  the  Republicans  surely  will 
honor  these  precepts.  Happy  holidays 
and  a joyous  new  year.  _____ 
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We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 


insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 
together  rank  as  the 
nation's  eleventh- 
largest  medical 


malpractice  insurer, 
with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


Protect  Your 
Office  Staff 

Competitively 
priced  workers' 
compensation 
coverage  is  now 
available  from 
Princeton  Insurance 
Company.  We  have 
provided  workers' 
compensation 
insurance  to 
New  Jersey  hospitals 
since  1982  and  more 
recently  began 
offering  the  coverage 
to  doctors'  offices 
and  small  businesses 
in  the  mid-Atlantic 
region. 

Our  workers' 
compensation  policy 
may  be  purchased 
by  itself  or  along 
with  professional 
liability  insurance. 
For  details,  please 
return  the  coupon 
below. 


How  to  Reach  Us 

746  Alexander  Road,  Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 

Visit  us  on  the  Internet  at:  http://www.pinsco.com 


! 1 

1 YES!  I would  like  more  information  about: 

^ □ Professional  liability  insurance 
I □ Workers'  compensation  insurance 


Name: 

Specialty: 
Address:  . 
City:  __ 
State,  Zip: 


Phone  Number:  (. 


Mail  to:  Princeton  Insurance  Company 

Communications  Department  - NJM 
P.O.  Box  5322,  Princeton,  NJ  08543-5322 
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Medical  Socielyol  New  Jersey 

MSNJ 


Sofia  Anthony,  MD 
Paul  W.  Armstrong,  Esq 
Richard  M.  Ball,  MD 
Stanley  S.  Bergen,  Jr,  MD 
Harry  M.  Carnes,  MD 
Gary  S.  Carter,  FACHE 
Elizabeth  G.  Christopherson 
Ellen  M.  Cosgrove,  MD 
The  Honorable  Len  Fishman 
Joseph  E.  Gonzalez,  Jr 
Paul  J.  Hirsch,  MD 
Ismail  Kazem,  MD 
Louis  L.  Keeler,  MD 
Carol  J.  Kientz,  RN 
James  R.  Knickman,  PhD 
Paul  R.  Langevin,  Jr 
George  R.  Laufenberg 
Martin  S.  Levine,  DO 
Henry  R.  Liss,  MD 
Gregg  Lubinsky,  RPh 
Ruth  B.  Mandel 
Michael  R.  McGarvey,  MD 
Julane  Miller 
Charles  M.  Moss,  MD 
Patricia  Murphy,  PhD,  RN 
Tom  O'Neill 
Fred  M.  Palace,  MD 
Mary  Todd,  DO 
William  H.  Tremayne 
F.  Kevin  Tylus 

The  Honorable  Charlotte  Vandervalk 
Joan  Verplanck 
Paul  E.  Wallner,  DO 


COUNCIL  ON  COMMUNICATIONS 


Charles  M.  Moss,  MD,  Chair 
Harry  M.  Carnes,  MD, 
Vice-Chair 

Henry  R.  Liss,  MD,  Vice-Chair 
Richard  M.  Ball,  MD 
John  P.  Capelli,  MD 
Paul  J.  Carniol,  MD 
Andrew  B.  Covit,  MD 
Anthony  Del  Gaizo,  MD 
Joseph  A.  DiLallo,  MD 
Michael  J.  Doyle,  MD 
Leigh  E.  Ende,  MD 
Steven  C.  Fiske,  MD 
Jack  Goldberg,  MD 
Daniel  P.  Greenfield,  MD,  MPH 
George  H.  Hansen,  MD 
M.  Arif  Hashmi,  MD 
Christine  E.  Haycock,  MD 
Walter  J.  Kahn,  MD 
Monroe  S.  Karetzky,  MD 
Ismail  Kazem,  MD 
Louis  L.  Keeler,  MD 
Scott  P.  Keil,  MD 
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www.caucusnj.org 

Tune  in  to  Emmy  Award- 
winning anchor  Steve  Adubato 
for  “Healthy  Aging,”  A Caucus: 
New  Jersey  special  presentation 
looking  at  a range  of  health 
issues  affecting  today’s 
mature  adults. 


II  'I  II 1 1 III  li  II I II II I 

^ Wednesday,  December  17  at  6:30  PM 


Made  possible 
by: 


«£*  MERCK 


Healthy  Aging 


Produced  by  the  Caucus  Educational  Corporation,  Rutgers-Newark,  NJN-Public  Television  and 
Thirteen/WNET.  Promotional  support  provided  by:  The  Daily  Record; 

Business  News  New  Jersey;  and  CN8,  The  COMCAST  Network. 


Tax  Court  Upholds  V.E.B.A.s 

JUNE  '97  — U.S.  Tax  Court  confirmed  deductibility  of  V.E.B.A.  contributions  saying  there 
was  "Substantial  Authority"  from  Congress  for  taxpayers  to  do  so.  The  court  disallowed 
all  penalties  and  interest  levied  by  IRS  in  the  landmark  "Prime  Case." 

Bottom  cu  The  Courts  have  emphatically 
overruled  IRS  on  V.E.B.A.S 


Line 


The  Kirwan  Companies  continue  to  offer  the  V.E.B.A.,  approved  by  IRS  10/91  (10th  time)  and 
approved  by  the  Dept,  of  Labor  and  IRS  12/94.  All  of  our  IRS  approvals  are  in  writing.  This 
Tax  Court  ruling  confirms  that  contributions  to  V.E.B.A.s  are  not  included  in  taxable  income. 


Bottom 


Line 


41|  In  today's  climate , IRS  will  be 
held  to  its  prior  approvals. 


\The  Kirwan  Companies  402  MIDDLETOWN  BOULEVARD  • SUITE  202  « LANGHORNE,  PA  19047  « (215)  750-7616  « Fax  (215)  750-7791 
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mous  with  medical  edu< 
tion  in  New  Jersey.  As  t 
1997  Person  of  the  Ye 
Bergen  discusses  hea 
care  in  the  Garden  Stat 
Cover:  © Conrad  Glooi 
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Whether  it’s  an  alcohol  or  drug  problem,  count  on  Sunrise  House  for  expert  help. 

For  14  years,  hundreds  of  tri- state  area  doctors  have  trusted  us  to  offer  their 
patients  the  most  effective,  caring  treatment  and  a chance  for  a better  life. 

Set  in  the  scenic  hills  of  northwest  New  Jersey,  we’re  a licensed,  nonprofit  specialty  hospital  with  a 
nationally  known  commitment  to  quality -including  Accreditation  with  Commendation  by  the  JCAHO 
Our  comprehensive  programs  include  inpatient  and  outpatient  services,  after-care  and  family  support. 
And  our  experienced  staff  of  doctors  and  specialists  works  closely  with  referring  physicians 
to  ensure  continuity  of  care  at  every  stage  of  treatment. 

Sunrise  House.  High-quality,  affordable  treatment  you  can  trust.  For  information, 
call  us  at  1 -800-LET-LIVE  or  (973)383-6300. 


Sunrise  House  is  a preferred  provider  of  most  major  insurance  companies  and  HMOs. 
We  will  process  insurance  benefits  verification  and  precertification. 


This  substance 
i abuser’s  odds 
o^pietter  future 
just  increased. 


And  so  did  your 
confidence  level. 


# SUNRISE 
■SI  HOUSE 


P.O.  Box  600,  Lafayette,  New  Jersey  07848 
1-800 -LET-LIVE  Website:  www.srh.com 

The  first  step  to  a brighter  life. 
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solution 


has  arrived. 


One  Time 
One  Source 
One  Standard 


American 

Medical 

Accreditation 

Program 


the  new  American  Medical  Accreditation  Program  (AMAP),  physicians 
ilete  an  application  ONE  TIME,  have  their  credentials  primary-source 
ed  ONE  TIME,  and  have  an  on-site  office  review  ONE  TIME. 

P then  provides  an  Accreditation  report  and  certificate  to  each  physician 
meets  the  AMAP  national  standard. 

AMAP  will  provide  a complete  portfolio  of  verified  credentials,  office  site 
w and  other  frequently  requested  information  to  each  health  plan  and 
ital  that  uses  AMAP  and  with  whom  the  physician  is  affiliated. 

American  Medical  Accreditation  Program  is  a voluntary,  comprehensive 
jditation  program  that  measures  and  evaluates  individual  physicians 
ist  national  standards,  criteria  and  peer  performance  in  five  areas: 

entials,  Personal  Qualifications,  Environment  of  Care, 
cal  Performance,  and  Patient  Care  Results. 


Meeting  and  maintaining  AMAP's  high  standard  earns  a physician  AMAP 
Accreditiation  - a new  national  benchmark  of  physician  quality. 

AMAP,  your  one  source  for  the  new  national  standard  of  physician  quality 
information,  has  arrived. 

To  learn  more  about  the  many  benefits 
AMAP  has  to  offer  your  organization, 
call  the  AMAP  Resource  Center  at 
1-888-881 -AMAP  (2627)  or  visit  the  AMAP 
Web  site  at  http://www.ama-assn.org. 


The  standard  in  quality  physician  care. 
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Hospital  funds 

As  you  know,  hospitals  with 
relatively  high  numbers  of 
Medicaid  patients  were 
extremely  vulnerable  to  pay- 
ment reductions  during  negoti- 
ations on  the  recently 
approved  budget  agreement. 
As  the  ranking  Democrat  on 
the  Senate  Budget  Committee, 

I worked  very  hard  to  reduce 
the  Medicaid  disproportionate 
share  hospital  payment  cuts 
that  could  have  severely  dis- 
rupted medical  service  in 
urban  areas  in  New  Jersey 
that  service  the  poor,  including 
children. 

I am  pleased  to  let  you 
know  that  New  Jersey  hospi- 
tals will  lose  $8  million  over 
five  years,  a marked  reduction 
from  the  $273  million  that  was 
initially  forecast.  This  was  a 
major  victory  for  our  state. 

I know  that  these  funds  are 
critical  to  the  financial  viability 
of  many  hospitals  in  New 
Jersey.  We  want  to  make  sure 
we  maintain  a high  level  of 
quality  health  care  for  all  New 
Jerseyans. 

Frank  R.  Lautenberg 

United  States  Senator 

Honoring  Dr.  Todd 

The  editorial  in  the  August 
1997  issue  regarding  Dr. 

Todd  was  quite  poignant  and 
comprehensive. 

I had  an  opportunity  to  talk 
with  Dr.  Todd  on  several  occa- 
sions by  telephone  and  in  per- 
son when  we  were  attending 
American  College  of  Surgeons 
meetings.  Each  time  I was 


quite  impressed  by  his 
demeanor,  knowledge,  and 
sympathetic  attitude  toward 
younger  surgeons,  as  I was  at 
the  time.  His  selection  and  sub- 
sequent election  as  a senior 
officer  in  the  American 
Medical  Association  (AAAA) 
was  an  accolade  to  him  and  a 
pride  for  all  of  us  as  physi- 
cians and  surgeons.  I was, 
however,  quite  disappointed 
that  the  task  force  created  by 
Bill  Clinton  and  run  by  his  wife 
totally  eliminated  Todd,  the 
AMA,  and  all  the  other  med- 
ical groups  from  providing  a 
comprehensive  health  care 
program  for  our  nation.  This  is 
quite  regrettable  that  an  out- 
standing individual  like  Jim 
Todd,  and  hundreds  of  others 
that  we  have  in  all  their  spe- 
cialties were  totally  excluded 
from  the  area  that  exclusively 
belongs  to  physicians.  No 
wonder  we  are  going  through 
a very  sad  period  of  our  pro- 
fessional lives. 

Todd  was  one  of  those 
giants  who  fought  very  valiant- 
ly against  this  but  of  course  he 
didn't  have  enough  help  from 
everybody;  one  of  the  prob- 
lems we  have  is  that  physi- 
cians are  seldom  united.  As  a 
result,  when  we  are  divided, 
we  can  be  conquered  very 
easily  and  that  is  what  has 
happened. 

Nevertheless,  the  medical 
community  across  the  nation 
has  lost  one  brave  officer.  My 
condolences  to  his  family. 

David  A.  Yazdan,  MD 


Physician  unions 

My  colleagues  Messrs. 
Maressa,  Kern,  and 
Armstrong — distinguished  bar- 
risters all — presented  in  these 
pages  (New  Jersey  MEDI- 
CINE, November  1 997)  a 
definitive  accounting  of  the 
legal  reasons  why  so-called 
physician  unions  cannot, 
under  existing  law,  help  physi- 
cians in  private  practice  to 
attain  goals  of  autonomy  and 
income. 

To  supplement  that  mes- 
sage, I would  like  to  note 
some  of  the  economic  and 
social  reasons  why,  in  my 
judgment,  broad-based  physi- 
cian unions  are  a singularly 
unenlightened  idea. 

Throughout  the  20th  centu- 
ry, organized  medicine  has 
been  broadly  successful  in 
influencing  the  course  of 
national  legislation  and  health 
policy. 

In  the  current  political  calcu- 
lus, medicine  still  wields 
tremendous  political  clout  in 
Washington,  DC,  and  Trenton, 
especially  within  the 
Republican  party,  but  also  with 
many  Democrats. 

Union  affiliation,  of  course, 
would  jeopardize  or  sacrifice 
this  leverage  in  favor  of  soli- 
darity with  the  pro-union,  most- 
ly liberal  wing  of  the 
Democratic  party.  That  wing 
has  shrunk  markedly  since  the 
1 960s,  which  is  the  last  time 
that  it  produced  a presidential 
candidate  (Hubert  Humphrey) 


continued  on  page  12 
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PF.NNCATCH 


New  Therapies 
for  “Complex” 
Hypertension 

Standard  antihypertensive  therapy 
is  not  enough  for  patients  with 
multiple  drug  resistance  or  concurrent 
medical  problems.  University  of 
Pennsylvania  Health  System  physicians 
have  developed  a program  for  diagnos- 
ing and  treating  “complex”  hyperten- 
sion, which  is  hypertension  in  especially 
challenging  patients. 

PENNCATCH,  the  Penn  Center  for  the 
Assessment  and  Treatment  of  Complex 
Hypertension,  is  the  Delaware  Valley’s 
leading  physician’s  resource  for  com- 
plex hypertension.  Working  with  refer- 
ring physicians,  we  offer  evaluation  and 
treatment  for: 

• Antihypertensive  drug  resistance 
• Secondary  forms  of  hypertension, 
including  renal  and  endocrine 

• Innovative  evaluations  of  renovas- 
cular disease  using  interventional 
radiology  and  vascular  surgery 

• Expertise  in  unusual  hypertension 
problems  such  as  incidentally 
discovered  adrenal  mass 


For  information 
or  consultation 
Call  PENNLINE, 
1-800-635-7780 


UNIVERSITY  OF 
PENNSYLVANIA 
HEALTH  SYSTEM 


The  future  of  ■ 

health,  upenn.edu 


To  increase 
cash  flow, 
simply  remove 
the  tail. 

Most  New  Jersey  malpractice  insur- 
ance policies  require  you  to  purchase  a 
reporting  endorsement  — known  as  a 
tail  — to  protect  against  claims  that  may 
occur  during  retirement.  B.C.  Szerlip 
offers  a unique  policy  from  an  A+  rated 
company  that  does  not  include  an  annual 
tail  premium.  In  fact,  if  you  maintain 
coverage  with  us  until  retirement,  you  11 
never  have  to  purchase  a tail,  and  you  'll 
still  be  protected. 

That’s  just  one  example  of  the  creative 
ways  that  B.C.  Szerlip  has  discovered  to 
help  doctors  with  their  long-range  finan- 
cial planning. 

At  B.C.  Szerlip,  we  take  a big-picture 
view  of  your  practice,  offering  you  com- 
prehensive insurance  and  financial  plan- 
ning services.  You  can  benefit  from  our 
nearly  two  decades  of  experience  provid- 
ing malpractice  insurance  for  medical 
offices  both  large  and  small.  In  addition, 
our  financial  planners  can  offer  strategic 
guidance  for  the  overall  health  of  your 
business  affairs,  so  you  can  stay  focused 
on  the  health  of  your  patients. 

We  d like  to  give  you  a taste  of  our 
full-service  approach  by  sending  you 
The  Managed  Care  Survival  Kit  for 
Phyencuino.  To  receive  your  complimenta- 
ry copy  of  this  useful  guide,  please  call 

us  at  800-684-0876. 

BGSZERLIP 

INSURANCE  AGENCY  INC. 

99  WOOD  AVENUE  SOUTH.  PO  BOX  217 
ISELIN,  NJ  08830-0217 
800-684-0876  • 732-205-9800 
FAX:  732-205-9496 
E-MAIL:  bcszerlip@aol.com 

Professional  Insurance  Services 
for  Health  Care  Providers 
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who  even  came  close  to  win- 
ning the  presidency.  The 
Democrats  control  neither 
house  of  Congress,  and,  due 
to  recent  demographic  shifts, 
are  unlikely  to  regain  control 
after  the  redistricting  that  will 
follow  the  year  2000  census. 

Unions  now  number  about 
15  million  workers,  and  still 
are  in  decline.  If  all  physicians 
joined,  that  number  would  rise 
only  to  15.5  million — but 
physicians  would  constitute  a 
mere  3 percent  of  total  mem- 
bership, hardly  enough  to 
exercise  much  control  within 
the  union  movement.  Instead, 
physicians  would  be  expected 
to  respond  to  the  needs  of 
other,  larger  segments  of  orga- 
nized labor. 

What  would  most  unions 
and  union  members  want  from 
their  physicians?  The  unions 
would  expect  physician  union 
members  to  provide  cheap  but 
high-quality  and  accessible 
medical  care  to  other  union 
members  and  their  families. 
This  would  create  downward 
pressure  on  the  demand  for 
physician  services  throughout 
the  economy. 

Other  unionized  health  care 
workers  also  would  generate 
demands  on  physician  unions, 
namely,  the  expectation  that 
physicians  would  help  other 
organized  health  care  workers 
to  improve  their  incomes,  ben- 
efits, and  job  security.  If  one 
assumes  that  the  health  care 
sector  overall  is  not  going  to 
grow  very  fast,  the  gains  for 
other  workers  are  likely  to 
come  partly  from  physicians. 


Nor  is  unionization  any 
guarantee  of  survival,  as  air 
controllers  and  their  union, 
PATCO,  learned  under 
President  Reagan.  In  the  face 
of  aggressive  competition  from 
nonphysician  health  profes- 
sionals, many  physicians  may 
sadly  find  themselves  vulnera- 
ble to  replacement. 

Perhaps  more  important 
than  these  economic  factors, 
though,  is  the  appalling  loss  of 
prestige  that  would  occur  to 
unionized  physicians.  Despite 
recent  setbacks,  medicine 
remains  far  and  away  the 
most  highly  prestigious  profes- 
sion in  the  United  States.  This 
reputation  is  due  precisely  to 
the  professional  image  of 
physicians.  Such  prestige  is 
not  and  cannot  be  accorded 
to  union  workers  whose  ulti- 
mate weapon  is  the  strike  and 
who  as  a matter  of  institutional 
policy  value  seniority  above 
competence,  narrow  job 
descriptions  over  competition, 
and  featherbedding  more  than 
service. 

Image  is  one  thing,  of 
course,  and  quality  of  care  is 
another.  Is  there  any  physician 
who  believes  that  quality  truly 
would  improve  under  union- 
ization? 

There  is  no  question  that  the 
profession  of  medicine  is 
under  siege.  At  least  in  New 
Jersey,  however,  recent  legisla- 
tive and  regulatory  victories — 
new  HMO  regulations,  the 
Health  Care  Quality  Act,  the 
HMO  late  payment  agree- 
ment, relief  from  malpractice 


surcharges,  tort  reform,  dele- 
tion of  harmful  provisions  in 
automobile  insurance  mea- 
sures, modification  of  prescrip- 
tion pad  requirements,  the  48- 
hour  maternity  bill,  and  oth- 
ers— suggest  that  physician 
autonomy  is  well  on  its  way  to 
being  restored,  at  least  within 
reasonable  guidelines  devel- 
oped mostly  by  practicing 
physicians.  These  gains  would 
not  be  possible  under  union- 
ization in  the  current  political 
climate. 


The  union  movement  has 
been  a positive  factor  in  our 
nation's  history,  helping  end  or 
reduce  abuses  of  child  labor, 
discrimination,  excessive  work 
weeks,  arbitrary  dismissals, 
unsafe  and  unhealthy  condi- 
tions, and  gross  exploitation. 
But,  these  are  not  the  abuses 
of  which  physicians  bitterly 
complain  today.  Rather,  physi- 
cians complain  primarily  and 
appropriately  about  the  loss  of 
control  to  third-party  payers, 
who  ironically  would  be  the 
most  probable  beneficiaries  of 
physician  unionization. 

As  an  advocate  for  physi- 
cians, I remain  optimistic. 
Physicians  will  succeed  in  our 
democracy  because — as  the 
most  highly  educated  and 
resourceful  occupation  in  the 
nation — they  will  keep  their 
focus,  adjust  to  change,  and 
show  the  public  the  depth  of 
their  commitment  to  high  quali- 
ty medical  care. 


Neil  E.  Weisfeld,  JD,  MSHyg 
MSN]  Deputy  H 

Executive  Director  LLCiUJ 
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Critical  Treatment  for  the 
Future  of  Tour  Practice... 


Bef  ore  Its  Too  Late 


Wilentz,  Goldman  & Spitzer’s  Health 
Care  Law  Practice  Group  serves  health 
care  professionals  regarding:  group 
practice  formation  and  operations; 
management  service  organizations 
(MSOs);  physician  practice  manage- 
ment companies  (PPMCs);  managed 
care  contracting;  physician-hospital 
organizations  (PHOs);  independent 


physician  associations  (IPAs);  restrictive 
covenants;  and  regulatory,  employment, 
tax  and  litigation  matters.  Think  of  us 
as  preventive  medicine  for  your 
practice.  For  information  please  call  our 
Health  Care  Law  Practice  Group  Co -Chairs: 
Michael  F.  Schaff  at  (732)  855-6047  or 
Francis  V.  Bonello  at  (732)  389-5636. 


WILENTZ 
GOLDMAN 
& SPITZER 

ATTORNEYS  AT  LAW 

‘Helping  The  Health  Care  Professional” 


Woodbridge,  NJ 


Eatontown,  NJ  ■ New  York,  NY 


http : / / www.  newj  erseylaw.  com 
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The  spirit  of  healing 


David  Landers,  Sr 


The  accomplishments  of  David  E. 
Landers,  Sr,  MD,  are  far  reach- 
ing— including  delivering  over 
9,000  babies,  extensive  medical 
volunteer  work,  and  numerous 
inventions.  In  recognition  of  his 
work,  Landers  has  been  awarded  the  Holy  Name 
Health  Care  Foundation's  Spirit  of  Healing  Award. 
Landers  is  a volunteer  physician  treating  underpriv- 
ileged patients  in  developing  countries  through 
Catholic  Medical  Missions,  Helping  Hands,  and 
Experanza.  Last  year,  Landers  taught  medical  stu- 
dents in  third  world  countries  and  provided  medical 
care  to  thousands  of  underserved  women  in  India, 
Brazil,  and  the  Himalayas.  Landers  has  been  affili- 
ated with  Holy  Name  Hospital  since  1956,  serving 
as  chief  of  the  Division  of  Obstetrics  and 
Gynecology.  He  is  a member  of  MSNJ  and  of  the 
Bergen  County  Medical  Society. 


New  task  force  at  work 


John  Slade 


At  the  direction  of  the  Public  Health 
Council,  the  New  Jersey  Depart- 
ment of  Health  and  Senior  Services, 
with  the  help  of  the  newly  formed 
Public  Health  Task  Force,  will 
undertake  to  revise  and  modernize 
"Minimum  Standards  of  Performance  for  Local 
Boards  of  Health  in  New  Jersey,"  NJ.A.C.  8:52. 
Chaired  by  MSNJ  member  John  Slade,  MD,  the 
group  will  define  public  health,  discuss  key  trends 
affecting  the  practice  of  public  health,  and  describe 
the  ideal  public  health  system.  Slade  is  a member  of 
the  MSNJ  Council  on  Communications  and  New 
Jersey  Breathes,  an  independent,  anti-tobacco  ini- 
tiative convened  by  MSNJ.  Previously,  Slade  served 
on  MSNJ's  Council  on  Public  Health.  Information 
about  this  effort  is  available  at  the  Department  of 
Health  and  Senior  Services  web  site  at 
http://www.state.nj.us/health/lh. 


New  Jersey  home  to  best  breast  cancer  care  center 


The  Jacqueline  M.  Wilentz  Comprehensive 
Breast  Center  at  Monmouth  Medical  Center  was 
chosen  by  Self  magazine  as  one  of  America's  ten  best 
centers  for  quality  breast  cancer  care.  The  center  was 
the  only  breast  center  in  New  Jersey  selected.  Beth  M. 
Deutch,  MD,  is  the  medical  director  of  the  center. 


For  American  women,  breast  cancer  is  the  second 
leading  cause  of  cancer  death.  In  our  state,  the  Amer- 
ican Cancer  Society  estimates  that  6,400  women 
were  diagnosed  with  breast  cancer  this  year;  the  dis- 
ease claimed  the  lives  of  1 ,600  New  Jersey  women 
in  1997. 


Dr.  Deutch  (seated)  prepares  to  perform  a stereo- 
tactic breast  biopsy  with  the  assistance  of  tech- 
nologist Barbara  Thorne. 


Educating  the  public 


Well  known  for  its  pocket- 
sized  reference  for  physicians, 
Merck  Research  Laboratories 
has  published  a new  guide, 

The  Merck  Manual  of 
Medical  Information  This 


home  edition  of  what  is  touted 
as  the  world's  most  widely  used 
medical  reference,  caters  to  the 
public  by  describing  medical 
conditions  in  everyday  lan- 
guage. This  version  "contains 
virtually  all  of  the  information  in 
the  physicians'  version,  but  is 


written  in  easy-to-understand, 
everyday  language  with  a read- 
er-friendly format."  Written  by  a 
group  of  international  medical 
experts,  this  could  be  appropri- 
ate reading  material  for  patient 
education. 

continued  on  page  1 6 
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OUR  $100 
GUARANTEE 
WONT  MEAN 
MUCH  TO  YOU  ... 

But  it's 
only  the 
beginning 
of  how 
much 


can  add 
to  your 
bottom 


$100  won’t  make  much  of  a difference  in  your  bottom  line.  But  Caligor’s 
$ 100  Guarantee  will  make  a BIG  difference  in  both  the  money  you  save 
on  medical  supplies  and  your  cost  efficiency. 

Our  free  consultation  will  not  only  show  how  you’ll  save  on  over  56,000 
I medical  and  office  supplies,  we’ll  guarantee  to  cut  down  on  your  ordering 
and  inventory  costs,  or  you  get  $100! 

I We  can  even  help  you  generate  more  revenue.  By  identifying  the  extent  of 
I your  laboratory  testing  volume,  for  example,  we  can  provide  equipment  and 
programs  that  will  turn  out-of-office  lab  expenses  into  new  revenue. 


^ Caligcr 

2J13  Physicians  & Hospital  Supply 


ONE  SOURCE. 
ONE  SOLUTION. 

For  more  information  call: 

(800)  225-9906  ext,  999 
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People  in  the  news 

Milton  Gallant,  MD, 

takes  over  as  president  of  the 
American  College  of  Radiol- 
ogy. Gallant  is  a member  of 
MSNJ,  the  American  Medical 
Association,  and  the  Passaic 
County  Medical  Society. 

Richard  T. 
Scott,  Jr,  MD, 
from  Saint  Barna- 
bas Medical  Cen- 
ter, has  been  a- 
warded  the  1997 
Chapter  Award  by 
RESOLVE,  a nation- 
al, nonprofit  orga- 
nization that  serves  the  needs 
of  individuals  with  infertility 
problems. 

Howard  M.  Levine,  DO, 

takes  over  as  the  president  of 
the  American  Osteopathic  As- 
sociation. 

New  Jersey  HEALTHDECI- 
SIONS  awarded  urologist  Rob- 
ert L.  Pickens,  MD,  the 

Distinguished  Service  Award 
for  1 997.  Pickens  is  active  with 
MSNJ's  Committee  on  Biomedi- 
cal Ethics;  he  also  is  chair  of  the 
biomedical  ethics  committee  at 
The  Medical  Center  of  Prince- 
ton and  is  a member  of  MSNJ 
and  the  Mercer 
County  Medical  So- 
ciety. 

Visiting  Nurse  and 
Health  Services  hon- 
ored MSNJ  Review 
Paul  W.  Board  member  Paul 
MAmjD°nL?M  w Armstrong, 
MA,  JD  LLM  and 
MSNJ  member  Homer  Nel- 
son, MD  for  their  dedicated 
efforts  for  hospice. 


Richard  T. 
Scott,  Jr,  MD 


Top  honors 

Five  New  Jersey- 
ans have  been  a- 
warded  the  1 997 
Ann  Klein  Advo- 
cate Award;  Doro- 
thy Cantor,  PsyD; 

Herbert  D.  Hinkle, 

Esq;  NJ  Medicine  Re- 
view Board  member 
Patricia  Ann  Murphy, 

PhD,  RN;  Patricia  Nagle,  MSW;  John  Sarno,  Esq;  and  M. 
Nicolai  Nielsen,  MD.  The  award  honors  distinguished 
professionals  who  have  contributed  extensive  support  to 
senior  citizens  or  those  with  disabilities.  It  is  sponsored  by 
the  Community  Health  Law  Project,  a statewide  organiza- 
tion providing  legal  and  advocacy  services  to  people  with 
disabilities  and  senior  citizens. 


The  1 997  Ann  Klein  Advocate  Award  recipients  ai 
( left  to  right)  M.  Nicolai  Nielsen,  MD;  Dorothy  Canh 
PsyD;  Patricia  Nagle,  MSW;  John  Sarno,  Esq;  Patricl 
Ann  Murphy,  PhD,  RN;  and  Herbert  D.  Hinkle,  Esq. 


New  guidelines  for  services  take  effect 


The  Health  Care  Financing  Administration 

(HCFA)  began  using  a new  and  expanded  set  of  docu- 
mentation guidelines  for  evaluation  and  management  ser- 
vices for  physician  services.  The  guidelines,  jointly  devel- 
oped by  the  AMA  and  HCFA,  took  effect  on  October  1 , 
1997.  During  the  grace  period  between  October  1, 
1997,  and  January  1,  1998,  a physician  can  document 
evaluation  and  management  services  in  accordance  with 
the  previous  guidelines  or  the  newly  revised  guidelines. 
This  new  tool  will  assist  physicians  audited  by  carriers  and 
will  prevent  arbitrary  downcoding  by  carriers.  The  key 
feature  of  the  new  guidelines  is  the  specification  of  single 
organ  system  examinations  that  are  available  to  physi- 
cians for  reporting  of  certain  "upper  level"  evaluation  and 
management  codes.  The  new  documentation  guidelines 
are  on  HCFA's  web  site  (http://www.hcfa.gov)  and  mm 
also  are  available  in  the  July  issue  of  CPT  Assistant,  ■■■■■ 


* 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 


HEALTHCARE  MANAGEMENT  PARTNERS 


Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 
Medical  Society  of  New  Jersey 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 
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Healthy  aging 

Today’s  health-conscious  senior  citizens  are 
interested  in  healthy  aging.  As  baby  boomers 
enter  the  golden  years,  healthy 
aging  will  mushroom  into  a “hot” 
area.  Health  care  professionals  are 
gearing  up  to  meet  the  needs  of 
this  segment  of  our  population. 
Here’s  a sampling  of  geriatrics 
resources  on  the  web:  National 
Senior  Citizens  Law  Center 
(www.nsclc.org/),  National  Insti- 
tute on  Aging  (www.nih.gov/nia/), 
American  Geriatrics  Society 
(www.americangeriatrics.org/), 
and  Geriatric  Education  (www.  med.ufl.edu/ 
medinfo/geri./). 

What’s  in  the  cookie  jar? 

What’s  your  favorite  cookie?  Chocolate 
chip  cookies  or  Internet  cookies?  A cookie  is 
“a  persistent  client  state  HTTP  object.”  In 
other  words,  web-based  programming  sent  by 
a web  site  to  “live”  on  your  computer.  After 
the  cookie  finds  a “home”  on  your  computer, 
it  gathers  specific  information  about  you — the 
user — and  communicates  this  info  to  the  web 
site  that  sent  the  cookie. 

Cookies  can  be  custom  designed  to  gather 
info  like  your  name,  physical  address,  and 
internet  access  provider  or  the  number  of 
times  you  click  on  an  advertisers’  banner. 
Cookies  have  multiple  uses  like  collecting 
user  demographics  for  advertisers  or  simplify- 
ing Internet  shopping. 


Too  busy  to  shop 

No,  not  Christmas  shopping — grocery 
shopping.  Place  an  order  for  groceries  via  the 
Internet.  After  the  order  is  transmitted  to  a 
supermarket  or  warehouse,  it  is  delivered  or 
packed  for  pickup.  Look  into  these  sites: 
Shoppers  Express  (www.shopx.com);  All 
Things  Delivered  (www.allthingsdelivered. 
com);  Home  Runs  (www.homeruns.com); 
and  Peapod  (www.peapod.com). 


Users  beware 

Finding  medical 
information  on  the 
Internet  can  be  easy. 

But  your  search  pro- 
bably will  produce 
too  much  informa- 
tion, irrelevant  materials,  and  inaccurate  and 
misleading  data.  In  Robert  Kiley’s  article, 
“How  to  get  medical  information  from  the 
Internet”  (Journal  of  the  Royal  Society  of 
Medicine,  September  1997),  he  offers  sites  that 
provide  good  quality  health  information.  His 
favorites  include:  Health  on  the  Net  (www. 
hon.ch),  Medical  Matrix  (www.medmatrix. 
org),  Organized  Medical  Networked  Infor- 
mation (www.omni.ac.uk),  and  CliniWeb 
(www.ohsu.edu/cliniweb) . 


Intert^; 


Bookmarks 

www.homecare.org 

Get  one-stop  access  to  home  care 
resources  for  both  practitioners  and  con- 
sumers. 

www.aihs.com 

What  the  latest  in- 
ternational health  care 
trends?  Turn  to  the 
Academy  for  Interna- 
tional Health  Studies 
site  for  an  update. 

www.caregiver.on.ca 

This  clearinghouse  for  caregivers  cov- 
ers events  and  news,  estate  planning, 
products  and  services  for  caregivers,  per- 
sonal stories,  and  more. 

www.clari.net/rhf 

Looking  for  a good  joke?  The 
Rec. Humor. Funny  web  site  features  the 
2,000  best  jokes  of  the  past  decade  and 
archives  of  over  6,000  jokes. 

www.nof.org:80 

Over  300,000  New  Jerseyans — 
including  men — have  osteoporosis.  Get 
answers  to  your  questions  from  the 
Washington,  DC-based  National  Osteo- 
porosis Foundation  site. 
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what  if 

you  could  choose  a 
health  plan  that  meets 
all  your  needs  and  fits 
your  budget? 


You  can  with  the  Medical  Society  of  New  Jersey’s 
endorsed  health  carrier  of  choice.  . . 

BlueCross  BlueShield 
of  New  Jersey 


If  you’re  an  individual  or 
have  a family  to  support, 
choose  from: 

• HMO 

• HMO Prime 

• Traditional  Plans  A,  B, 

C,  D,  and  E 

• Basic  BlueSM  (Plan  A) 

• And  our  new  M$AB/?/csm  plan 
with  its  tax  advantages! 


If  you  run  a small  business, 
choose  from: 

• HMO&Z^  Prime 

• Blue  SelectSM 

• Blue  Choice  " 

• Blue  Choice®  Prime 

• Traditional  Plans  A,  B,  C,  D,  and  E 

• And  our  new  M$A  BlueSM  plan 
with  tax  advantages  for  employers 
and  employees! 


OR  customize  one  plan  for  your  company’s  specific  business  needs  by  combining  as  many  as  three  of 
these  plans.  All  offer  attractive  benefits.  . .All  offer  a 1-year  rate  guarantee  upon  enrollment! 


BlueCross  BlueShield 
of  New  Jersey 


Ask  us  for  a free 


INDIVIDUAL* 
SMALL  EMPLOYER 
DIVISION 


copy  of  the  SEH 
Buyer’s  Guide. 


Call  your  Blue  Cross  and  Blue  Shield  of  New  Jersey 
MSNJ  Sales  Representative 

JENNIFER  ALTOBELLI 

1-908-493-8808 


® and  SM  Registered  Marks  and  Service  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  Association  of  Independent  Blue  Cross  and  Blue  Shield  Plans.  Blue  Cross  and  Blue  Shield  of  New  Jersey  and 
HMO  Blue  are  Independent  Licensees  of  the  Blue  Cross  and  Blue  Shield  Association.  HMO  Blue  Ls  a subsidiary  of  Blue  Cross  and  Blue  Shield  of  New  Jersey. 
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f.  Rowe  Price  Summit  Funds§ 

THE  ROAD  TO  HIGHER  YIELDS 
IS  PAVED  WITH  LOWER  EXPENSES 


SUMMIT 
INCOME  FUNDS 


SUMMIT 

MUNICIPAL  FUNDS 

All  exempt  from  federal  income  taxes** 


T.  Rowe  Price 
Summit  Funds 

Give  your  money  more  earning 
power  with  Summit  Funds:  six 
no-load,  tax-exempt,  and  taxable 
bond  and  money  market  funds 
that  offer  investors  an  opportu- 
nity to  earn  more. 

High  yields  and 
lower  expenses 
A $25,000  minimum  initial 
investment  per  fund  is  the  rea- 
son you  pay  less  in  expenses. 
Summit  Funds'  higher  account 
balances  help  us  manage  more 
cost-effectively  and  keep  fees 
low.  In  fact,  Summit  Funds'  fees 
are  substantially  lower  than  the 
average  cost  of  comparable  fixed 
income  mutual  funds* *  All 
things  being  equal,  lower 
expenses  can  provide  higher 
yields  and  help  you  keep  more 
of  what  your  money  earns.  Of 
course,  yield  and  share  price  will 
fluctuate  with  interest  rate 
changes.  Past  performance  can- 
not guarantee  future  results. 

Free  checkwriting.**  No  sales 
charges  of  any  kind. 


SUMMIT 

CASH  RESERVES!! 

1 

SUMMIT  MUNICIPAL 
MONEY  MARKET!' 

Current  7-day  yield  as  of  11/6/97: 

5.26% 

Objective:  Preserve  capital  and 
provide  liquidity 
Invests  in:  High-quality 

money  market  securities 

Current  7-day  yield  as  of  11/6/97: 

3.42% 

Objective:  Capital  preservation 
and  liquidity 

Invests  in:  High-quality  municipal 
money  market  securities 

| SUMMIT 

LIMITED-TERM  BOND 

1 

SUMMIT 

MUNICIPAL  INTERMEDIATE 

Current  30-day  yield  as  of  10/31/97: 

6.06% 

AVERAGE  ANNUAL  RETURNS:! 
l-year:  7.64% 

Since  inception  (10/29/93):  4.56% 
Objective:  High  level  of  current  income 
Invests  in:  Investment-grade 
corporate  bonds 

Tax-equivalent  yield  36%  tax  rate: 

6.61% 

Current  30-day  yield  as  of  10/31/97: 

4.23% 

AVERAGE  ANNUAL  RETURNS;! 
l-year:  8.31% 

Since  inception  (10/29/93):  6.07% 
Objective:  High  income 
Invests  in:  Investment-grade  municipals 

SUMMIT 

GNMA 

SUMMIT 

MUNICIPAL  INCOME 

Current  30-day  yield  as  of  10/31/97: 

6.46% 

AVERAGE  ANNUAL  RETURNS;! 
l-year:  9.98% 

Since  inception  (10/29/93):  6.68% 
Objective:  Highest  possible 
current  income 

Invests  in:  High-quality,  government 
mortgage-backed  securities 


■TiiiiiiiiiiiiinNnini 


Tax-equivalent  yield  36%  tax  rate: 

7.78% 

Current  30-day  yield  as  of  10/31/97: 

4.98% 

AVERAGE  ANNUAL  RETURNS  ;t 
l-year:  10.79% 

Since  inception  (10/29/93):  6.61% 
Objective:  Highest  possible  income 
Invests  in:  Long-term,  investment-grade 
municipals 


Call  24  hours  for  a free 
report  and  prospectus 

1-800-541-4933 


Invest  With  Confidence 

TRoweRice 


t Average  annual  returns  are  for  the  periods  ended  9/30/97  and  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  return  and  principal  v e 
will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  dtan  at  original  purchase. 

* Figures  are  for  Taxable  Money  Market,  Short-Term  Corporate,  GNMA,  Municipal  Money  Market,  Municipal  Intermediate,  and  Municipal  General  Bond  Fund  categories,  respectively  ;!>f 
9/30/97.  Source:  Upper  Analytical  Services,  Inc.*  *$500  minimum.  ***Some  income  may  be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax. 
ttThese  funds  are  neither  insured  nor  guaranteed  by  the  U.S.  government,  and  there  is  no  assurance  that  they  will  be  able  to  maintain  a stable  $ 1 .00  net  asset  value. 

Read  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  SUM039  j>J 
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EDITOR’S 


DESK 


i!  Reflections  on  times 
past  and  present 


It  is  hard  to  believe  that  the  end  of  the  year 
is  here.  It  is  even  harder  to  realize  that  New 
Jersey  MEDICINE  is  due  for  another  overhaul, 
but  such  is  the  case.  The  Medical  Economics 
editorial  of  October  13,  1997,  read,  “Doctors 
face  a double  challenge.  One  is  to  keep  up 
with  the  relentless  pace  at  which  new  knowl- 
edge changes  the  clinical  practice  of  medicine. 
The  other,  equally  daunting  challenge  is  to 
keep  pace  with  the  changing  economics  of 
medicine.  What’s  jarring  is  that 
so  much  of  that  change  comes 
from  forces  beyond  your  con- 
trol.” 


We  hope  to  enlighten  and 
stimulate  all  those  who  deal 
with  the  delivery  of  health 
care.  We  have  received  compli- 
ments about  this  periodical. 

We  also  have  received  some 
criticism;  fortunately,  most  of  it 
has  been  constructive.  Bids 
now  are  being  solicited  from 
leading  design  and  graphic 
firms,  and  we  hope  to  see  the 
new  publication  in  spring 
1998.  We  also  have  received 
many  suggestions  from  mem- 
bers of  the  Review  Board  and  from  the 
Council  on  Communications,  but  we  wel- 
come— nay,  we  strongly  urge — you,  our  read- 
ers, to  contribute.  Send  us  your  thoughts 
about  design  and  format.  Critique  Mail  Stop, 
Newsmakers,  EY.I.,  and  other  areas,  includ- 
ing, of  course,  this  column.  We  want  this  to  be 
your  magazine. 


A doctor  faces 
a double 
challenge. 
What  is 
jarring  is  that 
so  much  of  that 
change  comes 
from  forces 
beyond  a 
physician’s 
control. 


We  also  encourage  you  to  sub- 
mit papers  for  publication.  We 
try  to  balance  articles  on  clinical 
practice  with  those  on  practice 
management,  the  ones  on  public 
health  with  others  about  public 
welfare,  and  the  mundane  with 
the  esoteric.  For  neophytes  anx- 
ious to  test  their  writing  skills,  keep  in  mind 
the  following  elements  recommended  by  | 
Arthur  Plotnik’s  guide  for  edi- 
tors and  journalists:  content,  to 
include  information,  analysis 
and  interpretation,  and  origi- 
nality; readability,  free  of  “jar-  i 
gon  and  turgid  rhetoric”;  and  " 
impact,  to  edify  and  to  be  rele- 
vant. 

In  this  vein,  I must  acknowl- 
edge certain  preferences  and  1 
foibles  regarding  what  I call  the  L 
misuse  of  the  English  language; 
some  of  them  have  been  ex- 
pressed previously. 

In  November  1993,  the  I 
Board  of  Trustees  of  the  Medical 
Society  of  New  Jersey  espoused 
a policy  of  “gender  neutral  lan- 
guage.” More  recently,  the  American  Medical 
Association  adopted  the  inanimate  term 
“chair”  as  a substitute  for  chairman,  chairlady,  1 
or  chairperson.  Allow  me  to  render  a vigorous 
protest  and  to  refresh  your  etymological  mem- 
ories. The  noun  “man”  that  derives  from  Old 
English  means  “human  being.”  The  word 
“human”  comes  from  the  Latin  “humanus” 


Howard  D.  Slobodien,  MD 
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If  Miss  means  respectably  unmarried,  and  Mrs.  respectably  married,  then  Ms. 
means  nudge,  nudge,  wink,  wink.  Angela  Carter,  The  State  of  the  Language,  1980 


Give  people  a new  word  and  they  think  they  have  a new  fact. 

Willa  Cather,  On  Writing,  1936 


and  from  “homo,”  which  relates  to  “humus,” 
meaning  “earth”;  hence  “human”  properly 
means  “earthly  being,”  and  is  not  gender  spe- 
cific. The  Hebrew  word  “adam”  or  “man” 
comes  from  “adama,”  which  means — sur- 
prise, surprise — “ground.”  And,  in  many 
other  compound  words,  “man”  relates  to  the 
Latin  “manus,”  signifying  “hand.” 

Does  history  limit  itself  to  men?  (I  don‘t 
dare  write  of  “herterectomies”!)  Why  can  a 
woman  man  a lifeboat,  but  a man  can’t  woman 
one?  George  VI  ruled  a kingdom.  Why  can’t 
his  daughter  rule  a queendom?  Are  we  expect- 
ed to  take  the  “man”  out  of  “woman”?  Haven’t 
we  gone  a little  too  far?  (By  the  way,  Ms.  is  not 
a contraction  of  any  word.  Should  it  have  a 
period  after  it,  or  not?) 

We  can  solve  some  of  these  problems  by 
using  plurals  to  avoid  the  he/she  and  his/her 
constructions.  We  can  also  use  descriptive, 
animate  nouns  that  are  gender-neutral,  such 
as  firefighter  and  police  officer.  Please  under- 
stand that  I don’t  mind  “chairing”  a meeting, 
and  although,  at  times,  I may  be  a “stick  in  the 
mud,”  I refuse  to  preside  woodenly  over  an 
assemblage  as  its  chair.  Antoine  De  Saint- 
Exupery  expressed  it  well  in  Flight  to  Arras 
(1942):  “We  say  nothing  essential  about  the 
cathedral  when  we  speak  of  its  stones.  We  say 
nothing  essential  about  man  when  we  seek  to 
define  him  by  the  qualities  of  men.” 

There  are  other  bits  of  vocabulary  and  col- 
loquial expression  that  need  reconsideration. 
Starting  a sentence  with  “actually”  or  “basical- 
ly” shows  a basic  lack  of  understanding  in 
most  instances.  Some  of  you  have  heard 
George  Carlin  castigate,  in  his  so-called 
comedic  way,  the  term  preboard.  He  is  correct: 
preboard,  preplan,  preheat,  preschool,  and 


others,  would  be  properly  descriptive  by 
dropping  the  “pre.”  In  this  vein,  I must  once 
again  decry  the  use  of  “proactive” — the  lazy 
person’s  (not  man’s)  way  of  avoiding  precision 
in  using  the  most  flexible  and  communicative 
language  in  existence.  As  a further  stimulus 
for  some  of  you  to  avoid  the  word  proactive, 
consider  this:  William  Safire,  in  his  1980 
book,  On  Language,  notes  that  “proactive” 
was  coined  by  FBI  Director  William  Webster 
to  indicate  an  alternative  choice  to  “reactive.” 
Safire  suggests  that  “provocative”  might  have 
been  a more  accurate  antonym  and  I agree;  it 
was  a sloppy  term,  probably  coined  to 
deceive. 


Nevertheless,  I must  eat  humble  pie 
because  of  my  previous  dissertation  on  the 
use  of  the  word  “none.”  I had  insisted  that, 
because  it  meant  “no  one,”  it  was  a singular 
pronoun  that  mandated  a singular  verb  agree- 
ment. I now  must  apologize.  There  are  times 
when  the  plural  should  be  used.  If  “almost”  is 
a modifier,  the  plural  is  mandatory,  as  in 
“Almost  none  of  them  were  available  for  com- 
ment.” Consider  the  sentence,  “None  but  the 
brave  deserve  the  fair.”  And  how  about  this 
dialogue:  “Are  there  any  peaches  left?  No, 
there  are  none,”  Nuff  said. 

Many  thanks  to  those  who  have  helped  and 
guided  me  this  year:  Gerri,  Nancy,  Neil, 
Vincent,  JaNoel,  Paul,  Larry,  Kurt,  and,  of 
course,  Tom,  Dick,  and  Harriet. 


Personal  congratulations  to  Stanley  Bergen, 
whose  Person  of  the  Year  award  is  not  just  for 
1997,  but  for  a quarter  century  of  dedicated 
service  to  the  citizens  of  New  Jersey  in  pro- 
viding a medical  educational  system  of 
national  and  international  acclaim.  


Happy  holidays  to  all. 


I 
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IMGS  MOVE  INTO 
THE  NEW  CENTURY 

Paul  A.  Rossos,  MD 


Paul  A.  Rossos,  MD 


The  United  States  has 
many  reasons  to  be 
grateful  for  the 
contributions  of  people 
from  other  lands.  The 
United  States  became  a 
field  of  opportunity  for 
foreign  physicians  for 
many  reasons;  among 
these  reasons  was  that 
the  United  States  held  the 

[promise  of  strong 

medical  research  and  a 

I population  that 
demanded  adequate 
health  care. 

In  1956,  the  Education 
Commission  for  Foreign  Medi- 
cal Graduates  (ECFMG)  was 
organized  to  verily  the  educa- 
tional credentials  of  internation- 

Ial  medical  graduates  (IMGs) 
who  wanted  to  continue  profes- 
sional training  and  education 
in  the  United  States. 

Due  to  a physician  shortage 
for  hospital  house  staff  posi- 
tions, the  United  States  opened 
its  doors  and  welcomed  foreign 
medical  graduates.  By  the  mid- 
1 960s,  the  United  States  also 


faced  a shortage  of  physi- 
cians in  private  practice, 
especially  in  rural  Am- 
erica and  inner-city  areas. 
Foreign  medical  gradu- 
ates who  were  studying  in 
the  United  States  were 
encouraged  to  remain 
and  to  enter  into  private 
practice. 

By  1972,  one  out  of 
every  five  physicians  in 
the  United  States  was  a 
foreign  medical  graduate. 

Soon,  however,  the 
number  of  American  citi- 
zens who  wanted  to  become 
physicians  increased.  This 
began  to  change  the  field  of 
medicine,  as  American  citizens 
who  wanted  to  study  now  went 
abroad — to  the  Philippines, 
Mexico,  Europe,  and  the  newly 
created  Caribbean  medical 
schools.  In  an  effort  to  pursue 
their  goals  for  medicine,  United 
States  residents  now  were 
IMGs.  At  the  same  time, 
American  medical  schools  also 
increased  the  number  of  gradu- 
ates, and  by  the  late  1970s, 
the  physician  shortage  was 
over. 

State  medical  boards 
throughout  the  United  States 


were  creating  regulations  to 
limit  the  availability  of  medical 
licenses  to  IMGs.  Their  reason- 
ing was  to  not  overload  the  sys- 
tem with  physicians,  but  to 
make  sure  that  American  grad- 
uates had  places  to  work.  Also, 
limitations  on  residency  train- 
ing were  granted  at  some  med- 
ical schools.  In  Washington 
DC,  the  Council  on  Graduate 
Medical  Education  proposed 
legislation  to  stop  the  escala- 
tion of  IMGs  coming  to  the 
United  States  for  residency 
training  by  capping  the  number 
of  new  IMGs  who  could  fill 
these  training  positions. 
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Forty-four  percent  of  all 
physicians  in  New  Jersey  are 
IMGs.  Thirty  percent  of  all 
MSNJ  members  are  IMGs, 
American  and  foreign  born. 
And  so,  to  make  sure  that  their 
concerns  and  messages  are 
heard,  the  MSNJ  House  of 
Delegates  on  May  2,  1997, 
approved  a new  section  for 
IMGs.  This  new  section  will 
have  representation  in  the 
House  of  Delegates,  create  res- 
olutions regarding  IMG  issues, 
and  send  delegates  to  the 
AMA  IMG  section  meetings. 

What  will  this  IMG  section 
do?  This  communications  chan- 
nel to  the  MSNJ  House  of 
Delegates  plans: 

1 . To  provide  a formal 
mechanism  for  grievances  of 
IMGs  regarding  discrimination. 

2.  To  address  discrimination 
toward  non-United  States  med- 
ical school  graduates  and  work 
toward  implementing  change 
on  a state  and  national  level. 

3.  To  provide  a forum  to 
improve  policies  and  proce- 
dures regarding  licensing 
requirements,  hospital  privi- 
leges, and  residency  place- 
ments. 

4.  To  increase  participation 
in  MSNJ  by  non-United  States 
medical  school  graduates. 

The  IMG  section  of  MSNJ 
invites  all  IMGs  to  commit  them- 
selves to  this  new  group,  along 
with  representatives  of  various 


A national  view  of  IMGs 

Since  the  1990s,  the  United  States  has 
experienced  a tremendous  increase  in  the 
number  of  incoming  IMGs.  Many  attribute 
this  to  the  breakup  of  the  Soviet  Union, 
changes  in  the  licensing  examination,  and 
new  immigration  laws.  Take  a closer  look  at 
the  American  Medical  Association  statistics 
on  United  States  IMGs. 

• IMGs  account  for  23  percent  of  the 
United  States  physician  population. 

• New  Jersey  has  the  largest  concentration 
of  IMGs — followed  by  New  York  and 
West  Virginia. 

• Internal  medicine  is  the  #1  choice  of  spe- 
cialty practice  for  IMGs. 

• Almost  20  percent  of  IMGs  are  from 
India.  Pakistan  follows  at  almost  12  per- 
cent. 

• Most  IMGs  (85  percent)  are  in  patient 
care — 5 percent  are  in  medical  teach- 
ing, administration,  or  research. 


Dr.  Rossos  is  a member 
of  MSNJ  and  its  House  of 
Delegates.  He  served  on 
the  MSNJ  Committee  on 
International  Medi- 


NJM 


ethnic  groups,  alumni  associa- 
tions of  IMGs,  and  other  New 
Jersey  chapters  of  IMG  groups. 
Carlo  Porcaro,  MD,  will  chair 
this  new  section  on  IMGs  and 
welcomes  your  participation. 
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HEALTH  CARE  CAN 
BE  A MOVING 
TARGET! 


WHEN  YOU  CAN'T  AFFORD  TO  MISS  . . . 

HANNOCH  WEIS  MAN  HAS  A RECORD  OF  HITTING 
THE  MARK  WHEN  ADVISING  PHYSICIANS  ON: 

S Practice  formation,  management  and  operations 
Review  and  negotiation  of  managed  care  contracts 
S Corporate  transactions  including  mergers  and  acquisitions  and  joint  ventures 
S Licensing,  peer  review  and  disciplinary  matters 
S Professional  liability  and  risk  management 
S Governmental  and  payor  inquiries  and  investigations 
S Medical  staff  relations  and  credentialing 
S Employee  relations  and  benefits 


For  assistance  or  information  contact: 

Lisa  D.  Taylor,  Esq, 

James  J.  Shrager,  Esq. 

Mannoch  Weisman,  A Professional  Corporation 
4 Becker  Farm  Road,  Roseland,  NJ  07068 
973-535-5300 


1 1997  by  Hannoch  Weisman,  A Professional  Corporation 
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Are  you  a Hospital  or  Physician  who  wants  a 

PHYSICIAN  ASSISTANT 

LET 

PA  CONSULTANTS,  INC. 

DO  THE  WORK 

Through  our: 

CONSULTATION  PROGRAMS 
Comprehensive  review  of  state  laws  with  an  overview  of 
the  physician  assistant  profession 

EDUCATIONAL  PROGRAMS 
Our  inservice  programs  will  educate  all  employees  who 
come  in  contact  with  the  new  and  exciting  field 

PLACEMENT 

Our  placement  program  will  guarantee  finding  a qualified 
licensed  candidate  from  our  nationwide  database 


PA  CONSULTANTS,  INC.  PHONE:  732-683-1950 

3857  HIGHWAY  9 FAX:  732-683-1664 

SUITE  105 

FREEHOLD,  NJ  07728 


The  Medical  Manager 

Practice  Management  Software  ^ 


A fully  integrated  practice  management  solution 

Oyer  16  years’  experience  in  providing 
healthcare  automation  solutions 

Provides  an  open  system  architecture 
and  flexibility  for  specialized  needs 

Designed  for  small  group  practices  to  large 
Integrated  Delivery  Systems 

Overwhelming  national  presence 

Learn  more  about  how  Medical  Manager  Corporation  and 
The  Medical  Manager  system  can  meet  your  needs.  Contact  m 
at  800.677.7784,  201.808.0088,  or  www.medicalmanager.comi 


Medical 

Manager 

Corporation 


Your 

A Textile  Raul  Lmmdry  Service 

OF  NORTH  JERSEY  & NEW  YORK 

is  now 

ImageFIRST 

for  linen  rental.  MEDICAL  WEAR 

Programs  include  weekly  delivery  and  cleaning  of 
lab  coats,  scrubs,  fluid  resistant  wear,  towels  and  more. 


1-800-368-3676 
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Person  of  the  Year: 
Stanley  S.  Bergen,  jr,  md 


For  the  last  27  years, 

Dr.  Stanley  Bergen's 
name  has  been  almost 
synonymous  with  medical 
education  in  New  Jersey. 
Through  his  energy, 
industry,  and  creative 
leadership  he  has  helped 
transform  what  was  once 
known  as  the  College  of 
Medicine  and  Dentistry 
into  the  University  of 
Medicine  and  Dentistry  of 
New  Jersey,  the  largest 
freestanding  health 
sciences  university  in  the 
country. 

Today,  UMDNJ  has  four 
main  campuses  and  one 
branch  campus,  seven  schools 
including  three  medical  schools , 
an  annual  operating  budget  of 
more  than  $850  million,  and 
total  research  expenditures  of 
more  than  $ 1 50  million 
annually.  Dr.  Bergen  also  has 
overseen  graduate  medical 
education  programs  throughout 
the  state,  and  has  been  an 
important  force  in  many 
community  activities. 


We  honor  Stanley  Bergen  as 
the  1 997  "Person  of  the  Year," 
in  recognition  of  his  remarkable 
accomplishments,  along  with 
his  leadership,  vision,  and 
extraordinary  impact  on  the 
health  care  community  in  New 
Jersey.  His  leadership  in  higher 
education  has  been  marked  by 
his  roles  as  chair  of  the 
Advisory  Graduate  Medical 
Education  Council  of  New 
Jersey ; treasurer,  the  executive 
board  of  the  New  Jersey 
President's  Council;  New  Jersey 
Commissioner  on  Higher 
Education;  and  member  of  the 
Board  of  Directors,  New  Jersey 
Association  of  Colleges  and 
Universities. 

Dr.  Bergen  also  is  a founding 
member  of  the  University  Health 
System  of  New  Jersey,  a group 
of  major  New  Jersey  teaching 
hospitals  that  joined  together  to 
further  medical  education, 
medical  research,  and  health 
care  delivery  issues  in  an 
economic  and  efficient  manner. 
He  is  a member  of  the  Boards 
of  Trustees  of  Robert  Wood 
Johnson  University  Hospital, 


Hackensack  University  Medical 
Center,  and  Bergen  Pines 
County  Hospital. 

On  a broader  scale,  Dr. 
Bergen  has  held  numerous 
leadership  roles  in  the  nation's 
major  policymaking  health  care 
organizations,  including  the 
Board  of  Trustees  of  the 
American  Hospital  Association. 
Currently,  he  is  acting  chair  of 
the  Board  of  Trustees  of  The 
Hastings  Center,  and  will 
assume  the  chair  in  July  1 998. 

Q.  As  you  look  back  over 
the  last  year,  what  do  you  see 
as  the  most  significant  trends  or 
events  in  New  Jersey  health 
care? 

A.  I would  point  to  the 
changing  environment  of  health 
care  delivery,  the  trend  toward 
managed  care,  and  the 
restructuring  of  our  hospital 
system.  In  respect  to  hospitals,  I 
think  that  the  movement  of 
patients  out  of  the  hospital  for 
even  relatively  major  surgical 
procedures  and  the  resulting 
shrinkage  of  the  hospital  system 
and  a greater  dependence 
upon  ambulatory  care  and 
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preventive  medicine  are  the 
major  trends. 

Q.  Currently,  one  out  of  six 
New  Jerseyans  are  involved 
with  a managed  care  company 
and  the  projection  is  that  it's 
going  to  be  three  out  of  six  by 
the  end  of  the  decade.  How  do 
you  see  this  transforming  health 
care  in  New  Jersey? 

A.  We  have  a third  partner 
or  maybe  even  a fourth  partner 
in  health  care.  We've  looked  at 
the  delivery  of  health  care  as  a 
physician-patient  relationship 
and  fought  to  maintain  the 
sanctity  of  that  relationship. 

Then  we  came  to  grips  with  the 
fact  that  both  the  state  and 
federal  governments  became 
involved  much  more  deeply 
starting  in  1 965  with  the 
enactment  of  Medicaid  and 
Medicare.  And,  now  we  have 
the  insurance  companies 
playing  a much  more  directive 
role  than  ever  before.  I think  we 
are  aware  of  a fourth  party  that 
now  is  trying  to  intrude  itself 
into  the  doctor-patient  or  the 
hospital-patient  relationship. 

Therefore,  I think  the  major 
challenge  in  the  medical 
profession  in  the  future  is  to 
retain  its  control  over  that 
relationship  and  to  regain 
control  of  what  now  is  under 
challenge. 


Q.  Do  you  think  the  medical 
profession  can  do  this?  Looking 
back  at  your  own  career,  you 
must  have  seen  a major  change 
in  the  role  of  doctors  as  small 
business  persons  to  doctors  as 
employees.  Do  you  think  the 
medical  profession  can  take 
control  over  this? 

A.  While  I think  there  will 
be  a greater  trend  toward  the 
employment  of  physicians 


Stanley  S.  Bergen,  Jr,  MD 


functioning  in  a role  where  they 
are  responsible  to  other  agents, 
the  medical  profession  can 
regain  a portion  of  control  and 
bring  the  balance  back  to  the 
midpoint  where  it  should  be. 
Patients  really  want  a 
relationship  with  their 
physicians  and  they  do  not 
appreciate  being  treated  as  a 
product. 


Q.  Does  the  trend  toward 
consolidation  in  the  hospital 
sector  raise  concerns  for  you  in  : 
terms  of  maintaining  access  to 
quality  care? 

A.  There  are  two  parts  to 
your  question.  One  part  is  the 
age-old  issue  of  access  for  all 

iii 

the  people,  and  I think  that 
remains  lurking  in  the 
background  as  hospitals 
consolidate.  Are  we  once  again 
going  to  face  the  possibility  and 
even  the  probability  that  there 
will  be  a segment  of  the 
population  that  will  be  closed 
out  and  forced  back  into  the  so- 
called  emergency  room 
mentality?  I think  that  New 
Jersey  has  addressed  this  quite 
well  compared  to  many  other 
states,  first  through  the 
uncompensated  care  program 
and  now  with  the  charity  care 
program.  I think  those 
programs  have  to  be  extended 
to  the  physician's  office  with 
reimbursement  for  physicians  in 
order  to  be  totally  effective. 

Part  two  is  that  we  probably 
were  overbuilt  as  a system — we 
probably  did  have  excess  beds 
and  we  probably  did  get 
caught  up  in  a technological 
explosion,  and  we 
overhospitalized  and 
overtreated  patients.  I think  the 
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consolidation  that  is  going  on — 
the  development  of  networks 
and  systems — will  continue  and 
there  will  be  fewer  major 
entities  left  to  make  those 
decisions. 

Q.  Last  year  in  an 
interview,  Dr.  C.  Everett  Koop 
told  us  he  was  deeply 
concerned  about  the  future  of 
graduate  medical  education. 

He  said  that  it  was  being 
approached  without  any  real 
planning  and  that  we  rely  on 
Medicare  cuts  to  make 
decisions  about  graduate 
medical  education.  What's  your 
view  about  this? 

A.  I agree  with  him.  I think 
graduate  medical  education  is 
in  a very  precarious  state — 
both  nationally  and  in  New 
Jersey.  We  need  some 
reassurance  that  there  will  be  a 
stable  funding  source  for 
graduate  medical  education  as 
the  federal  government — 
particularly  Medicare 
reimbursement — begins  to  pull 
away  from  graduate  medical 
education.  I think  you  will  find 
everybody  using  that  as  an 
excuse.  While  we  have  had 
some  success  in  the  recent 
Balanced  Budget  Act  of  carving 
out  graduate  medical  education 


between  the  managed  care 
Medicaid  field,  elected  officials 
do  not  have  a great  interest  in 
supporting  graduate  medical 
education. 

Q.  What  about  the 
implications? 

A.  The  implications  are 
huge.  Right  now,  we  are  in  an 
environment  of  a surplus  of 
physicians  and  people  are 
asking,  Is  this  going  to  cost  us  a 
lot  more  money?  Are  there 
going  to  be  doctors  driving 
taxis?  Are  there  going  to  be 
doctors  on  the  street  corners 
selling  apples?  When  you  have 
that  mentality,  it's  awfully  hard 
to  get  people  focused  on  an 
issue  like  the  funding  of 
graduate  medical  education. 

On  the  other  hand,  anybody 
who  looks  even  ten  years  down 
the  line  has  to  think  of  what 
would  happen  if  we  have  no 
educated  physicians  coming  out 
of  the  pipeline.  Just  as  with 
hospital  beds,  we  probably 
have  overshot  the  mark  on  the 
surplus  side.  However,  I think 
we  have  to  come  up  with  a 
plan  for  a reasonable  cutback 
in  the  number  of  graduate 
medical  education  slots  in  the 
United  States  and  in  New 
Jersey.  We  need  to  be  sure 
there  is  a stable  source  of 
funding  to  guarantee  that  those 


slots  will  be  there  to  replenish 
the  physician  pool  in  the  years 
ahead. 

Q.  You  presided  over  a 
tremendous  growth  in  the 
university.  Where  do  you  see  it 
going  in  the  future?  What  kind 
of  challenges  do  you  see  it 
facing? 

A.  I think  the  primary 
challenge  is  how  we  adapt  the 
educational  programs  that  are 
our  primary  responsibility  to  the 
changing  health  care  delivery 
system.  I think  that  the  second 
challenge  is  just  what  is  the 
university's  role  in  the  delivery 
of  health  care.  We  have  been 
much  more  rooted  in  the 
community,  particularly  the 
urban  inner-city  communities 
than  most  traditional  medical 
schools  that  have  been  in 
existence  a century  or  longer. 
Where  will  that  lead  us  in  the 
years  ahead?  Will  we  become 
one  of  two  or  three  providers 
for  the  entire  greater  Newark 
area?  What  will  our  role  be  in 
Camden,  Paterson,  Elizabeth, 
Atlantic  City,  and  places  where 
there  are  medically  indigent 
populations  of  significant  size? 
Will  the  university  serve  as  a 
finger  in  the  dike  in  areas 
where  it  is  not  attractive 
for  other  institutions  to 
be  located? 
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Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• aPPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1 422  • 1-800-462-3401 


You  Practice 

I'll  Reorganize 
Your  Existing  Office 


Is  your  staff  working  up  to  it's  potential?  Is 
your  office  operating  efficiently?  Are  your 
codes  current?  If  not,  consider  the  turn-key 
method.  Mary  Ann  Hamburger  has 
triumphed  as  the  most  comprehensive  and 
diverse  single  source  for  medical  office  set 
ups  and  reorganizations.  She  is  an  expen  in 
every  detail  of  office  administration.  Mary 
Ann  will  reorganize  and  reenergize  your 
present  office.  She  can  guide  you  in  establishing  the  fee  schedules 
appropriate  to  your  specialty,  geographic  area  and  current 
market.  She'll  train  your  staff  in  scheduling  properly  to  insure 
effective  patient  flow.  An  expert  in  CPT  and  ICD  codes,  Mary 
Ann  Hamburger  will  update  them  yearly  to  insure  proper 
reimbursement.  For  a whole  new  approach  to  medical  office 
practice,  call  today. 


Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 
201-763-7394 


OUR  TEAM  OF  LAWYERS  COUNSELS 

HEALTHCARE 

PROVIDERS 

IN  A COMPREHENSIVE  RANGE  OF 
• HEALTH  LAW  MATTERS. 


Formation  and  Capitalization 
of  Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary  Actions 

❖ 

Fraud  and  Abuse 

Medicare  and  Medicaid  Reimbursement 
Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information 
or  a copy  of  our 

New  Jersey  Health  Law  Advisory, 
please  contact 

Alma  L.  Saravia 

51  Haddonfield  Road,  Cherry  Hill,  NJ  08002 
(609)  488-7300 


Duane,  Morris  & Heckscher  llp 

A Pennsylvania  Limited  Liability  Partnership 


Cherry  Hill  and  Newark,  New  Jersey 
Philadelphia,  Harrisburg,  Lehigh  Valley  and  Wayne,  Pennsylvania 
New  York,  New  York  ♦ Washington,  D.C. 
Wilmington  and  Dover,  Delaware  ♦West  Palm  Beach,  Florida 
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Medical  partnership 
initiates  venture  to 
ensure  quality  care 


William  F.  Jessee,  MD 


Dr.  Jessee  is  vice- 
president,  Quality  and 
Managed  Care,  at  the 
American  Medical 
Association. 

Today’s  health  care  environ- 
ment demands  new  levels  of 
accountability.  In  response,  the 
Medical  Society  of  New  Jersey 
(MSNJ),  through  its  subsidiary 
the  Medical  Review  and  Accred- 
iting Council,  Inc.  (MRAC), 
formed  a partnership  with  the 
American  Medical  Association 
(AMA)  to  take  a leadership  role 
in  setting  standards  for  the  per- 
formance of  practicing  physi- 
cians. 

Though  accreditation  has 
long  been  available  as  a quality 
standard  for  hospitals,  payers, 
and  managed  care  organizations, 
no  nationally  recognized  pro- 
gram has  existed  for  individual 
physician  quality  accreditation. 
MSNJ  and  the  AMA  have  recog- 
nized this  opportunity  to  create 
and  implement  a widely  accept- 
ed accreditation  process  and 
have  worked  together  to  make  it 
available  first  to  the  physicians 
of  New  Jersey. 


The  American  Medical 
Accreditation  Program  (AMAP) 
promises  to  be  the  one  source  for 
nationally  standardized  physi- 
cian quality  information.  AMAP 
is  a voluntary,  comprehensive 
accreditation  program  developed 
by  the  AMA  that  measures  and 
evaluates  individual  physicians 
against  national  standards,  crite- 
ria, and  peer 
performance  in 
five  areas:  cre- 
dentials; per- 
sonal qualifica- 
tions; environ- 
ment of  care; 
clinical  perfor- 
mance; and  pa- 
tient care  re- 
sults. 

Meeting  and 
maintaining 
AMAP’s  high  standards  earns  a 
physician  AMAP-accredita- 
tion — a new  national  bench- 
mark of  physician  quality.  The 
evaluation  process  provided  by 
AMAP  focuses  on  quality,  im- 
proving patient  care,  and  elimi- 
nating the  current  redundant 
processes  for  physician  creden- 
tialing.  Physicians  awarded 
AMAP-accreditation  are  desig- 


nated as  meeting  the  highest 
national  standards  for  training, 
behavior,  practice,  and  patient 
care. 

AMAP  aims  to  become  the 
national  physician  quality  stan- 
dard for  consumers,  health 
plans,  hospitals,  and  employers. 
This  comes  at  a dramatic  time  in 
New  Jersey  as  physicians,  along 
with  health 
plans,  hospi- 
tals, and  other 
providers,  are 
feeling  tremen- 
dous pressure 
from  the  public 
and  the  state 
Legislature  to 
reduce  costs 
while  also  fac- 
ing unprece- 
dented de- 
mands for  accountability  and 
assurances  of  quality. 

Each  managed  care  organiza- 
tion has  responded  to  these 
demands  for  quality  evaluation 
by  implementing  reviews  of 
physicians’  credentials  and 
offices  and  medical  records,  and 
by  profiling  physician  practice 
patterns.  On  average,  physicians 
in  the  United  States  participate 


American 

Medical 

Accreditation 

Program 
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in  12  different  health  plans.  Without  a national 
review  standard,  managed  care  organizations  have 
deluged  physicians  across  the  nation  with  fragment- 
ed, duplicative  review  processes  that  are  inconsistent 
from  one  plan  to  the  next. 

In  contrast,  AMAP  reasserts  the  responsibility  of 
organized  medicine  to  establish  standards  for  prac- 
ticing physicians  by  providing  the  first  credible,  con- 
sistent, and  comprehensive  national  standard  in 
physician  quality.  AMAP  offers  physicians  and  pur- 
chasers of  health  care  a standardized  accreditation 
program  that  reduces  administrative  costs  to  the 
health  care  system  and  hassle  to  the  individual 
physician.  AMAP-accredited 
physicians  will  undergo  a single 
biennial  review,  which  will  gen- 
erate information  for  use  by  any 
health  plan,  hospital,  or  other 
organization  in  which  a physi- 
cian seeks  privileges.  No  other 
accreditation  organization  or 
program  currently  evaluates 
quality  in  as  comprehensive  a 
manner  as  AMAP 

Based  on  the  five  components  of  AMAP,  the  stan- 
dards and  criteria  for  AMAP-accreditation  are  not 
based  solely  on  the  verification  of  a physician’s  edu- 
cation and  training  credentials — they  also  emphasize 
participation  in  self-assessment,  patient  satisfaction, 
treatment  outcomes,  and  professional  behavior. 
AMAP  is  not  a certificate  of  competence  in  a medical 
specialty.  AMAP  accreditation  should  not  be  regard- 
ed as  a substitute  for  specialty  board  certification. 
Rather,  AMAP  recognizes  and  includes  all  of  these 
elements,  thus  making  AMAP  the  only  program  to 
encompass  all  of  these  processes. 

An  additional  benefit  of  AMAP  is  that  it  goes 
beyond  a one-dimensional  approach  to  quality. 
AMAP  emphasizes  the  continued  enhancement  of 


MRAC 
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physicians’  clinical  performance  by  providing  physi- 
cians with  credible  information  and  practical  assis- 
tance in  improving  the  quality  of  patient  care.  This 
exchange  of  peer-reviewed  information  is  necessary 
to  the  continuing  improvement  of  our  national 
health  care  quality  standard. 

New  Jersey  leads  the  nation  as  the  first  state  to 
implement  this  new  initiative.  Direcdy  partnered 
with  the  AMA  in  this  implementation  is  MRAC,  a 
subsidiary  of  MSNJ  that  was  created  to  improve  and 
facilitate  quality  care  rendered  by  New  Jersey  physi- 
cians. Along  with  primary  credentialing,  MRAC 
addresses  the  AMAP  program  components  of  out- 
come analysis  and  quality  care. 
MRAC  also  conducts  active  dis- 
cussions with  insurance  compa- 
nies and  managed  care  organi- 
zations regarding  these  issues. 
In  addition,  MRAC  also  is 
involved  in  the  AMAP  compo- 
nents of  environmental  or  site 
review,  which  encompasses  a 
number  of  issues,  from  quality 
of  physicians’  recordkeeping  to  the  sanitary  and 
comfort  conditions  within  offices. 

New  Jersey  physicians  will  be  the  first  in  the 
nation  to  utilize  this  program  as  a tool  to  demon- 
strate their  professionalism  in  its  highest  form.  As 
the  health  care  marketplace  in  New  Jersey  continues 
to  demand  accountability  from  physicians,  it  is 
equally  significant  that  AMAP-accreditation  can 
demonstrate  the  commitment  to  quality  and  cost- 
effective  care  that  is  being  sought  by  the  public,  pur- 
chasers, and  legislators  of  New  Jersey. 

MSNJ  and  AMA  believe  that  providing  the  leader- 
ship to  hold  physicians  accountable  to  medicine’s 
highest  standards  is  one  of  the  best  ways  to  ensure 
the  high  quality  of  the  American  health  care  _____ 
system  well  into  the  21st  century.  IlnJiJ 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 
1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 
FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  1 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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Gilbert  W.  Bates,  P.A 


Legal  services  for 
Physicians  and 
Their  Practices 

Practice  Formation 
Managed  Care  Contracts 
Employment  Agreements 
Buy-In  and  Buy-Out  Agreements 
Practice  Sales  and  Acquisitions 
Practice  Mergers 

Fiat  Fee  Arrangements  Available 

(6091  299-3447 


Medical 

Humanities 

Program 


In  the  Medical  Humanities 
Program  at  Drew  University, 
health  care  providers  explore 
issues  ranging  from  medical 
insurance,  genetic  engineer- 
ing, and  abortion  to  euthana- 
sia, medical  malpractice  and 
alternative  therapies  using 
the  accumulated  knowledge 
and  wisdom  of  the  humani- 
ties. The  program  is  conduct- 
ed jointly  by  Drew  and  The 
Raritan  Bay  Medical  Center, 
an  affiliate  of  Robert  Wood 
Johnson  University  Hospital. 


• Certificate  and  Master's  programs 
• Clinical  practicum  conducted  at 
Raritan  Bay  Medical  Center. 

Courses  include: 

• Medical  Narrative  • Biomedical  Ethics 
Literature  & Medicine:  The  Human  Side  of  Medicine 
• History  of  Medicine:  History  of  Biomedical  Science 

• The  Sociopolitics  of  Gender  in  Medicine 


For  information  call  the 
Graduate  Admissions  Office 
at  973/408-31 10 


DREW 


DREW  UNIVERSITY  • MADISON,  NEW  JERSEY  07940 


Balancing  Quality  With  the  Bottom  Linf 


Practicing  medicine 
= good 

Practicing  running 
a business 
good 


Practice  management  and 
practice  efficiency  solutions 
from  professionals  with 
hands-on  experience 


WITHUM,  SMITH  & BROWN 

Certified  Public  Accountants  & Consultants 


Health  Services  Department 


100  Overlook  Center 
Princeton,  NJ  08540 
609-520-1188 
http://www.withum.com 

Offices  in  New  Jersey  and  Pennsylvania 


MEMBER  NEXIA  INTERNATIONAL 
A WORLDWIDE  NETWORK  OF 
INDEPENDENT  ACCOUNTING  FIRMS  I vArnaT ioNAI. 
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Laparoscopic  management 

OF  IATROGENIC 
COLON  PERFORATION 


Ibrahim  M.  Ibrahim,  MD 
Barry  Sussman,  MD 
Fred  Wolodiger,  MD 
Fred  Silvestri,  MD 


The  authors  are 
affiliated  with  the 
Department  of  Surgery, 
Section  of  Laparoscopy, 
Englewood  Hospital  and 
Medical  Center,  in 
Englewood. 

Iatrogenic  perforations  of  the 
colon  are  rare  occurrences. 
These  perforations  usually  are 
caused  by  endoscopic,  laparo- 
scopic, or  gynecologic  proce- 
dures. Such  perforations  are 
potentially  catastrophic.  Early 
recognition  and  laparoscopic 
intervention  can  minimize  sub- 
sequent patient  morbidity.  We 
present  three  such  cases,  suc- 
cessfully managed  with  laparo- 
scopic techniques. 

Case  1 . A 32-year-old  male 
underwent  laparoscopic  vari- 
cocelectomy. Over  the  next  36 
hours,  he  developed  increasing 
abdominal  pain,  fever,  and  a 
rising  white  blood  cell  count. 
Urgent  exploratory  laparos- 
copy was  carried  out.  Frank 
fecal  contamination  of  the 
abdomen  was  discovered. 
Examination  of  the  colon 
revealed  a 3 mm  perforation.  It 


was  postulated  that  the  perfo- 
ration was  caused  during  tro- 
car insertion.  Because  of  the 
extent  of  the  fecal  contamina- 
tion and  edema  of  the  bowel,  it 
could  not  be  determined  with 
absolute  certainty  that  there 
were  no  other  injuries.  A mini- 
laparotomy was  performed 
and  the  colon  was  sutured.  A 
proximal  colonic  loop  was 
exteriorized  as  a precautionary 
measure.  The  patient  did  very 
well  and  the  loop  was  replaced 
in  the  abdomen  a few  months 
later.  Conversion  of  the  loop 
into  a diverting  colostomy  was 
not  required. 

Case  2.  A 24-year-old  fe- 
male underwent  termination  of 
a second  trimester  pregnancy. 
At  the  time  of  the  curettage, 
the  physician  noted  fatty  tissue 
and  suspected  uterine  perfora- 
tion. A gastrografin  enema  was 
performed,  which  revealed 
extravasation  from  the  sigmoid 
colon.  Emergent  laparoscopy 
revealed  a jagged  2 cm  perfo- 
ration of  the  sigmoid  colon. 
This  was  repaired  laparoscopi- 
cally.  Because  the  bowel  was 
unprepped,  a diverting  proxi- 


mal transverse  colostomy  was 
performed.  She  had  an  un- 
eventful postoperative  course. 
The  colostomy  was  closed  three 
months  later. 

Case  3.  A 27-year-old  fe- 
male underwent  colonoscopy 
for  the  evaluation  of  lower  gas- 
trointestinal (Gl)  bleeding. 
Except  for  hemorrhoids,  no 
other  pathology  was  noted. 
When  the  colonoscope  was 
being  withdrawn,  the  small 
bowel  could  be  visualized  at 
the  level  of  the  sigmoid  colon. 
The  abdomen  became  distend- 
ed and  the  patient  began  to 
complain  of  severe  abdominal 
pain.  Abdominal  films  revealed 
massive  pneumoperitoneum. 
The  patient  underwent  immedi- 
ate exploratory  laparoscopy.  A 
4 cm  laceration  in  the  proximal 
sigmoid  colon  was  noted  with 
a large  amount  of  turbid  fluid 
throughout  the  abdomen.  The 
laceration  then  was  closed  with 
a continuous  intracorporeal 
suture  technique.  All  turbid  fluid 
was  suctioned  out  and  all  four 
quadrants  were  copiously  irri- 
gated. She  had  an  uneventful 
recovery. 
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Perforation  of  the  bowel  can  occur  as  a result  of  instru- 
mentation of  the  abdomen  in  spite  of  meticulous  and 
careful  techniques. 


Discussion.  Perforation  of 
the  bowel  can  occur  as  a result 
of  instrumentation  of  the 
abdomen  either  laparoscopi- 
cally,  endoscopically,  or  trans- 
vaginally  during  gynecological 
procedures,  in  spite  of  meticu- 
lous and  careful  techniques. 
Traditionally,  repair  was 
accomplished  by  immediate 
formal  laparotomy.1 2 Today 
such  mishaps  can  be  accurate- 
ly diagnosed  and  repaired 
laparoscopically.35 

Laparoscopic  trocar  injuries 
are  rare  but  potentially  lethal. 
Vascular  injury  often  presents 
as  hypotension,  either  intraop- 
eratively  or  immediately  post- 
operatively.6  In  this  situation, 
immediate  laparotomy  to  iden- 
tify and  repair  the  arterial  or 
venous  injury  should  be  under- 
taken. A bowel  injury,  on  the 
other  hand,  can  be  subtle  and 
often  is  missed  at  the  time  of  its 
occurrence.7"  Inordinate  ab- 
dominal pain  following  laparo- 
scopy should  lead  the  surgeon 
to  suspect  a bowel  perforation. 
Shields  for  trocars  (as  in  case 
1)  do  not  completely  protect 
against  intra-abdominal  in- 
juries.17 On  the  contrary,  they 


may  give  the  surgeon  a false 
sense  of  security.  There  is  no 
substitute  for  extreme  vigilance 
in  preventing  such  injuries. 
When  recognized  immediately 
the  injury  can  be  repaired 
laparoscopically  and  the  pro- 
cedure may  continue  with  little 
likelihood  of  subsequent  com- 
plications. Case  1 occurred 
early  in  our  experience.  Sutur- 
ing the  perforation  alone,  in  ret- 
rospect, would  have  been  suffi- 
cient. The  extensive  peritoneal 
soiling  and  the  inflammatory 
response  made  it  difficult,  how- 
ever, to  confidently  exclude 
another  bowel  perforation. 
Therefore,  a mini-laparotomy 
was  performed.  The  peritonitis 
responded  well  to  lavage  and 
antibiotic  therapy. 

The  incidence  of  clinically 
significant  uterine  perforations 
during  second  trimester  legal 
termination  of  pregnancy  is 
about  0.17  percent.1316  Re- 
trieval of  fat  is  diagnostic  of 
uterine  perforation  as  this  could 
only  come  from  intra-peritoneal 
structures.  Early  recognition  is 
crucial  to  avoid  subsequent 
peritonitis.  Fat  retrieval  does 
not  necessarily  mean  bowel 


perforation  has  occurred,  as 
the  fat  could  be  of  mesenteric, 
omental,  or  epiploic  origin. 
Gastrografin  enema  is  simple 
and  diagnostic  of  colon  perfo- 
ration but  does  not  include  con- 
comitant small  bowel  perfora- 
tion. Therefore,  a thorough 
search  for  more  than  one 
bowel  perforation  should  be 
carried  out.  Expedient  laparo- 
scopy affords  accurate  diagno- 
sis. Treatment  will  depend  on 
the  judgment  of  the  surgeon.  In 
case  2,  diverting  colostomy 
was  deemed  indicated.  Laparo- 
scopy obviated  laparotomy 
completely. 

Colon  perforation  occurs  in 
about  0.2  percent  of  diagnostic 
colonoscopies.1'3'17  In  such 
cases,  the  colon  already  is 
mechanically  prepped,  so  pri- 
mary repair  without  a colosto- 
my is  justified.  These  perfora- 
tions either  can  be  sutured  or 
stapled  laparoscopically.4'5 
Laparoscopic  staplers  are  very 
reliable.  Because  of  the  jagged 
nature  of  the  laceration  in  case 
3,  we  opted  for  suturing  to 
avoid  possible  compromise  to 
the  bowel  lumen.  It  is  important 
that  the  surgeon  be  facile  with 


36  New  Jersey  Medicine  December  1997 


EATIIRE 


advanced  laparoscopic  tech- 
niques including  intracorporeal 
suturing. 

Conclusion.  Diagnostic 
laparoscopy  is  accurate  in  this 
setting.  Iatrogenic  perforations 
can  be  easily  treated  laparo- 
scopically,  thus  expediting  the 
patient's  recovery  and  conva- 
lescence. Minimizing  the  con- 
sequences of  iatrogenic  trauma 
to  patients  is  advantageous  in 

! these  potentially  litigious  situa- 
tions. 
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A new  procedure 
helped  reduce  the  severe  pain 


of  heart  bypass  surgery. 
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It’s  no  accident  that  many  of  the  nation’s  most 
important  discoveries,  therapies  and  procedures 
were  developed  at  Robert  Wood  Johnson  University 
Hospital  and  UMDNJ-Robert  Wood 
Johnson  Medical  School.  As  one  of  the 
premier  academic  medical  centers  in 
the  country,  we  combine  world-class 
research  and  innovative  treatments  with 
the  highest  level  of  patient  care.  Perhaps  that’s  why  more 
than  2500  patients  from  70  different  hospitals  were 


transferred  here  last  year.  From  our  state-designated 
Children’s  Hospital  to  The  Cancer  Institute  of  New 
Jersey,  a world  renowned  cancer  center,  no  other 
hospital  offers  a more  comprehensive 
approach  to  healthcare.  So  if  you’re 
looking  for  a hospital  on  the  cutting 
edge  of  medicine,  look  to  Robert 
Wood  Johnson  University  Hospital. 
Because  when  it  comes  to  the  nation’s  most  important 
medical  innovations,  it  happens  here  first. 


AND  WE  PIONEERED  IT. 
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BREAKING  THE  MOLD: 

Treating  osteoporosis 


It  can  start  with  an  idle 
complaint  or  a random 
comment  during  an  office 
visit.  Tm  getting 
shorter."  "I  feel  like  I'm 
always  stooping  over."  "I 
can't  seem  to  hold  my 
shoulders  back  straight." 
"I  don't  feel  that  my  back 
supports  my  weight." 

"My  back  is  bothering 

„ _ u 

me. 

Osteoporosis  can  begin  very 
quietly  and  if  untreated,  can 
lead  to  a devastating  loss  of 
independence  and  sometimes, 
death.  While  some  patients 
with  undiagnosed  osteoporosis 
can  present  with  excruciating 
back  pain  because  of  vertebral 
body  fractures,  most  have  little 
or  no  complaints  of  symptoms. 
Up  until  recently  there  wasn't 
much  physicians  could  do  in 
terms  of  prevention  and  treat- 
ment; in  the  last  decade  a bet- 
ter screening  test  and  new  ther- 
apies to  retard  bone  loss  have 
meant  better  outcomes  for 
patients. 

"Until  dual-energy  x-ray 
absorptiometry  (DEXA)  scans 
became  a reliable  predictor, 
the  first  sign  of  the  disease 
often  was  a vertebral  body 
fracture  or  a hip  fracture,"  says 


Eileen  Moynihan,  MD,  a 
rheumatologist  in  private  prac- 
tice in  Woodbury.  By  the  time 
bone  loss  can  be  detected  on  x- 
ray,  more  than  one-half  the  per- 
son's bone  mass  has  been  lost. 
Bone  and  CT  scans  were  better 
but  neither  has  the  accuracy  of 
this  latest  diagnostic  test.  A 
DEXA  scan  is  the  method  of 
choice  to  diagnose  osteoporo- 
sis and  is  a painless,  noninva- 
sive  test  used  to  measure  bone 
mineral  density  of  the  hip, 
spine,  or  wrist.  Osteoporosis  is 
considered  to  be  present  when 


Eileen  Moynihan,  MD 


a person's  bone  mineral  densi- 
ty is  2.5  or  more  standard  devi- 
ations below  that  of  a normal 
young  adult  at  peak  bone 
mass.  "Now,  rather  than  wait 
for  an  event  to  occur,  we  can 
concentrate  on  preventing  frac- 
tures and  further  bone  loss," 
Moynihan  notes. 


The  disease  affects  more 
than  28  million  Americans, 
mostly  older  women,  but  age 
and  sex  are  not  the  only  risk 
factors.  People  who  have  cer- 
tain chronic  diseases,  such  as 
lupus,  metabolic  bone  disease, 
or  juvenile  rheumatoid  arthritis, 
and  others  who  are  on  long- 
term steroid  use,  such  as  those 
with  asthma,  inflammatory 
bowel  disease,  and  arthritis, 
need  to  be  monitored  closely. 

The  traditional  risk  factors — 
being  female,  being  Caucasian 
or  Asian,  having  a small  frame, 
and  a family  history  of  the  dis- 
ease— still  hold  true.  But  now 
physicians  are  recognizing 
other  warning  signs:  a non-trau- 
matic  fracture  as  an  adult;  early 
menopause  (before  age  45),  or 
a hysterectomy  without  subse- 
quent hormone  replacement 
therapy;  irregular  or  absent 
menstrual  periods;  eating  disor- 
ders that  result  in  irregular  peri- 
ods; exercising  to  the  extent 
that  menses  stop;  low  testos- 
terone levels  in  men;  a seden- 
tary lifestyle;  a high-protein 
diet;  cigarette  smoking;  and 
excessive  use  of  alcohol. 

Because  bone  changes  also 
can  be  attributed  to  other  con- 
ditions, physicians  urge  caution 
when  diagnosing  osteoporosis. 
"All  that  looks  like  osteoporosis 
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may  not  be,"  Moynihan  warns. 
"Some  changes  may  be  attrib- 
utable to  parathyroid  prob- 
lems, vitamin  D blocks  in  the 
kidneys,  or  genetic  defect  med- 
ications that  can  cause  difficul- 
ties, such  as  the  anticonvulsant, 
Dilantin®,  and  the  synthetic  hor- 
mone, Synthroid®.  You  need  a 
blood  chemistry  and  urine  pro- 
file to  determine  whether  you 
have  got  a bonafide  osteo- 
porosis case  or  some  other 
problem  that  causes  these  bone 
changes  or  brittle  bones  that 
you  would  not  treat  in  the  same 
way." 

Osteoporosis  can  occur  if 
not  enough  bone  is  formed  dur- 
ing youth  or  if  accelerated 
bone  loss  occurs  during  adult- 
hood. After  bones  stop  grow- 
ing in  length — sometime  during 
adolescence — they  continue  to 
grow,  gaining  mass  up  until  a 
person  is  in  the  early-  to  mid- 
30s,  when  peak  bone  mass  is 
reached.  At  this  point,  bone 
mass  may  remain  steady  or 
may  begin  to  diminish  at  the 
rate  of  about  1 percent  per 
year.  For  women,  the  most  crit- 
ical time  of  loss  is  the  first  year 
after  menopause. 

"There  is  rapid  decline  of 
bone  density  during  that  time," 
comments  Linda  Brecher,  DO, 
assistant  professor  of  clinical 
medicine  and  chief,  Division  of 
Rheumatology  at  UMDNJ- 
School  of  Osteopathic  Medi- 
cine in  Stratford.  "Estrogen 
inhibits  osteoclasts,  which  are 
cells  that  break  down  bone  tis- 


sue. If  every  woman  would  stay 
on  estrogen,  fewer  women 
would  have  osteoporosis."  For 
women  that  do  not  have  a fam- 
ily history  of  certain  cancers, 
physicians  recommend  hor- 
mone replacement  therapy  for 
those  entering  menopause. 

"It's  the  best  choice  you  have 
to  prevent  osteoporosis  and 
you  get  cardiac  benefits  as 
well,"  Moynihan  states.  "There 
is  also  a question  that  it  might 
offer  protection  from  Alz- 
heimer's disease." 

For  women  who  are  diag- 
nosed postmenopause,  alen- 
dronate (Fosamax®),  a bisphos- 
phonate,  often  is  prescribed 
because  it  inhibits  osteoclasts, 
allowing  the  bone-building 
cells,  osteoblasts,  to  work 
alone — vastly  improving  bone 
strength.  The  drug  has  been 
shown  to  lower  the  rate  of  frac- 
tures in  people  who  have 
already  sustained  one  or  more 
of  them.  Some  people  cannot 
tolerate  this  drug,  which  can 
cause  bloating,  heartburn,  and 
other  upper  gastrointestinal 
problems.  Most  of  these  side 
effects  can  be  combated  by  tak- 
ing the  drug  on  an  empty  stom- 
ach with  lots  of  water  and  not 
eating  food  or  lying  down  for 
at  least  30  minutes  after  inges- 
tion. Improved  versions  of  the 
drug  with  fewer  or  no  side 
effects  are  now  in  active 
research,  physicians  note. 

Moynihan  says  she  has  a 
few  men  in  her  practice  for 


whom  she  has  prescribed 
Fosamax®  in  an  effort  to 
increase  their  bone  density. 
"They  usually  are  very  frail,  in 
their  70s,  with  compression 
fractures.  I've  had  to  prescribe  ! 
it  for  them  off-label,"  she  notes. 
Men  have  not  been  given  ade- 
quate attention  in  terms  of  treat- 
ment and  research.  "I  don't 
know  that  we've  adequately 
looked  at  men,"  Moynihan 
says.  "We  should  be  paying 
more  attention  to  male  meno- 
pause. What  a woman  I 

achieves  at  40  or  50,  does  a 
man  hit  the  same  spot  at  70? 
Should  he  be  treated  with  !| 
something,  and  if  so,  what?" 

Calcitonin®,  which  became 
available  as  a nasal  spray  two 
years  ago,  usually  is  given  to 
those  who  cannot  tolerate 
Fosamax® — women  who  are 
premenopausal  or  who  have 
gastrointestinal  problems — and 
those  who  cannot  or  will  not  i 
take  estrogen.  It  is  extremely 
well-tolerated  and  safe,  but  its  > 
effectiveness  in  improving  bone 
density  in  the  spine  is  minimal, 
and  it  has  never  been  proved 
to  increase  bone  density  in  the 
hip. 

The  Eli  Lily  drug,  Raloxifen®,  i 
is  expected  to  be  approved  for 
osteoporosis,  according  to 
Brecher.  Closely  related  to  the 
breast  cancer  drug  Tamoxifen®, 
Raloxifen®  has  been  proved  in 
clinical  trials  to  promote  bone 
growth,  to  lower  cholesterol,  i 
and  to  decrease  the  incidence 
of  breast  cancer  with  none  of 
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Just  the  Facts:  Osteoporosis 

In  New  Jersey,  1 4 percent  of  all  men  and  women  over  age 
50  either  have  the  disease  or  are  at  risk  for  it.  According  to  the 
National  Osteoporosis  Foundation  in  Washington,  DC,  260,881 
women  and  66,504  men  in  our  state  had  the  disease. 

Bone  consists  of  fibers  of  a protein  called  collagen,  which 
gives  elasticity,  and  of  calcium,  which  gives  hardness. 

In  osteoporosis,  thinning  is  mainly  due  to  a loss  of  collagen, 
which  takes  calcium  with  it,  causing  bones  to  become  brittle  and 
to  fracture  easily.  The  most  typical  sites  of  fracture  related  to  the 
disease  are  the  hip,  spine,  wrist,  and  ribs.  Forty  percent  of  all 
women  will  have  at  least  one  spinal  fracture,  the  most  common 
site  of  injury,  by  the  time  they  reach  age  80.  Although  hip  frac- 
tures occur  less  than  half  as  frequently,  they  are  the  most  dead- 
ly. Hip  fractures  result  in  the  highest  morbidity  and  mortality  of 
any  fractures  associated  with  the  disease. 


the  negative  effects  on  the 
uterus  that  occurs  in  some 
Tamoxifen®  users,  Brecher  says. 

With  any  prescribed  treat- 
ment, doctors  also  recommend 
patients  maintain  adequate 
amounts  of  calcium  in  their 
diets,  usually  prescribing  some 
type  of  supplement  along  with 
vitamin  D. 

Physicians  also  want  patients 
to  begin  weight-bearing  exer- 
cise programs,  since  a seden- 
tary lifestyle  leads  to  more  loss 
of  bone  mass  and  strength.  The 
exercise  usually  is  as  simple  as 
walking — and  doctors  often 
recommend  that  their  patients 
take  a daily  constitutional  in  a 
local  mall  since  many  patients 
with  the  disease  are  frail  and  a 
bit  unsteady.  The  mall  provides 
a safe,  even  surface  to  get 


some  exercise  and  is  out  of  the 
elements. 

After  a fracture,  patients  are 
even  more  shaky  and  usually 
are  afraid  of  falling.  Physicians 
provide  a home  checklist, 
which  includes  removing  area 
rugs  and  using  nightlights,  to 
ensure  patient  safety. 

"Within  one  year  of  a hip 
fracture,  your  mortality  is 
increased  by  20  percent,"  says 
Brecher.  "It  is  debilitating  and 
painful.  Anytime  you  have 
surgery  and  undergo  anesthe- 
sia, there  can  be  postoperative 
complications,  such  as  bed 
sores,  urinary  tract  infections, 
and  blood  clots.  A person's  out- 
come depends  on  whether  the 
patient  had  any  underlying 
medical  conditions  prior  to  the 
fracture." 


Brecher  now  is  involved  in  a 
clinical  research  project  on 
osteoporosis.  The  program, 
funded  by  the  American 
Osteopathic  Association,  is 
designed  to  evaluate  the  knowl- 
edge, behavior,  and  calcium 
intake  of  women.  The  women 
then  are  invited  to  participate 
in  a three-hour  educational  pro- 
gram, which  incorporates  an 
interactive  exercise  session  and 
a nutrition  class.  After  the  pro- 
gram the  patients  are  again 
assessed  regarding  knowledge 
and  behavior. 

Brecher  is  seeking  175 
women,  ages  25  to  70  for  her 
study.  She  says  she  hopes  to 
find  that  education  will  make  a 
difference  especially  with 
younger  women,  who  often 
ignore  advice  about  calcium 
intake  and  exercise,  feeling 
that  they  are  immune  to  a dis- 
ease of  "old  age." 

Recommended  calcium  in- 
take for  a premenopausal,  non- 
pregnant, non-lactating  woman 
is  1 ,000  mg  daily.  For  a post- 
menopausal woman  it  is  1 ,200 
to  1 ,500  mg  daily. 

Readily  absorbable  calcium 
supplements  such  as  Os  Cal™, 
Caltrate™,  and  Turns™  contain 
calcium  carbonate  and  should 
be  taken  with  meals.  These 
sometimes  can  cause  bloating 
and  constipation.  Calcium  cit- 
rate, which  is  more  expensive, 
is  a little  more  buffered  and  can 
be  tried  if  the  side  ef- 
fects of  the  others  are 
prohibitive. 
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Joseph  Apuzzio,  MD 


The  importance  of  screening 

PREGNANT  PATIENTS  FOR  HIV 


Dr.  Apuzzio  is 
professor,  UMDNJ-New 
Jersey  Medical  School, 
Department  of  Obstetrics 
and  Gynecology,  Director 
of  the  Division  of 
Maternal-Fetal  Medicine, 
and  a past-president  of 
the  New  Jersey 
Obstetrical  and 
Gynecological  Society. 

Information  has  emerged 
concerning  the  perinatal  trans- 
mission of  the  human  immuno- 
deficiency virus  (HIV)  during 
pregnancy  that  has  radically 
changed  the  approach  to  treat- 
ing pregnant  women  with  HIV. 
This  information  has  shown  that 
the  mother-to-child  transmission 
rate  of  HIV,  which  was  25  per- 
cent without  prophylactic  peri- 
natal antiviral  treatment,  de- 
creases to  8.3  percent  with 
perinatal  zidovudine.  This 
study  was  published  by  the 
AIDS  clinical  trial  group 
(ACTG-076).  Based  on  this  in- 
formation, it  is  extremely  impor- 
tant to  identify  all  HIV-positive 
pregnant  women  so  they  can 
be  offered  prophylactic  zidovu- 


dine to  decrease  perinatal 
transmission  rates.  Therefore,  it 
is  necessary  for  all  health  care 
providers  who  care  for  preg- 
nant patients  to  urge  HIV  test- 
ing for  all  these  patients  so 
patients  who  are  HIV  positive 
can  become  candidates  for 
perinatal  treatment. 

A study  on  HIV  seropositivity 
by  the  New  Jersey  Department 
of  Health  and  Senior  Services 
conducted  over  a seven-year 
period  showed  pregnant 
women  delivering  in  New 
Jersey  to  have  the  fifth  highest 
rate  of  HIV  infection  in  the 
United  States.  This  study  was 
done  anonymously  on  speci- 
mens from  newborns  submitted 
to  the  state  for  testing  for  new- 
born errors  of  metabolism. 
Antibodies  to  HIV  found  in 
these  specimens  were  maternal 
antibodies  that  crossed  the  pla- 
centa into  the  fetus.  Therefore, 
a positive  specimen  for  HIV 
from  the  newborn  screen  indi- 
cates HIV  infection  in  the  moth- 
er. Of  the  203,106  specimens 
tested,  935  or  0.46  percent 
(4.6/1,000)  were  positive  for 
HIV  antibodies.  With  about 


1 20,000  live  births  each  year 
in  New  Jersey,  the  infection 
rate  would  result  in  approxi- 
mately 420  HIV-infected  wo- 
men each  year  in  New  Jersey. 
It  is  this  target  group  of  420 
HIV-infected  women  who 
should  become  candidates  for 
prophylactic  zidovudine  thera- 
py perinatally  to  decrease  the 
transmission  of  the  virus  to  the 
fetus.  If  we  apply  the  results  of 
the  ACTG-076  to  these  num- 
bers, we  would  expect  105 
babies  to  remain  HIV  positive  if 
the  pregnant  women  do  not 
receive  perinatal  zidovudine.  If 
the  mother  received  zidovudine 
we  could  reduce  the  infection 
rate  result  to  34  babies  who 
would  remain  HIV  positive. 

Testing  for  HIV  infection  in 
the  pregnant  women  not  only 
has  benefits  for  the  fetus  but 
also  for  those  pregnant  patients 
who  are  infected.  Pregnant 
patients  who  are  identified  can 
receive  the  latest  medical  and 
antiviral  treatments  that  are  like- 
ly to  prolong  and  improve  the 
quality  of  their  lives.  Therefore, 
in  order  to  obtain  the  benefits 
for  fetus  and  mother,  it  is  nec- 
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essary  to  identify  HIV-positive 
pregnant  women.  New  Jersey 
promulgated  a regulation  that 
all  pregnant  women  seeking 
prenatal  care  be  offered  HIV 
testing  as  part  of  their  prenatal 
care.  It  is  important  to  empha- 
size that  HIV  testing  is  offered 
to  all  patients  regardless  of  the 
perceived  risk  factors  for  HIV 
infection.  A study  from  Johns 
Hopkins  shows  that  if  only 
pregnant  women  with  risk  fac- 
tors for  HIV  are  screened  dur- 
ing pregnancy,  only  57  percent 
of  HIV-positive  pregnant  wo- 
men will  be  found.  Almost  one- 
half  of  the  pregnant  women 
found  to  be  HIV  positive  do  not 
have  the  expected  risk  factors 


Therefore,  New  Jersey 
state  law  (chap.  174, 
P.L.  1995,  subchapter  3 
8:61-3.1)  requires  that 
the  health  care  provider 
who  is  caring  for  a preg- 
nant woman  should 
counsel  her  on  the  bene- 
fits of  testing  for  HIV.  The 
patient  must  sign  a form 
stating  that  she  has 
received  such  counsel- 
ing, whether  or  not  she 
agrees  to  the  test.  A 
copy  of  this  form  or  its 
equivalent  should  be 
placed  in  the  patient's 
medical  record  to  document 
that  the  patient  has  been  coun- 
seled and  elected  to  undergo 
or  not  to  undergo  the  HIV  test. 

Prenatal  evaluation  The 

majority  of  HIV-positive  patients 
will  not  have  AIDS  and  will  be 
asymptomatic  and  just  sero- 
positive for  HIV.  During  the  his- 
tory and  examination  of  an 
HIV-positive  pregnant  patient 
the  physician  should  look  for 
signs  and  symptoms  that  may 
indicate  symptomatic  HIV  dis- 
ease, such  as  weight  loss,  lym- 
phadenopathy,  diarrhea,  and 
oral  candidiasis.  Basic  labora- 
tory tests  that  should  be 
ordered  include  a complete 


blood  count  and  platelet  count, 
serologies  for  syphilis,  hepatitis 
B,  liver  function  studies,  Pap- 
anicolaou test,  testing  for  gon- 
orrhea and  chlamydia,  and  an 
intradermal  skin  test  for  tuber- 
culosis. In  addition,  blood 
should  be  obtained  for  a total 
and  a percentage  of  CD4  T- 
lymphocytes,  as  well  as  a viral 
load  test. 

Anti-viral  therapy  or  prophy- 
laxis against  opportunistic 
infections  will  depend  on  the 
white  blood  count,  viral  load 
laboratory  parameters,  and 
clinical  status  of  the  patient.  For 
more  information  the  reader  is 
referred  to  an  excellent  refer- 
ence, "Identification  and  man- 
agement  of  asymptomatic  HIV-  I 
infected  persons  in  New 
Jersey." 

Reduction  of  perinatal 
transmission  with  zidovu- 
dine therapy.  Zidovudine 
treatment  during  pregnancy 
and  in  labor  as  well  as  post- 
partum therapy  for  the  new- 
born reduces  the  perinatal 
transmission  of  the  HIV  virus. 
Therefore,  those  patients  who 
are  HIV  positive  should  be 
counseled  and  offered  this  ther- 
apy. The  studies  showing  the 
efficacy  of  perinatal  zidovu- 

iii  i 
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All  health  care  providers  who  care  for  pregnant  patients 
should  urge  these  patients  to  have  HIV  testing  to  decrease 
perinatal  transmission  of  AIDS. 


dine  were  in  patients  who  were 
less  than  34  weeks  gestation 
when  therapy  was  initiated, 
who  had  not  used  zidovudine 
for  more  than  six  months  prior 
to  that  episode,  and  who  had  a 
CD4  T-cell  count  greater  than 
200.  But  other  patients  also 
may  benefit  from  therapy. 

After  counseling  for  zidovu- 
dine treatment,  most  patients 
will  agree  to  receive  the  regi- 
men of  zidovudine  1 00  mg  five 
times  a day.  This  can  be  initiat- 
ed as  early  as  14  weeks  of 
pregnancy  and  continued  until 
delivery.  Intravenous  zidovu- 
dine also  must  be  prescribed 
during  labor  at  a loading  dose 
of  2 mg/kg  of  maternal  body 
weight  infused  over  1 hour  fol- 
lowed by  1 mg/kg  per  hour 
until  delivery.  The  pediatrician 
should  be  notified  in  advance 
of  the  delivery  since  the  new- 
born will  require  zidovudine  2 
mg/kg  starting  about  12  hours 
after  delivery,  and  continuing 
until  six  weeks  of  age. 
Zidovudine  therapy  during 
pregnancy  requires  a CBC 
including  platelets,  liver  func- 
tion studies,  and  renal  function 


studies,  which  should  be 
repeated  approximately  every 
month.  Should  the  hematocrit 
drop  below  24  percent  if  the 
white  blood  cell  count  drops 
below  750,  or  if  the  liver  func- 
tion studies  rise  significantly, 
the  physician  should  consider 
potential  drug  toxicity,  although 
this  is  uncommon. 

Obstetric  problems  Pre- 
mature rupture  of  membranes  is 
directly  correlated  with  the  risk 
of  transmission  of  HIV  to  the 
fetus.  Therefore,  a dilemma 
exists  for  the  preterm  infant 
whose  mother  is  HIV  positive 
and  has  this  complication. 
Pregnant  patients  who  are  at  or 
near  term  with  premature  rup- 
ture of  the  membranes  who  are 
HIV  positive  should  be  man- 
aged aggressively,  and  if  there 
is  no  contraindication,  labor 
should  be  induced. 

Since  it  is  known  that  ap- 
proximately one-half  of  the  peri- 
natal transmission  of  HIV 
occurs  during  labor,  one  could 
expect  that  any  disruption  in 
the  fetal  skin  or  scalp  prior  to 
delivery  might  increase  the  risk 
of  perinatal  transmission. 


Therefore,  the  placement  of 
internal  fetal  scalp  electrodes  to 
monitor  the  fetal  heart  rate  and 
the  performance  of  a scalp 
platelet  test  or  a scalp  pH  test 
should  be  considered  carefully. 
This  process  produces  a small 
nick  in  the  scalp  to  obtain  fetal 
blood  and  may  be  contraindi- 
cated in  HIV-positive  patients. 
This  also  is  true  for  artificial  rup- 
ture of  the  membranes,  unless 
this  is  necessary  to  induce 
labor. 

Although  there  is  some  infor- 
mation that  suggests  cesarean 
delivery  may  reduce  perinatal 
transmission,  these  data  are  not 
firm  and  are  not  randomized  or 
well  controlled.  Therefore,  elec- 
tive cesarean  section  to  reduce 
perinatal  HIV-1  transmission  is 
not  indicated  and  cesarean 
delivery  should  be  used  only 
for  obstetrical  indications. 


The  followup  of  women  who 
are  HIV  positive  should  be  dili- 
gent and  the  patient  should  be 
enrolled  in  one  of  the  programs 
in  New  Jersey  or  referred  to  an 
infectious  disease  spe-  hph 
cialist.  IMmmJ 
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len  professional  liealtlk  law  counsel  is  called  for9 
call  tike  firm  tlie  experts  are  callmgo 


For  years  health  care 
providers  and 
businesses 
have  been  call 
ing  Theodosia  A.  Tamborlane  P.C.  when 
they  needed  accurate  information,  insight- 
ful commentary  and  practical  advice. 

That’s  because uTh-godosia  A.  Tamborlane 
P.C.  successfully  navigates  through  the 
maze  of  government  activity  at  both  state 
and  federal  levels  every  day. 

Today  physicians,  hospitals,  nursing 
homes,  assisted  living,  and  ambulatory  care 
facilities,  home  health  care  agencies  and 


other  providers  turn  to  this  firm  for  legal 
services  including:  managed  care  contract- 
ing, corporate  compliance  plans  and  fraud 
and  abuse.  It’s  little  wonder  why  leading 
health  law  publications  and  the  nation’s 
most  prestigious  legal,  medical  and  busi- 
ness associations  keep  calling 

Theodosia  A.  Tamborlane  P.C.  to  help 
keep  their  members  and  readers  up  to  date 
on  recent  health  law  changes  and  the 
accompanying  effects.  When  you  need  pro- 
fessional legal  counsel  select  the  firm  that 
knows  the  issues  . . . 

Theodosia  A.  Tamborlane,  P.C. 


Theodosia  A. Tamborlane,  P.C. 

Counselors  at  Law 

1044  Route  22  West,  Mountainside,  New  Jersey  07092 

908-789-7977 

Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician-Hospital  Organizations- Integrated  Healthcare  Delivery  Systems 
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Into  the  new  century: 

Trends  in  health 

CARE  INSURANCE  Michael  R.  McGarvey,  MD 


Dr.  McGarvey  is  chief 
medical  officer,  BlueCross 
BlueShield  of  New  Jersey. 

It  seems  an  understatement 
to  say  that  we  are  in  the  midst 
of  a revolution  in  health  care  in 
the  United  States.  The  way  that 
health  care  is  organized, 
financed,  delivered,  used,  and 
perceived  is  undergoing 
change.  Having  once  again 
rejected  a federal  scheme  to 
assure  universal  coverage  to 
citizens  and  residents,  our 
nation  now  is  experiencing  the 
stresses,  rigors,  and  opportun- 
ties  of  a market-driven  revamp- 
ing— a capitalist  revolution,  if 
you  will — of  the  country's 
health  care  enterprise. 

It  is  important  to  realize  that 
the  health  insurance  business  is 
a derivative  industry.  It  derives 
from  the  simple  fact  that  people 
get  sick  and  they  want  to  be 
taken  care  of — most  often  by 
doctors.  With  advances  in 
medical  capability  beginning 
in  the  middle  of  the  20th  centu- 
ry, medical  care  became  stea- 
dily more  expensive,  and  insur- 
ance became  the  preferred 
vehicle  to  help  people  afford 
health  care  when  they  needed 


it.  Health  insurance  in  the 
United  States  now  is  a multi-bil- 
lion dollar  enterprise,  the  pres- 
ence of  which  permeates  the 
experience  of  most  physicians 
and  patients. 

The  future  for  health  care 
insurance  as  we  stand  at  the 
threshold  of  the  new  century 
can  best  be  predicted  in  the 
context  of  some  of  the  more  sig- 
nificant developments  in  recent 
years — demographics,  costs, 
and  the  growth  of  managed 
care. 

Demographics.  The  U.S. 
Census  Bureau  projects  a 25 
percent  increase  over  the  next 
decade  in  the  number  of  per- 
sons age  85  years  and  over. 
The  impact  of  this  aging  of  the 
population  will  have  a major 
upward  impact  on  the  need 
and  demand  for  medical  ser- 
vices, and  also  will  drive  a 
reshaping  of  many  aspects  of 
the  health  care  system. 

Cost  of  care.  Surveys  con- 
ducted by  large  benefits  con- 
sulting organizations  have 
shown  that  from  1991  to  1 995 
the  annual  percentage  change 
in  employment-based  health 
insurance  premiums  averaged 


under  5 percent.  And,  accord- 
ing to  the  Hay  Group,  costs  are 
rising  less  this  year  than  the 
national  3 percent  inflation 
rate.  Many  factors  have  con- 
tributed to  this:  the  phenomenal 
growth  of  managed  care; 
increased  shifting  of  costs  to 
employees  through  benefit 
redesign;  and  the  "chilling  ef- 
fect" associated  with  the  ill- 
fated  national  health  care 
reform  initiative.  Say  what  one 
might,  Hillary  Clinton's  public 
blast  at  the  pharmaceutical 
industry  resulted  in  a major  vol- 
untary control  of  prices  in  that 
sector.  Now  that  all  is  dear, 
pharmaceutical  costs  are 
among  the  leading  drivers  of 
health  care  expenses  and  pre- 
mium increases,  and  drug  com- 
pany profits  and  stock  prices 
once  again  are  delighting  Wall 
Street.  The  actuarial  consulting 
firm  of  Milliman  & Robertson 
estimates  that  overall  health 
care  cost  increases  will  hit  4 
percent  this  year  and  5 percent 
by  the  end  of  1 998. 

Growth  of  managed  care. 
The  past  decade  has  witnessed 
a dramatic  reconfiguration  of 
our  health  care  landscape, 
largely  due  to  the  explosion  of 
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enrollment  in  managed  care 
programs.  In  1988,  managed 
care  accounted  for  29  percent 
of  enrollment  for  employers 
with  200  or  more  employees. 
In  1 996,  the  percentage  stood 
at  74  percent.  Enrollment  in 
managed  care  plans  nation- 
wide now  exceeds  104  million 
people.  As  the  health  care 
economist  Victor  Fuchs  wrote  in 
a recent  JAMA  article;  "Not 
long  ago,  insured  patients 
could  choose  freely  among 
available  providers,  physi- 
cians' decisions  were  rarely 
questioned  by  insurers,  most 
physicians  practiced  solo  or  in 
small  groups  and  were  reim- 
bursed fee-for-service,  and  most 
hospitals  were  stand-alone 
organizations  reimbursed  retro- 
spectively according  to  their 
average  costs.  Today  under 
managed  care,  purchasers  se- 
lectively contract  with  pro- 
viders, patients  face  financial 
penalties  if  they  seek  care  'out 
of  plans,'  fees  and  prices  are 
negotiated  in  advance,  physi- 
cians' decisions  are  subject  to 
outside  review  and  manage- 
ment, and  providers  share  in 
the  insurance  risk."  In  other 
words,  health  care  of  today  is 
different  and  it  never  will  return 
to  the  "good  old  days." 

With  these  developments  as 
a backdrop,  what  will  the 
future  hold  for  the  health  insur- 
ance industry? 


Insurance  will  continue  to  be 
employment  based.  This  tradi- 
tion is  too  firmly  entrenched  in 
the  United  States  to  change  any 
time  soon.  This  will  be  good  for 
the  insurance  industry. 

Competition  will  increase. 
Pressure  on  price,  perfor- 
mance, customer  satisfaction, 
and  value  will  become  even 
more  intense  than  it  is  today. 
Profit  margins  will  shrink.  And, 
the  astonishing  individual 
enrichment  that  certain  astute 
and  lucky  entrepreneurs  have 
harvested  in  recent  years  will 
become  rare. 

Consolidations  and  mergers 
will  continue.  More  organiza- 
tions will  withdraw  from  the 
marketplace,  and  the  remain- 
ing ones  will  acquire  their  mem- 
bership and  increase  in  size 
and  scope. 

Regulation  will  increase  and 
drive  up  the  cost  of  doing  busi- 
ness. The  anti-managed  care 
backlash  already  has  generat- 
ed laws  and  regulations  rang- 
ing from  wise  to  ludicrous.  In 
1997,  states  passed  at  least 
1 82  bills  and  introduced  about 
1 ,000  more  through  mid-year. 
All  these  laws  cost  money  to 
implement. 

Managed  care  will  continue 
to  grow — but  at  a slower  pace. 
High  penetration  among 
employees  of  large  companies 
and  anxiety  generated  by 
relentless  negative  publicity  will 


Michael  R.  McCarvey,  MD 


slow  enrollment.  But  federal 
and  state  governments  will  con- 
tinue to  encourage  enrollment 
in  the  Medicare  and  Medicaid 
populations.  Continued  devel- 
opment of  managed  care  prod- 
ucts that  permit  greater  pro- 
vider choice  at  a higher  cost  to 
the  patient  will  be  popular  and 
will  represent  good  value  com- 
pared with  traditional  indemni- 
ty insurance. 

The  physician  increasingly 
will  be  recognized  as  a critical 
player.  As  I pointed  out  earlier, 
the  health  insurance  industry 
derives  fundamentally  from  the 
interaction  between  a patient 
and  a physician.  In  the  past, 
the  insurance  industry  often 
ignored  this  basic  fact.  And,  in 
recent  years,  physicians  have 
been  more  inclined  to  fulminate 
over  change  and  struggle  to 
recapture  old  times.  Today,  I 
see  more  insurers  and  physi- 
cians coming  to  the  table  to 
solve  shared  problems  in  the 
interests  of  improved  patient 
care.  This  is  promising  ■■■■■■ 
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BME  DEFINES  PUBLIC 
POLICY  IN  PHYSICIAN 
SELF-REFERRAL 


Paul  W.  Armstrong,  JD,  LLM 
Virginia  M.  Hughes,  JD 


Mr.  Armstrong  and  Ms. 
Hughes  are  affiliated  with 
the  law  firm  of  Timins, 
Larsen,  Beacham  & 
Hughes. 

Historically,  New  Jersey  MED- 
ICINE and  The  New  England 
Journal  of  Medicine  have  long 
counseled  physicians  concern- 
ing the  professional  and  fiducia- 
ry problems  arising  from  the 
practice  of  self-referrals.  Both 
journals  editorialized  that  the 
ethical  center  of  the  physician- 
patient  relationship  may  be  com- 
promised by  engaging  in  such 
policies  and  warned  that  unless 
medicine  eschewed  the  custom, 
state  and  federal  governmental 
initiatives  would.  In  a concerted 
and  complex  series  of  contem- 
porary laws  and  regulations,  the 
nature  and  extent  of  self-referral 
have  undergone  widespread 
public  policy  limitation.  An 
important  catalogue  of  these 
strictures  is  found  in  the  New 
Jersey  state  Board  of  Medical 
Examiners  (BME)  rules  entitled 
Professional  Practice  Structures: 
Prohibition  of  Kickbacks  and 
Limitations  on  Self-Referral. 

The  practicing  physician  must 
understand  that  BME  narrowed 
legitimate  self-referral  and  clear- 


ly defined  violations  of  its  rules 
as  professional  misconduct.  This 
article  defines  the  specifics  of  the 
rules. 

A physician  may  not  make  a 
referral  for  the  furnishing  of 
health  care  services  to  a health 
care  entity  in  which  the  physi- 
cian or  an  immediate  family 
member  has  a significant  benefi- 
cial interest. 

Specifically,  the  regulations 
prohibit  referrals  for  the  follow- 
ing types  of  health  care  services: 
clinical  or  bioanalytical  laborato- 
ry services;  physical  therapy  ser- 
vices; occupational  therapy  ser- 
vices; radiology  and  other  diag- 
nostic services  including  MRI, 
CAT  scans,  and  ultrasound;  radi- 
ation therapy  services  and  sup- 
plies; durable  medical  equip- 
ment and  supplies;  parenteral 
and  enteral  nutrients  equipment 
and  supplies;  prosthetics, 
orthotics,  and  prosthetic  devices; 
home  health  services;  outpatient 
prescription  drugs  and  other 
pharmacy  services;  inpatient  and 
outpatient  hospital  services; 
rehabilitation  services;  nursing 
home  services;  ambulatory  sur- 
gical services;  and  ophthalmic 
services.  Specifically  exempted 
from  the  self-referral  prohibition 
are  health  care  entities  that  pro- 


vide renal  dialysis  or  radiation 
therapy  pursuant  to  an  oncolog- 
ical protocol. 

In  this  discussion,  immediate 
family  members  include  physi- 
cian’s spouse  and  children; 
physician’s  siblings  and  parents; 
physician’s  spouse’s  siblings  and 
parents;  and  the  spouses  of  the 
physician’s  children.  A physician 
may  not  refer  to  a health  care 
entity  in  which  any  of  these  rela- 
tions have  an  interest. 

Significant  beneficial  interest 
includes  any  financial  relation- 
ship with  a health  care  entity 
including  ownership,  invest- 
ment interest,  or  an  employment 
or  compensation  relationship 
that  does  not  adhere  to  the 
agreement  standards  set  forth  in 
the  regulations  or  come  under 
one  of  the  safe  harbors. 

The  regulations  do  not  pro- 
hibit a health  care  professional 
from  forwarding  a patient  for 
health  care  services  to  a member 
of  the  physician’s  group  practice, 
or  an  employee  under  the  direct 
supervision  of  the  physician,  or  a 
member  of  the  physician’s  group 
practice  if  that  physician  or 
employee  actually  furnishes  the 
services  and  the  patient  or  third- 
party  payor  is  billed  directly  for 
these  services. 
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For  physicians  referring  the 
patients  and  the  physicians  fur- 
nishing the  services  to  be  consid- 
ered members  of  a group  prac- 
tice, the  physicians  must  regular- 
ly furnish  substantially  similar 
professional  services  through  the 
joint  use  of  shared  office  space 
facilities,  equipment,  and  per- 
sonnel; spend  an  average  of  75 
percent  of  professional  time  ren- 
dering professional  services 
through  the  billing  group;  and 
receive  payment  for  these  ser- 
vices and  receive  no  remunera- 
tion nor  distribution  of  income 
from  the  group,  which  is  based 
on  the  volume  of  referrals. 

However,  compensation  may 
be  based  on  a productivity  bonus 
for  services  personally  per- 
formed by  the  physician  provid- 
ed that  it  is  not  based  in  any 
manner  directly  related  to  the 
volume  or  value  of  referrals. 

An  individual  practitioner 
who  held  a significant  beneficial 
interest  in  a health  care  entity 
prior  to  July  31,  1991,  is  exempt 
from  the  self-referral  prohibition 
with  respect  to  that  entity. 
However,  each  patient  referred 
must  be  advised  of  the  signifi- 
cant beneficial  interest  before  the 
professional  health  service  is  fur- 
nished and  the  following  notice 
must  be  posted  in  a conspicuous 
place:  “Public  law  of  the  State  of 
New  Jersey  and  the  regulation  of 
the  Board  of  Medical  Examiners 
mandate  the  physicians,  podia- 
trists, and  all  other  licensees  of 
the  Board  inform  patients  of  any 


significant  financial  interest  held 
in  a health  care  entity.  Accord- 
ingly, take  notice  that  the  practi- 
tioner in  this  office  does  have  a 
financial  interest  in  the  following 
health  care  entity  to  which 
patients  are  referred.  (List 
applicable  health  care  entities.) 
You  may,  of  course,  seek  treat- 
ment from  a health  care  service 
provider  of  your  choice.  A listing 
of  alternative  health  care  service 
providers  can  be  found  in  the 


classified  section  of  your  tele- 
phone directory  under  the 
appropriate  heading.” 


A copy  of  this  notice  also 
must  be  given  to  the  patient  at 
the  time  the  practitioner  informs 
the  patient  of  the  referral.  The 
patient  must  sign  and  date  a 
copy  of  the  notice,  which  must 
be  retained  in  the  medical 
record. 

The  grandfather  provision  is 
considered  a personal  attribute 
and  status.  For  this  reason  an 
interest  does  not  remain  grandfa- 
thered if  it  is  sold.  Similarly,  a 
physician  who  purchased  an 
interest  in  a health  care  entity 
after  July  31,  1991,  does  not 
receive  the  benefit  of  the  grand- 


father provisions,  which  ex- 
empts another  investor  who  pur- 
chased interest  prior  to  July  31, 
1991. 

A practitioner  affiliated  or 
associated  with  a grandfathered 
practitioner  may  refer  a patient 
to  an  entity  in  which  the  grand- 
fathered practitioner  holds  a sig- 
nificant beneficial  interest  pro- 
vided that  the  referring  practi- 
tioner does  not  hold  a significant 
beneficial  interest  in  the  health 
care  entity  and  the  above  written 
and  posted  disclosure  require- 
ments are  provided. 

There  are  several  recognized 
safe  harbors  and  exempted 
transactions  that  will  not  be 
deemed  a violation  of  the  prohi- 
bition against  self-referral.  These 
include  bona  fide  compensation 
paid  by  an  employer  to  an 
employee;  discounts  and  other 
price  reductions  benefiting  a 
provider  that  are  properly  dis- 
closed and  accurately  reflected 
in  the  cost  claim  made  by  the 
provider  for  reimbursement  pur- 
poses; group  purchasing  ar- 
rangements that  are  established 
by  written  contract  and  fully  dis- 
closed; investments  in  the  stock 
of  publicly  traded  firms  with 
greater  than  $50  million  of  net 
tangible  assets  that  are  pur- 
chased like  any  other  stocks 
through  trading  on  a registered 
national  securities  exchange 
without  any  preferential  treat- 
ment and  for  fair  market  value; 
space  and  equipment  rental, 
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which  in  writing  are  specifying 
what  is  being  rented,  in  effect  for 
at  least  one  year  with  a payment 
that  is  not  variable  and  based  on 
fair  market  value;  personal  ser- 
vice and  management  contracts 
that  call  for  the  payment  to  a 
physician  for  services  provided, 
evidenced  by  an  agreement  in 
writing  for  a term  of  not  less 
than  one  year,  which  specifically 
sets  forth  the  services  to  be  pro- 
vided and  calls  for  aggregate 
compensation  based  on  fair  mar- 
ket value  set  in  advance  and  not 
determined  in  a manner  that 
takes  into  account  the  volume  or 
the  value  of  referrals  or  business 
otherwise  generated  between  the 
parties;  sale  of  practice  where  the 
period  from  the  date  of  the  first 
agreement  pertaining  to  the  sale 
to  the  completion  of  the  sale  is 
not  more  than  one  year  and  the 
physician  who  is  selling  will  not 
be  in  a position  to  refer  patients 
to  the  purchasing  physician; 
contractual  arrangement  with  a 
licensed  health  care  facility  to 
provide  non-clinical  or  adminis- 
trative services  such  as  peer 
review  or  quality  assurance 


review;  contractual  arrangement 
for  teaching  services  as  part  of  an 
approved  medical  or  postgradu- 
ate training  program;  contractu- 
al arrangement  for  professional 
services  to  patients  of  a health 
care  facility  where  the  fees  are 
determined  by  governmental 
reimbursement  programs,  the 
terms  of  an  agreement  between 
the  facility  and  an  HMO  or  other 
managed  health  care  organiza- 
tion, or  are  otherwise  eliminated 
by  contract;  and  contractual 
arrangement  for  services  provid- 
ed pursuant  to  a prepaid  capitat- 
ed contract  entered  into  with  the 
Division  of  Medical  Assistance 
and  Health  Services  in  the 
Department  of  Human  Services 
or  through  participation  in  a 
HMO  or  other  managed  care 
organization. 

Finally,  the  rules  do  not  ban 
contracts  with  other  health  care 
professionals  or  the  sale  of  prod- 
ucts or  devices  provided  that  the 
billing  discloses  the  name  and 
address  of  the  health  care  profes- 
sional providing  the  services  and 
the  dollar  amount  billed  to  the 


practitioner  who  prescribed  the 
service.  In  regard  to  the  sale  of 
products  and  devices,  the  practi- 
tioner may  only  charge  the  fair 
market  value  of  the  product  or 
device  and  may  not  inflate  the 
price  to  reflect  the  convenience 
of  the  sale  in  the  office  or  entity. 

On  the  biennial  renewal 
forms,  a practitioner  must  pro- 
vide BME  with  a list  of  every 
health  care  entity  in  which  the 
practitioner  holds  a beneficial 
interest.  Furthermore,  a health 
care  entity  upon  request  must 
provide  the  names  of  all  health 
care  professionals  who  hold  a 
significant  beneficial  interest  in 
that  entity. 

Conclusion.  Practitioners  con- 
templating starting  or  joining  a 
medical  enterprise  employing  a 
self-referral  component  must 
become  conversant  with  the 
practice  standards  promulgated 
by  BME.  Violation  of  BME’s  reg- 
ulations may  constitute  profes- 
sional misconduct  exposing  the 
physician  to  several  legal  penal- 
ties including  potential  suspen- 
sion or  loss  of  license.  One  of 
the  best  methods  to  insure  com- 
pliance with  limitations  on 
physician  self-referral  is  consul- 
tation with  the  legal  experts 
approved  by  the  Medical  Society 
of  New  Jersey  (MSNJ).  Approved 
counsel  work  closely  with  MSNJ 
in  helping  to  craft  standards  that 
reflect  the  important  concerns  of 
the  public  and  the  overall 
integrity  of  the  medical 
profession. 
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ARE  YOU  READY? 


WE  CAN  HELP. 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


732-821-0200 

Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 
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1 eyond  four 
vails:  The 
hospital  of 
liie  future 


Gary  S.  Carter 


By  the  year  2020,  if  not  sooner,  a hospital  will  not  necessari- 
ly be  a building,  but  rather  will  be  a spectrum  of  services  that 
will  include  hospice,  long-term,  home,  and  outpatient  care  as 
well  as  acute  care.  These  services  will  be  provided  in  a variety  of 
locations  in  conjunction  with  other  providers  and  other  com- 
munity resources. 

Why  are  we  experiencing  this  transition  from  the  image  of 
hospitals  as  four  walls  within  which  people  receive  their  care 
lying  down  and  where  an  average  stay  lasts  nearly  a week? 

The  truth  is  that  hospitals  always  have  been  more  than  just 
bricks  and  mortar.  Nearly  all  hospitals  already  have  outreach 
programs  and  relationships  with  other  providers.  But  under  the 
changing  reimbursement  system,  there  are  more  options  for  car- 
ing for  patients  beyond  the  acute  care  setting.  Managed  cares 
impact,  combined  with  the  reality  of  shorter  lengths  of  stay  and 
empty  hospital  beds,  have  set  the  stage  for  change.  But  with  the 
inevitability  of  capitation  and  payment  for  preventive  care  and 
other  services,  there  also  is  an  incentive  to  have  people  spend 
less  time  in  hospitals — or  even  keep  them  out  altogether. 

The  goal  is  to  make  the  most  efficient  use  of  available  health 
care  dollars  as  hospitals  and  physicians  see  the  financial  risk 
shift  from  insurance  companies  to  the  providers  themselves. 

Meanwhile,  trends  in  patient  care  clearly  emphasize  same- 
day  and  outpatient  delivery.  These  trends  are  driven  by  tech- 
nology and  managed  care’s  push  to  hold  the  line  on  cost.  A 
decade  ago,  1.1  million  people  were  admitted  to  New  Jersey 
hospitals  annually.  That  number  remains  virtually  the  same 
today.  By  contrast,  in  1986  Garden  State  hospitals  saw  6.4  mil- 
lion outpatients.  Last  year,  nearly  15  million  hospital  outpatient 
visits  were  logged. 
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Despite  all  this  change,  heightened 
by  hospitals’  recent  push  to  integrate 
with  other  providers,  hospitals 
remain  the  key  health  care  resource 
in  most  communities.  It  is  essential 
that  hospitals  continue  to  play  an 
integral,  if  not  leading,  role  in  assur- 
ing that  people  receive  quality  health 
care,  no  matter  what  the  setting. 

What  does  this  ultimately  mean 
for  hospitals  as  we  know  them?  Will 
they  become  places 
where  only  the  very 
sick  go?  This  might 
very  possibly  be  true 
as  the  parameters  of 
care  continue  to  be 
redefined.  Instead  of 
spending  a week  in 
the  hospital,  a patient 
may  spend  two  days  in 
the  acute  care  setting, 
another  three  days  in  a Cary  S.  Carter 

subacute  unit,  and  two 
additional  weeks  working  with  a visit- 
ing nurse,  home  health  aide,  and 
physical  therapist  while  making  the 
transition  to  wellness. 

In  fact,  that  future  is  here  in  New 
Jersey  as  hospitals  recently  received 
final  federal  and  state  approvals  to 
begin  developing  subacute  care  units. 

Under  very  specific  guidelines,  hospi- 
tals now  can  offer  outcome-oriented, 


patient-focused  treatment  that’s  pro- 
vided immediately  after  or  instead  of 
hospitalization.  Hos- 
pitals now  will 

be  able  toes  COMMENTARY 

tablish  residen- 
tial units  within  the 
hospital,  providing  a more  appropri- 
ate level  of  care  while  not  displacing 
patients  by  transferring  them  unnec- 
essarily to  other  facilities.  All  of  this  is 
to  be  carried  out  by 
the  physician  who 
still  is  able  to  pro- 
vide on-site  direc- 
tion to  nursing  and 
ancillary  staff. 

Obviously  all  of 
this  reconfiguring 
won’t  happen  with- 
out a good  deal  of 
coordination  be- 
tween the  existing 
hospital  structure 
and  other  providers, 
whether  or  not  those  providers 
become  part  of  the  hospital’s  physical 
infrastructure. 

The  recent  flurry  of  hospital  merg- 
ers  and  affiliations  in  New  Jersey  is 
evidence  of  these  changes.  These 
alliances  allow  hospitals  to  join  with 
other  health  care  providers,  eliminat- 
ing duplication,  creating  efficiencies, 
and  expanding  services. 
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What  does  it  all  mean  for  the 
patient?  The  ultimate  goal  is  more 
coordinated  health  care  services. 

New  Jersey  hospi- 
tals take  pride 
in  the  quality 
care  they  pro- 
vide. This  emerging 
world  of  hospitals  without  walls 
offers  an  endless  array  of  opportuni- 
ties to  make  that  quality  even  better. 
It  will  make  health 


care  a partnership 
of  hospitals,  nurs- 
ing homes,  home 
health  agencies, 
and  other  pro- 
viders working 
together  to  ensure 
the  best  care.  And 
for  the  patient, 
there  will  be  a 
sense  of  unity  and 
cohesiveness. 


HOSPITALS 


share  the  space,  creating  a one-stop 
access  point  where  health  care  con- 
sumers could  receive  a wide  variety 
of  services. 

The  reality  is  that  the  status  quo  in 
health  care  no  longer  is  sustainable. 
Hospitals,  as  we  know  them,  must 
continue  to  do  better  jobs  managing 
with  fixed  resources,  restructuring 
organizationally,  and  building  new 
relationships  with  each  other  and 
with  other  pro- 


HOSPITALS 


Any  fears  that 
these  alliances 

will  lead  to  abandoned  hospital  struc- 
tures scarring  the  landscape  are 
unfounded.  Those  facilities  will 
remain  in  use,  but  services  such  as 
rehabilitation  and  occupational  ther- 
apy will  fill  what  used  to  be  the  wings 
of  inpatient  beds.  The  possibilities  are 
many.  Health  clubs,  nutrition  pro- 
grams, referral  centers,  and  other 
wellness-oriented  programs  could 


viders,  includ- 
ing physicians. 
These  alliances 
provide  hospi- 
tals with  the 
chance  to  move 
toward  an  inte- 
grated commu- 
nity care  net- 
work that  is 
capable  of  pro- 
viding a more 
comprehensive 
range  of  ser- 

(S>  Williams  & Philips 

vices  to  the 
public.  Hospitals  then  become  more 
than  just  “fix-it  shops”  where  illness 
and  trauma  are  treated;  they  become 
wellness  partners  responsible  for  not 
only  assessing — but  improving — the 
health  status  of  the  communities  they 
serve. 

Mr.  Carter  is  president  and  CEO  of 
the  New  Jersey  Hospital  Asso- 
ciation, in  Princeton. 
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Only  MIIX  offers 


the  Toolkit  that  fits  in  your  briefcase. 

Provided  by  MIIX  Financial  Services 

The  MIIX  Toolkit,  designed  specifically  for  physicians,  explains  how  you  can  access: 

• MIIX  Buying  Service  — offering  discounts  up  to  70%  on  quality  medical  and  office  supplies 

and  equipment. 

• Equipment  Leasing  — equipment  lease  financing  and  lines  of  credit  at  competitive  rates. 

• Receivables  Management  — providing  collection  of  medical  accounts  receivable. 

• MIIX  Capital  Management  — investment  consulting  services  for  physicians  and  other  high 

net  worth  individuals. 

To  find  out  more  about  this  powerful  resource, 
call  MIIX  Financial  Services  at 

1-800-227-MIIX. 

Endorsed  by  the 


Medical  Society  New  Jersey 


MEDICAL  INTER-INSURANCE  EXCHANGE 

POWERFUL  PARTNERSHIPS 
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Keeping  the  social  contract: 
Rebuilding  the  charity  care  system 

Commissioner  Len  Fishman 


For  most  of  the  past  20  years,  charity  care  funding 
has  commanded  strong  bipartisan  support.  But  it’s 
been  four  years  since  Democrats  and  Republicans  in 
the  Legislature  have  been  able  to  agree  on  a financ- 
ing mechanism.  The  result  of  this  bipartisan  break- 
down: stop  gap  solutions  and  an  unending  sense  of 
crisis.  The  only  prospect  for  a permanent,  adequate, 
and  fair  funding,  solution  for  charity  care  is  a return 
to  bipartisan  cooperation  in  the  Legislature. 

In  1992,  the  Legislature  dissolved  our  hospital 
rate-setting  system  and  instituted  a new  way  to  pay 
for  charity  care  using  surplus  from  the  Unemploy- 
ment Insurance  Fund.  That  program  expired  after 
two  years.  Unable  to  come  up  with  a permanent 
funding  plan  with  broad-based  support,  the 
Legislature  renewed  charity  care  funding  for  two 
more  years,  again  using  the  Unemployment 
Insurance  Fund  surplus  and  general  revenue. 

Over  the  past  four  years,  charity  care  funding  has 
been  uncertain,  and  uncertainty  is  crudest  for  hospi- 
tals that  treat  large  numbers  of  poor  and  uninsured 
people. 

Uncertainty  makes  it  more  difficult  and  expensive 
for  hospitals  to  borrow  money  because  it  drives  up 
the  cost  of  borrowing;  that  can  make  it  hard  for  large 
charity  care  hospitals  to  modernize  or  add  new  ser- 
vices. They  risk  losing  a competitive  edge  and  get- 
ting frozen  out  of  managed  care  networks. 

When  our  state  dissolved  the  hospital  rate-setting 
system,  we  agreed  not  to  insulate  New  Jersey  hospi- 
tals from  the  forces  of  competition,  but  true  compe- 
tition doesn’t  exist  when  the  playing  fields  are 
uneven.  If  poor  patients  were  distributed  evenly 


throughout  the  state, 
this  wouldn’t  be  an 
issue.  But  they’re  not. 

Our  inner-city  and 
urban  hospitals  shoul- 
der the  biggest  burden 
in  caring  for  indigent 
patients. 

When  the  Legislature 
renewed  charity  care 
funding  in  1995,  it  gave 
the  New  Jersey  Department  of  Health  and  Senior 
Services  (DHSS)  a mandate  to  recreate  our  charity 
care  system  using  managed  care  principles. 

To  tackle  this  formidable  task,  we  went  to  the 
experts.  We  created  the  Charity  Care/Managed  Care 
Advisory  Committee,  a diverse  group  that  includes 
doctors,  nurses,  hospital  administrators,  health 
insurers,  consumers,  and  representatives  from  busi- 
ness, labor,  and  state  government. 

Together,  we  came  up  with  a plan  for  a hospital- 
centered  managed  care  network  that  allows  hospitals 
to  direct  charity  care  patients  to  the  most  appropri- 
ate treatment  settings.  If  our  plan  is  approved  by  the 
federal  government,  charity  care  patients,  for  the  first 
time,  would  be  able  to  receive  care  outside  the  hos- 
pital, in  clinics,  community  health  centers,  doctors’ 
offices,  rehabilitation  centers,  and  substance  abuse 
treatment  centers. 

Our  plan  requires  that  hospitals  applying  for  char- 
ity care  funds  file  a managed  care  plan  with  DHSS. 
The  plan  must  address  four  key  issues:  network  ade- 
quacy, utilization  management,  quality  control,  and 
data  systems. 


Len  Fishman 


DECEMBER  1997  IICIAE  57 


Ihh 


Once  plans  are  approved,  hospitals  then  can  allo- 
cate charity  care  money  as  they  see  fit  among  the 
providers  in  their  network.  If  our  application  is 
approved  by  the  Health  Care  Financing  Administra- 
tion, New  Jersey  would  be  the  first  state  to  use  a 
managed  care  approach  in  treating  uninsured,  indi- 
gent patients. 

We  have  a plan  to  reshape  our  charity  care  system 
that  gives  hospitals  more  flexibility  and  makes  our 
system  more  accountable.  The  missing  piece,  of 
course,  is  permanent  funding.  We  have  asked  our 
charity  care  committee  to  look  at  funding  options. 


HINT 


Top  2 1 New  Jersey  hospitals 

providing  charity  care 

in  1997 

Charity  Care 

Hospital 

Subsidy  ($) 

University  of  Medicine  & Dentistry 

43,285,599 

Jersey  City  Medical  Center 

25,735,841 

St.  Joseph's  Hospital 

19,505,675 

Bergen  Pines  County  Hospital 

14,548,244 

Cathedral  Healthcare  System 

1 1,629,088 

East  Orange  General  Hospital 

1 1,294,489 

Newark  Beth  Israel  Medical  Center 

10,095,761 

Hackensack  Medical  Center 

9,653,777 

Cooper  Hospital/Univ.  Medical  Center 

8,747,717 

Raritan  Bay  Medical  Center 

8,621,822 

Monmouth  Medical  Center 

7,301,930 

Elizabeth  General  Medical  Center 

7,022,589 

Deborah  Heart  & Lung  Center 

6,636,953 

St.  Elizabeth  Hospital 

6,275,887 

Atlantic  City  Medical  Center 

6,030,284 

Christ  Hospital 

5,992,800 

St.  Clare's/Riverside  Hospital 

5,785,054 

Helene  Fuld  Medical  Center 

5,576,952 

Barnert  Hospital 

4,810,326 

St.  Mary  Hospital  (Hoboken) 

4,279,570 

Bayonne  Hospital 

3,873,981 

Total 

$226,704,339 

From  my  perspective,  this  tax  would  be  a public 
health  one-two  punch.  It  would  help  fund  charity 
care,  while  reducing  the  number  of  smokers,  partic- 
ularly teenagers  and  children. 

Teenage  smokers  are  very  sensitive  to  price 
increases.  The  tobacco  industry  knows  the  corollary: 
when  the  cost  of  cigarettes  goes  up,  the  number  of 
kids  who  smoke  goes  down. 

We  only  have  to  look  to  Canada  to  see  the  rela- 
tionship. In  1979,  nearly  one-half  of  Canadian 
youths  smoked.  Cigarette  taxes  started  to  rise  in  the 
1980s  and  Canada’s  taxes  were  among  the  highest  in 
the  world.  With  the  price  of  a pack  of 
cigarettes  at  about  $6,  teen  smoking  fell 
to  20  percent  by  1993.  In  1994,  the 
Canadian  government  drastically  cut 
cigarette  taxes  and  today  about  30  per- 
cent of  Canadian  teenagers  smoke. 

A higher  cigarette  tax  will  comple- 
ment our  other  efforts  aimed  at  keeping 
children  away  from  tobacco.  Those 
efforts  include  the  enforcement  of  our 
tobacco  age-of-sale  laws,  our  anti-tobac- 
co advertising  campaign,  and  our  middle 
school  peer  leadership  program  that 
trains  middle  school  children  to  be  lead- 
ers and  help  their  friends  and  classmates 
avoid  tobacco,  alcohol,  and  illegal  drugs. 
By  lending  support  to  a cigarette  tax,  we 
are  keeping  our  children  away  from 
tobacco,  while  helping  New  Jersey  keep 
its  promise  to  the  poor  and  uninsured. 

But  as  promising  as  this  opinion  is,  a 
cigarette  tax  alone  would  not  cover  the 
full  cost  of  charity  care.  A comprehen- 
sive solution  to  charity  care  funding  will 
require  creativity  and  a bipartisan,  coop- 
erative effort. 

Mr.  Fishman  is  commissioner  of  the 
Department  of  Health  and  Senior  WWW 
Services.  ■■■■■ 


58  New  Jersey  Medinne  December  1997 


MEDICINE 


Putting  the  human  body 

in  a computer  Eric  J.  Lemer 


Over  the  past  20  years, 
computer  simulation  has 
become  an  invaluable 
third  leg  of  research  in 
the  physical  sciences, 
adding  to  the  traditional 
tools  of  theoretical 
studies  and  experimental 
observation.  Simulation 
can  give  far  more  accurate 
pictures  than  can  be 
provided  by  theoretical 
analysis,  and  show 
processes  that  are 
difficult  to  observe  in 
detail.  Recently,  this 
invaluable  tool  has  been 
successfully  applied  to 
medicine,  where  the 
systems  tend  to  be  more 
complex,  requiring  more 
computer  power.  The 
results  are  likely  to  be  as 
far  reaching  as  they  have 
been  in  physics  and 
chemistry. 

At  present,  simulations  serve 
two  purposes  in  medicine.  As  in 
the  physical  sciences,  simula- 
tions imitate  the  functioning  of  a 
natural  biological  system  or 
organ,  such  as  the  human  heart. 
But  they  also  are  used  to  simu- 
late medical  interventions,  such 
as  surgery,  or  training  proce- 
dures, such  as  cadaver  dissec- 
tions. Unlike  simulation  of  nat- 


ural systems,  simulations  are 
inherently  interactive  and,  there- 
fore, are  types  of  virtual  reality,  in 
which  real  individuals  interact 
with  simulations  of  reality  like  a 
virtual  human  body.  Both  types 
of  simulation  require  vast 
amounts  of  computer  memory 
and  speed  and  only  recently 
have  become  practical. 

The  heart  in  a computer.  The 
human  heart  has  been  the  target 
of  much  of  the  effort  at  simula- 
tions of  internal  organs.  On  one 
hand,  unlike  the  brain,  where 
the  actual  principles  of  operation 
still  are  unknown,  the  basic 
underlying  processes  of  the  heart 
are  thought  to  be  known. 
Biologists  understand  how  elec- 
trical impulses  organize  the 
heart’s  muscle  contractions,  and 
the  well-developed  field  of 
hydrodynamics  underpins  the 
knowledge  of  blood  flow  inside 
the  heart.  At  the  same  time,  the 
heart’s  function  is  sufficiently 
complex  that  just  understanding 
the  principles  of  operation  leaves 
much  unknown — a situation 
ideal  for  simulation,  which 
works  best  for  complex  systems 
functioning  with  well-under- 
stood,  underlying  laws. 

At  New  York  University’s 
Courant  Institute  of  Mathemati- 
cal Sciences,  David  McQueen 
and  Charles  Peskin  are  carrying 
out  an  ambitious  effort  to  simu- 


late the  heart’s  mechanics.  This 
is  not  a trivial  problem,  since  the 
heart  tissue  is  flexible  and  is 
stretched  and  distorted  by  blood, 
unlike  the  situation,  for  exam- 
ple, in  an  aircraft  simulation 
where  boundaries  are  fixed.  In 
the  heart,  boundaries  and  fluid 
interact  in  a complex  fashion. 
The  Courant  team’s  solution  to 
this  is  a new  technique  called 
immersed  boundaries.  The  mus- 
cle fibers  and  tissue  of  the  heart 
are  modeled  as  a collection  of 
springs  with  given  stiffness  and 
elasticity.  These  produce  forces 
that  are  applied  to  the  fluids. 
The  fluid  then  is  simulated  with 
the  addition  of  these  forces  and 
the  muscle  is  assumed  to  move 
with  the  fluid  as  a result  of  the 
combined  fluid  and  elastic 
forces.  Then  the  elastic  stresses 
are  recalculated  and  the  cycle 
starts  again.  A single  beat  of  the 
heart  takes  about  100  hours  on 
the  Cray  C90,  one  of  the  faster 
supercomputers  available. 

Potentially,  the  model  can  be 
of  great  use,  as  it  can  be  modified 
to  simulate  different  heart  sizes 
and  conditions,  allowing  scien- 
tists to  study  how  heart  attacks 
affect  flow  or  how  various  types 
of  the  artificial  valve  will  work. 
However,  the  model’s  own  aortic 
valve  for  two  years  has  prevented 
a full  simulation.  “Unfortunate- 
ly, the  aortic  valve  in  our  simula- 


DECEMBER  1997  59 


MEDICINE 


tion  doesn’t  yet  work  although 
the  other  valves  do,”  McQueen 
explained.  “Initially  it  just  pro- 
lapsed when  pressure  was 
applied  to  it  so  we  stiffened  the 
edge.  But  now  it  tends  to  roll  up 


The  three-dimensional  heart  model. 


and  we  still  need  to  find  out  how 
to  cure  that.” 

A computerized  cadaver.  An 
entirely  different  kind  of  simula- 
tion effort  was  initiated  with  the 
development  in  1994  of  a com- 
puterized cadaver.  Funded  by 
the  National  Institutes  of  Health 
(NIH),  the  Visible  Human  was 
generated  as  a 15  Gigabyte  data 
set,  based  on  1 mm  resolution 
computer  tomography  and  4 
mm  resolution  magnetic  reso- 
nance images.  The  cadaver  also 
was  photographed  in  1 mm 
slices.  The  resulting  digital  com- 
puter image  of  a human  body  is 
available  free  from  NIH. 

But  such  a computerized 
cadaver  is  useful  only  to  the 
extent  that  interactive  programs 
are  developed  that  can  guide 


researchers  and  students 
through  the  mass  of  data  and 
images.  One  way  of  doing  this  is 
through  virtual  reality — where 
surgeons  or  medical  students 
can  use  their  own  hands  to 
“operate  on”  a simulated  body. 
At  the  Center  for  Information- 
Enhanced  Medicine,  a collabora- 
tive project  between  Johns 
Hopkins  University  and  the 
Institute  of  Systems  Science  of 
the  National  University  of 
Singapore,  researchers  are  devel- 
oping the  virtual  workbench, 
where  surgeons  can  see  a simu- 
lated image  and  their  own  hands 
in  the  same  space. 

In  this  system,  the  user  looks 
through  pair  of  stereo  glasses  at  a 
half-silvered  mirror,  on  which  is 
projected  the  computer-generat- 
ed image.  The  three-dimension- 
al image  appears  to  the  user  to  be 
below  the  mirror,  where  the 
users  real  hands  also  are  visible 
through  the  mirror.  To  produce 
the  stereo  effect,  images  for  each 
eye  are  rapidly  alternated  on  the 
screen,  with  the  glasses  electron- 
ically synchronized  with  the 
image.  One  application  of  such 
an  arrangement  is  in  studying 
and  manipulating  magnet  reso- 
nance (MR)  images  of  a human 
brain  in  preparation  for  surgery. 
The  virtual  brain,  based  on  a 
combination  of  MR  images  for  a 
patient  brain  and  an  electronic 
brain  atlas,  can  be  rotated  and 
moved,  and  a virtual  scapel  can 
cut  any  selected  slice  through 
the  brain  for  closer  examination. 

Other  approaches  are  being 
developed  to  make  the  informa- 
tion in  a virtual  human  body 


more  useful.  Researchers  at  the  1 ; 
University  of  Hamburg  have 
been  working  on  an  “intelligent 
volume”  method,  where  each 
volume  element  or  voxel  will 
have  a series  of  attributes  that 
link  it  in  various  ways  to  other 
voxels.  Types  of  attributes 
would  include  functional  rela- 
tions, anatomical  relations  J j 
(being  part  of  the  same  blood 
vessel),  structural  relations,  or  ' 
type  of  tissue.  With  these  intel- 
ligent voxels,  users  looking  at  a 
model  of  the  brain  could  strip 
away  successive  layers  as  in  a 
real  dissection  or  use  the  model  <i|  ( 


The  three-dimensional  model  heart 
with  a portion  of  the  fibers  (nearest 
the  viewer)  clipped  away  to  provide 
a view  into  the  interior. 

to  follow  flows  of  blood  or  to  iso- 
late interacting  elements. 

While  no  standardized  meth- 
ods are  yet  developed  to  access 
the  huge  amounts  of  data  in  dig- 
ital models  like  the  Visible 
Human,  progress  has  been  rapid, 
and  simulation  and  virtual  reali- 
ty tools  soon  will  be  turning  up 
in  medical  schools  and  hos-  _ 
pitals.  m 
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MCP^Hahnemann  School  of  Medicine 


OFFICE  MANAGEMENT  OF  ORTHOPAEDICS 
FOR  PRIMARY  CARE  PHYSICIANS: 

A Monthly  Series 

Saturday  mornings:  8 a.m.-ll  a.m. 


Program  Director:  Brian  J.  Sennett,  M.D. 

SATURDAY,  DECEMBER  13,  1997 
TOTAL  JOINT  REPLACEMENT 

Registration  & Coffee:  7:45  a.m. 

MCP4  Hahnemann  School  of  Medicine  Faculty 

Total  Hip  Replacement  Total  Knee  Replacement 

Arnold  T.  Berman,  M.D.  Craig  Israelite,  M.D. 

Professor  of  Orthopaedic  Surgery  Assistant  Professor  of  Orthopaedic  Surgery 

Total  Joint  Replacement  for  Tumors  and  Related  Conditions 
Stephen  M.  Horowitz,  M.D. 

Professor  of  Orthopaedic  Surgery 


Upcoming  Programs  for  1998  • Mark  Your  Calendar: 

January  10— Office  Management  of  Common  Foot  and  Ankle  Disorders 

Location:  Allegheny  University  of  the  Health  Sciences 

College  Building,  2nd  Floor,  Alumni  Hall 
15th  Street  Entrance  between  Vine  and  Race 


Credits:  3.0  Category  I AMA,  Category  2 A AO  A,  AAFP  Prescribed  Credits 

Participants:  All  primary  care  clinicians,  including  Family  Practice  Physicians,  General  Practice 

Physicians,  Pediatricians,  Internists,  Emergency  Medicine  Physicians,  Residents,  Physician 
Assistants,  Nurse  Practitioners,  and  any  other  interested  health  care  professionals 

Parking:  Reduced  rate  available  in  the  Allegheny  University  Hospitals,  Hahnemann  Parking  Garage 

located  on  Wood  Street  between  15th  and  Broad. 


• For  information  or  to  register  call  the  Office  of  CME  at  215-762-8263,  #1  • 
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Interhospital  Endocrine  Rounds 

December  24  and  31, 1997 
University  Hospital,  Newark 
973/982-6170 

Ob  Ultrasound 

January  15, 1998 
JFK  Medical  Center,  Edison 
AMNJ,  609/275-1911 

Radiology  Lecture 

January  22, 1998 
St.  Barnabas  Medical  Center,  Livingston 
973/533-5805 

Medical  Grand  Rounds 

December  24  and  31, 1997 
VA  Medical  Center,  East  Orange 
973/982-6170 

Radiology  Society  Meeting 

January  15, 1998 
Location  to  be  announced 
973/533-5822 

Frontiers  in  Bio  Medicine 

February  4, 1998 
Quest  Diagnostics,  Teterboro 
AMNJ,  609/275-1911 

Endocrinology  Visiting 
Professor  Lecture 

January  7, 1998 
VA  Medical  Center,  East  Orange 
973/676-1000  x1311 

Diagnosis  & Management 
of  HIV/AIDS 

January  15, 1998 
Carrier  Foundation,  Belle  Mead 
AMNJ,  609/275-1911 

Endocrinology  Visiting 
Professor  Lecture 

February  4, 1998 
VA  Medical  Center,  East  Orange 
973/676-1000  x1311 

Interhospital  Endocrine  Rounds 

Jan.  7,14, 21,  and  28,1998 
University  Hospital,  Newark 
973/982-6170 

Radiological  Society 

January  15, 1998 
RWJ  Med  School,  New  Brunswick 
732/235-7721 

Interhospital  Endocrine  Rounds 

February  4,11,18,  and  25,1998 
University  Hospital,  Newark 
973/982-6170 

Medical  Grand  Rounds 

Jan.  7, 14, 21,  and  28,1998 
VA  Medical  Center,  East  Orange 
973/982-6170 

Perinatal  Ultrasound 

January  17-18, 1998 
Hyatt  Regency,  New  Brunswick 
732/235-7430 

Medical  Grand  Rounds 

February  4, 11, 18,  and  25,1998 
VA  Medical  Center,  East  Orange 
973/982-6170 

Frontiers  in  Bio  Medicine 

January  7, 1998 
Quest  Diagnostics,  Teterboro 
AMNJ,  609/275-1911 

General  Internal  Medicine 

January  20, 1998 
UMDNJ,  New  Brunswick 
732/235-7430 

Dermatological  Society 

February  10, 1998 
Location  to  be  announced 
AMNJ,  609/275-1911 

Diagnosis  & Management 
of  HIV/AIDS 

January  9, 1998 
Newcomb  Medical  Center,  Vineland 
AMNJ,  609/275-1 91 1 

Diuretic  Therapy  in  Renal 
Insufficiency  & Nephrotic  Syn. 

January  20, 1 998 
Overlook  Hospital,  Summit 
AMNJ,  609/275-1911 

Pregnant  Women 
with  HIV/AIDS 

February  1 0, 1 998 
South  Jersey  Hospital,  Elmer 
AMNJ,  609/275-1911 

Dermatological  Meeting 

January  13, 1998 
Location  to  be  announced 
AMNJ,  609/275-1911 

Society  of  Anesthesiologists 

January  20, 1998 
Forsgate  Country  Club,  Jamesburg 
609/275-0083 

General  Internal  Medicine 

February  17, 1998 
UMDNJ,  New  Brunswick 
732/235-7430 

Head  and  Neck  Oncology 

January  14, 1998 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

Child  Sexual  Abuse/Neglect 

January  21, 1998 
Warren  Hospital,  Phillipsburg 
AMNJ,  609/275-1 91 1 

Radiology  Society  Mtg. 

February  1 9, 1 998 
Location  to  be  announced 
973/533-5822 
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ACUPUNCTURE  & ELECTRO-THERAPEUTICS 
in  Clinical  Practice 

1997  Seminars/Workshops 

25  credit  hours  can  be  earned  by  attending 
one  three-day  weekend  (Friday-Sunday)  session  9 am-7  pm 
Dec.  12-14,  1997  212-581-8100  Hotel  during  meetings 

In  addition  to  holding  7-8  seminars  & workshops  per  year,  the 
International  College  of  Acupunture  & Electro-Therapeutics  or- 
ganizes an  Annual  International  Symposium  every  October  at  the 
School  of  International  Affairs,  Columbia  University,  NYC  and 

( publishes  Acupuncture  & Electro-Therapeutics  Research,  The  In- 
ternational Journal  quarterly,  through  Cognizant  Communications 
and  is  listed  by  15  major  international  indexing  periodicals  (Index 
Medicus,  Current  Content,  Excerpta  Medica,  etc.),  is  recognized  as 
a major  leading  journal  in  the  field.  The  most  prestigious  and  interna- 
tionally recognized,  “Fellow  of  the  International  College”  (F.I.C.A.E.) 
will  be  awarded  to  members  of  the  College  who  present  a minimum 
of  2 original  research  papers  during  the  annual  International  Sym- 
posium and  publish  them  in  the  official  journal,  or  who  have  made 
significant  contributions  in  the  field. 

These  seminars  & workshops  train  physicians  and  dentists  in  the 
latest  theories  and  techniques  of  manual  & electro-acupuncture,  TENS 
& simple  non-invasive  diagnostic  methods  (including  cardiovascular, 
neuro-muscular,  central  nervous  systems  & Bi-Digital  O-Ring  Test). 
For  information,  please  contact  Dr.  Y.  Omura,  MD,  ScD,  FICAE, 
800  Riverside  Drive  (8-1),  NY,  NY  10032;  212-781-6262,  Fax 
1 212-923-2279  or  Dr.  Richard  Simon,  PhD,  212-662-7022  or  Ms.  Sandra 
Beckman,  MA,  212-679-8986. 

All  ICAE  meetings  are  accredited  by  the  New  York  State  Boards  for 
Medicine  and  Dentistry  toward  the  300  accredited  hour  requirement 
for  the  Acupuncture  Certificate  in  New  York  State.  Also  eligible  for 
' AMA/CME  Category  I credit.  MSSNY  designates  this  CME  activity 
< for  AMA/CME  Category  I credits  toward  Physician  Recognition 
Award. 
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Excel  Business  Park 
501  Prospect  Street 

Unit  96  Phone:  732*886*0600 

Lakewood,  NJ  08701  Fax:  732*886091 1 

“The  overall  effect  is  total  customer  satisfaction.  ” 


• Medical/Dental  Cabinetry 

• Nurses  Stations 

• Reception  Desks 

• Nourishment  Centers 

• Medical/Dental 
Procedure  Carts 

• Computer  Desks 

• Monitor  Cabinets 

• Chart  Racks 

• Corian®  Solid  Surfacing 
Certified  Fabricator  #C-5112 

• Space  Planning/Layout 
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Radiology  Lecture 

February  26, 1 998 
St.  Barnabas  Medical  Center,  Livingston 
973/533-5805 

Oncology  Society  Mtg. 

March  3, 1 998 
The  Manor,  West  Orange 
MW,  609/275-1911 

Endocrinology  Visiting 
Professor  Lecture 

March  4, 1998 
VA  Medical  Center,  East  Orange 
973/676-1000  x1311 

Frontiers  in  Bio  Medicine 

March  4,1998 
Quest  Diagnostics,  Teterboro 
AMNJ,  609/275-1911 

Interhospital  Endocrine  Rounds 

March  4, 11,  and  18, 1998 
University  Hospital,  Newark 
973/982-6170 

Medical  Grand  Rounds 

March  4, 11,  and  18, 1998 
VA  Medical  Center,  East  Orange 
973/982-6170 

Vascular  Society 
Annual  Meeting 

March  11, 1998 
Cooper  Hospital,  Camden 
AMNJ,  609/275-1 91 1 

Head  and  Neck  Oncology 

March  11, 1998 
The  Manor,  West  Orange 
AMNJ,  609/275-1911 

General  Internal  Medicine 

March  17, 1998 
UMDNJ,  New  Brunswick 
732/235-7430 


How  Much  Peritoneal  Dialysis 

Society  of  Anesthesiologists 

is  Enough? 

Meeting 

March  17, 1998 

March  20-22,1998 

Overlook  Hospital,  Summit 

Trump  Plaza,  Atlantic  City 

AMNJ,  609/275-1911 

609/275-0083 

Imaging  of  Primary  Small 

TB  Management  of  HIV- 

Bowel  Pathology 

Infected  Patient 

March  18, 1998 

March  24,1998 

Cooper  Hospital,  Camden 

South  Jersey  Hospital,  Elmer 

609/342-2383 

AMNJ,  609/275-1911 

Pregnant  Women 

Academy  of 

with  HIV/AIDS 

Otolaryngology  Meeting 

March  18, 1998 

March  25, 1998 

Union  Hospital,  Union 

PNC  Arts  Center,  Holmdel 

AMNJ,  609/275-1911 

AMNJ,  609/275-1911 

Radiological 

Radiology  Visiting 

Society 

Professor  Lecture 

March  19, 1998 

March  26,1998 

RWJ  Med.  Sch.,  New  Brunswick 

St.  Barnabas  Medical  Center,  Livingston 

973/533-5803 

973/533-5805 

r~ 
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Department  of  Medicine 
presents 

case  presentations  and  workshop  on 


MEDICAL  ETHICS 
Physician  Assisted  Suicide 
Death  and  Dying 
A Medical  Provider  Controversy 


Wednesday,  February  4,  1998  • 8:30  a.m.  to  12:00  noon 
Lecture  Hall  B,  2nd  Floor,  College  Building 

15th  between  Race  & Vine,  Philadelphia,  PA 


8:30  Grand  Rounds  Co-Moderators:  Jeffrey  Glassroth,  M.D. 

Allan  B.  Schwartz,  M.D. 

Physician  Assisted  Suicide:  Last  Rite  or  Last  Rights? 

Professor  Alan  Meisel,  Esquire 
Professor  of  Bioethics  and  Law 

University  of  Pittsburgh  School  of  Law  and  Center  for  Medical  Ethics 


9:30  Case  Presentations 

Moderator  and  Workshop  Director: 

• Morphine  Drip  for  Intractable  Pain 

• Withdrawal  from  Life  Support  Care 

• Non-Heart  Beating  Organ  Donation 

Panel  Discussants 
Robert  Promisloff,  D.O. 

Paul  Solnick,  M.D.,  J.D. 

Constance  Perry,  Ph.D. 

12:00  Adjourn 


Allan  B.  Schwartz,  M.D. 

• DNR  Orders,  Medical  Facility 

• Surrogate  Decision  Making 

• Living  Will,  Advance  Directives 


Priscilla  Denham,  M.Div. 
Janet  Fleetwood,  Ph.D. 
Kelly  A.  Beaudin,  Esquire 
Brenda  A.  Walter,  Esquire 


All  health  care  workers  are  invited.  Physicians, 
nurses,  psychologists,  social  workers,  adminis- 
trators, clergy,  and  lawyers. 

Full  Disclosure  Statement:  All  faculty  participating 
in  continuing  medical  education  programs 
sponsored  by  Allegheny  University  of  Health 
Sciences,  MCP  ♦ Hahnemann  School  of  Medicine 
are  expected  to  disclose  to  the  audience  any  real 
or  apparent  conflict(s)  of  interest  related  to  the 
content  of  their  presentation. 

For  course  information  call:  215-762-8695. 
Registration  information  for  those  desiring  a CME 
certificate  call  215-762-8263. 


Fee:  $15.00  (AUHS/CME) 

Accreditation:  Allegheny  University  of  the  Health 
Sciences,  MCP  ♦ Hahnemann  School  of  Medicine 
is  accredited  by  the  Accreditation  Council  for  Con- 
tinuing Medical  Education  (ACCME)  to  sponsor 
continuing  medical  education  programs  for  physi- 
cians. MCP  ♦ Hahnemann  School  of  Medicine  de- 
signates this  educational  activity  for  a maximum  of 
3.5  hours  in  category  1 credit  towards  the  AMA 
Physician’s  Recognition  Award.  Each  physician 
should  claim  only  those  hours  of  credit  that  he/she 
actually  spent  in  the  educational  activity. 
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NEW  JERSEY  MEDICINE  CLASSIFIED  INSERTION  ORDER 


AD  RATES 

Classified  Section 

$ 1.00  per  word 
$45.00  minimum 
Confidential  Box  # = 5 words 

Display  ad  in  Classified  Section 
$60.00  first  1"  per  column 
$30.00  each  additional  Vi'  per  column 

CLASSIFIED  AD  PLACEMENT 

MAIL-NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  0861 1 
FAX-609-393-3759 

DEADLINE— 10th  of  month  preceding  month  of  issue 
QUESTIONS— Call  609-393-7196 
WORDING  OF  AD  CANNOT  BE  TAKEN  VERBALLY  BY  PHONE. 
PLEASE  WRITE  OR  TYPE  CAREFULLY.  AD  WILL  BE  PLACED 
EXACTLY  AS  RECEIVED. 

BOLD  HEADING  (optional) 
(limit,  20  characters  per  line) 

Requested  Category: 

Body  copy 

(35  characters  per  lin' 

Classified  Section 

Number  of  Words 
Minimum  $45  $ 

Member  Physician 

Discount— 33i/?%  ($  ) 

Display  Ad  in  Classified  Section 

1st  Inch  = $60  00  $ 

Add’l  Vi'  x $30  00  $ 

Total  $ 

Per  Issue  $ 

x Number  of  Issues 
AMOUNT  DIJF 

Member  Physician 

Discount— 3316%  ($  ) 

PFR  ISRl  IF  JR 

x NUMBER  OF  ISSUES 

AMOUNT  DUE  $ 

ALL  CLASSIFIED  ADS  MUST  BE  PRE-PAID 

Please  make  check  payable  to  the 
Medical  Society  of  New  Jersey 
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Lowest  Premiums  for  Quality 
Malpractice  Insurance 


The  Joseph  A.  Britton  Agency  can  help  make  it  happen.  If  you  are  a preferred  risk1,  you  can  qualify 
for  preferred  rates2.  Compare  these  annual  premiums  at  occurrence  limits  of  $l,000,000/$3,000,000: 


• anesthesiologists  $ 9,524 

• general  surgeons  $18,453 

• internists  $ 5,331 

• ob-gyns  $34,068 


occupational  medicine  $ 2,771 
plastic  surgeons  $18,453 

psychiatrists  w/ect  $ 2,937 

urologists  $11,993 


With  over  25  years  of  experience,  the  Britton  Agency  has  proven  exceptional  in  packaging  malpractice 
insurance.  Our  professional  staff  and  size  assure  you  the  benefits  of  specialized,  personal  service  while 
offering  you  insurance  at  the  lowest  cost. 


Call  today  for  a free  consultation.  Start  saving  tomorrow. 

35) 


Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 
855  Mountain  Avenue,  Mountainside,  NJ  07092 
908-654-6464  • Fax  908-654-1422  • 1-800-462-3401 


Underwriting  approval  required.  2May  need  groups  of  3 or  more  depending  on  specialty. 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care.. Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment. 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 
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CLASSIFIED  ADS 


100  OPENINGS 
PHYSICIANS 
(MULTIPLE  SPECIALTY 
LISTINGS) 


PHYSICIANS 

Physicians:  Work  independently  as  mobile  in- 
surance examiner.  Great  $/case.  Set  own  hours. 
Quality  company  seeks  MDs  to  perform  in- 
surance physicals  in  Bergen  Co.  and  vicinity. 
IM,  FP  or  ER  preferred.  Permanent  state  license 
and  personal  malpractice  insurance  required. 
Fax  resume  to  (212)  889-9640. 


THE  PODELL  MEDICAL  CENTER 

Holistic  Health  Center,  New  Providence.  To 
provide  ethical,  holistic,  complementary  thera- 
pies in  addition  to  our  current  conventional  care. 
If  you  are  interested  in  being  associated  on 
premises  or  in  consultation.  All  specialties  wel- 
come. Please  contact  Richard  N.  Podell,  M.D., 
Clinical  Professor,  Dept,  of  Family  Medicine, 
UMDNJ-RW  Johnson  Medical  School.  Phone 
908-464-3800  or  Fax:  908-464-3078. 


WANTED:  GOOD  DOC 

Looking  for  someone  special  to  play  on  our 
team.  F/t,  P/t  days/eves  Family/Occupational 
Medical  Center  near  Cherry  Hill.  Board  Certified 
Fam/lnt.  If  you  are  looking  for  a pleasant  en- 
vironment with  no  call  or  inpatient  care,  diverse 
patient  population,  comp  salary  & mal  cov, 
send  CV  to  Box  2072  Medford,  NJ  08055. 


110  OPENINGS 
PHYSICIANS 


BC/BE  INTERNISTS— 

OCEAN  COUNTY 

Busy  four  physician  multi-specialty  group  wel- 
comes CVs  from  highly  qualified  BC/BE  in- 
ternists. Our  newly  renovated  diagnostic  lab  and 
office  is  located  in  the  Southern  New  Jersey 
shore  area.  We  offer  a competitive  salary/benefit 
package  and  group-paid  full  coverage  malprac- 
tice insurance.  Please  send  CV  to:  Medical  As- 
sociates of  Ocean  County,  P.A.,  53  Nautilus 
Drive,  Suite  F,  Manahawkin,  NJ  08050. 


PRIMARY  CARE/ 
INTERNAL  MEDICINE 


RADIOLOGIST 

Radiologist  Available  Part  Time.  Flexible  Hours. 
Lot  of  Experience  in  General  Radiology,  Ultra- 
sound and  Mammography.  Fax  # 
201-661-4709. 


200  PRACTICE  FOR  SALE 


ORTHOPAEDIC  PRACTICE 

Active  Orthopaedic  practice  for  sale— NE  NJ 
(Suburban  NYC  Area)— in  1998  Differed  finan- 
cial incentives  available  for  new  Orthopaedist. 
Write:  POB  4724,  Clifton,  NJ  07015. 


300  OFFICE 
RENTALS  AND  LEASES 


ATLANTIC  CITY/ 
BRIGANTINE  AREA 

Medical  Facility  for  Lease.  Modern  6000  sq.  ft., 
one  story,  walk-in  medical  center.  Ample  park- 
ing. Fully  equipped  physical  therapy,  lab,  on- 
site x-ray  and  trauma  center  for  non-life  threat- 
ening emergencies.  Large  waiting  room,  busi- 
ness center  and  12  exam  rooms.  Ideal  for  multi- 
specialist group,  managed  care  and  occupa- 
tional medical  facility.  Additional  equipment  in- 
cludes AT&T  Merlin  telephone  system,  file  cabi- 
nets, EEG,  EKG,  defibulators,  whirlpool  foot 
baths,  electric  exam  tables,  furnishings  and 
more.  A must-see  facility.  Long-term  lease  only. 
Possible  city  and  casino  contracts  available. 
Atlantic  City/Brigantine  area.  Call  Mr. 
D’Annunzio  609-266-4000. 


EDISON 

Office  Space— Edison  Medi-Plex  Building  op- 
posite J.F.K.  Hosp.  Fully  equipped,  turn  key. 
Rent:  day,  half  day,  night.  (908)  494-6300. 


MILLBURN 

Medical  Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent  day,  1/2  day,  night. 
Call  201-376-8670. 


310  OFFICES  TO  SHARE 


MILLBURN 

Sublet  or  Join  Us.  Excellent  Opportunity. 

tive  Pain  Mgmt.  Center  has  very  desira 
modern,  Ige,  office  space  in  Millburn.  (E> 
Rms)  Beaut.  Waitg.  Rm.,  etc.  To  sublet  par 
have  Rheumatologist,  or  Internist/Nutritio 
join  with  practice.  Call  201-912-4333.  Monc 
Friday  9-5.  Saturday  9-12. 


325  MEDICAL  BUILDING  FOl 
SALE  OR  LEASE 


HILLSBORO 

HILLSBORO  MEDICAL  OFFICE-$1 ,200/ 
incl.  Util  — busy  medical  bldg  w/active  der 
psych/chiro  practices,  ideal  busy  locati 
perfect  for  new  or  2nd  practice.  Also,  build 
is  for  sale  $189,000  or  best  offer.  212-476-7' 
days.  215-860-8491  eves. 


LAWRENCEVILLE 

2300  sq.  ft.  Condominium  Professional  Buildi 
Close  to  Rt.  1 corridor.  Four  exam  rooms.  1 
consultation  rooms.  Large  work  areas.  Wh< 
chair  accessible  bathroom.  Two  lab  rooi 
Lounge,  storage  space  built-in.  File  roc 
Private  entrance  in  rear  Purchase  or  Lease.  ( 
daytime  between  9:00  a m.  and  3:00  p 
609-896-0242. 


340  REAL  ESTATE 
HOME/OFFICE 


SHORT  HILLS 

5 bedroom,  3.5  bath  Colonial  with  5-rooml 
lavatory  office  separated  by  2-car  garage  I 
beautifully  landscaped  corner  lot.  Central  I 
throughout.  Convenient  to  transportatil 
hospitals,  schools.  Owner  retired  physicil 
Asking  $699,000.  Call  973-467-2721. 


500  MEDICAL  EQUIPMENT 
FOR  SALE 


C02  LASER 

Luxar  LX-201  C02  Laser.  Skin  and  LA* 
Handpieces.  Many  extras.  $751. 
609-597-6800.  j 

ESC  PHOTODERM  VL  SYSTEM 


Primary  Care/Internal  Medicine  Physician  for  a 
family,  occupational  practice.  Multiple  offices 
located  in  Bergen  County.  Must  be  board 
certified,  board  eligible.  Full  time.  Competitive 
salary,  health  benefits,  room  for  growth.  Please 
contact  Vincent  Scolpino  at  (201)  498-0500. 


PSYCHIATRIST 

Princeton  House,  a 70  bed  free  standing  behav- 
ioral health  unit  of  the  Medical  Center  at 
Princeton,  seeks  a full-time  B.C.  Psychiatrist  to 
concentrate  on  Women's  trauma  or  Adult 
Psychology  including  Dual  Diagnosis  issues. 
We  offer  an  immediate,  excellent  opportunity  to 
work  within  our  continuum  of  care  in  inpatient 
and  outpatient  settings.  Our  multidisciplinary 
team  seeks  to  provide  excellence  in  program- 
ming in  a managed  care  environment.  In  return, 
we  offer  a competitive  salary  and  a com- 
prehensive benefits  package.  Qualified  can- 
didates please  fax  or  send  C.V.  to:  Judith 
Meyer,  Recruiter,  The  Medical  Center  at 
Princeton,  253  Witherspoon  St.,  Princeton,  NJ 
08540  or  FAX  609-497-4996.  EOE 


RADIOLOGIST —WAYNE 

Radiologist  wanted.  Part  time.  Flexible  hours. 
Private,  full  service  office  in  Wayne.  Fax  C.V.  to 
973-942-0171. 


130  OPPORTUNITY 
WANTED 


FAMILY  PRACTIONER 

B/C  Family  Practitioner— own  malpractice- 
seeks  P/T,  F/T  employment.  Call  (973) 
994-1617. 


ESSEX  COUNTY  (SURGERY  CENTER) 

Upscale  suburban  office.  Ambulatory 
surgicenter.  Fully  accredited  with  general 
anesthesia  and  recovery  facilities  to  share  or 
lease  with  office  space  and  decorated  reception 
area.  Ideal  for  surgeon  or  group  practice.  Close 
to  St.  Barnabas.  Reply  by  Fax  201-243-1409. 

FORT  LEE  (BERGEN  COUNTY) 

Established  15  yr.  Chiropractic  Practice— In- 
terested in  sharing  a 1600  Sq.  Ft.  spacious, 
modern  office  with  5 treatment  rooms.  Located 
in  a residential  area  of  Fort  Lee— 5 minutes  from 
G.W.B.  Turnkey  Operation.  (201)  886-8755. 


Updated  software,  light  use.  Still  un  r 
manufacturer's  warranty.  $80,000.  Firm.  Cerll 
for  Vascular  Disorders.  (908)  686-7000. 


700  BUSINESS 
OPPORTUNITIES 


DIVERSIFY  YOUR  INCOME 

Well  known  multi-million  dollar  NASDA( 
Preventive  Healthcare  Company  seeking  erj 
trepreneurs,  medical  and  busines 
professionals  interested  in  increasing  the 
income.  Call:  1-800-324-5851  for  records 
message. 


EMERGENCY  PHYSICIANS 


Emergency  Physician  Associates 

is  seeking  quality  ED  physicians  for 
a variety  of  practice  opportunities  in 
NJ,  PA,  MD  and  NC.  We  offer  physicians 
competitive  compensation,  flexible 
schedules,  malpractice  insurance, 
a variety  of  practice  settings, 
and  supportive  Medical  Directors. 
Interested  candidates  may  call 
1-800-848-EPA-l. 
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You  take  care  of  your  patients.  We’ll  take 
care  of  the  health  of  your  practice.  Our  group 
of  health  care  accounting  specialists  provides 
the  medical  community  with  the  right  type 
of  analysis  and  counseling  to  be  successful. 

Since  we’re 
dedicated  to 
increasing 
your  prof- 
itability never 
simply  report- 
ing it,  well  see 
to  it  that  your  practice  stays  healthy  for 
many  years  to  come.  To  experience 
our  unique  approach,  please  call  Ira  S. 

Rosenbloom,  Managing  Director, 
at  201-882-1100. 

fiffihAvritz  Rosenfeld  & Company  LLC 

Profitability  Consultants  • Certified  Public  Accountants 
60  Route  46  East,  Fairfield,  N)  07004 
Tel:  201-882-1 100  Fax:  201-882-1560 

OUR  FOCUS  IS  YOUR  SUCCESS. 


RtACTICE 

Good  Financial 
Medicine. 


Specializing  in  the 

Business  of  Health  Care 


Physician  Practice  Assessment/Contract  Negotiations/ 
Litigation  Support/ 

New  Practice  Set-Up/Group  Practice  Formation/ 
Physician  income  Distribution 


RD  HUNTER  & COMPANY  LLP 

Certified  Public  Accountants  and  Consultants 

Princeton  Paramus  New  York  City 
Call  us  at  800-235-9381 


Dear  Doctor: 

Yes  - It  is  Finally  here!  Looking  For  Quick  Cash  Turn 
Around  on  your  Medical  Claims  without  The  Hassle  of 
Dealing  with  Insurance  Carriers?  Want  your  claims 
Paid  in  14  Days? 


Call  Mike  Day.  609-875-5370  OR  800-700-1659,  Code  63 
4 Shoppers  Lane,  Suite  255,  Turnersville,  NJ  08012 

WE  CAN  HELP  YOU... 

WITH  It  ELECTIONIC  MEDICAL,  CLAIMS 

PROCESSING 

* Low  Cost  * Efficient  Service  * Same  Day  Claims  Pick-up 

We  work  with  your  existing  staff. 


Here's  what  we  are  covering  in 
January  1998 

o What  is  the  impact  of  managed  care  on  the  nursing  profession  in  New  Jersey? 

With  an  insider’s  look  at  organized  nursing,  Patricia  Murphy,  PhD,  RN,  and  David  Price,  MDiv, 
PhD,  consider  the  effects  of  managed  care  on  the  nursing  profession. 

*=>  How  has  MSNJ  affected  change  in  the  Garden  State? 

MSNJ  President  Dr.  Carl  Restivo  highlights  the  top  20  “wins”  for  MSNJ  during  1997. 

o Are  women  watching  their  cholesterol? 

Writer  Bill  Berlin  details  the  current  insights  on  cholesterol  and  the  need  for  the  medical 
profession  to  focus  on  women  and  this  issue. 

o How  are  medical  managers  keeping  pace  with  todays  practice  management 
environment? 

Jane  F.  Rider  speaks  out  on  behalf  of  practice  management. 

o What  is  the  role  of  public  health? 

The  Department  of  Health  and  Senior  Services  defines  public  health  in  New  Jersey  and  the 
need  to  enhance  this  important  segment  of  health  care. 

What  new  advances  in  the  field  of  obstetrics  and  gynecology  are  coming  to  the  forefront 
of  medicine? 

Doctors  from  Pelosi  Women’s  Medical  Center  share  their  method  for  a simplified  C-section. 

o Tune  in  for  Mailstop,  F.Y.I..  Newsmakers,  Editor’s  Desk,  Online  MSNJ,  and  Calendar. 
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Subscribe  today. 

NEW  JERSEY  BUSINESS  is  an  ideal  addition 
to  your  waiting  room  or  office. 


The  Magazine  of  the  New  Jersey  Business  & Industry  Association 

Your 

Subscription 
for  Healthy 
Business 


SflUE  .,,.45% 


Off  Our  Cover  Price 


Name 

(please  print) 

Company 

(if  applicable) 

Address 

City 

State 

Zip 

Telephone 

Type  of  Business 


First  Issue 


FREE 


d 1 Year  $20  (12  issues) 

(save  26%  off  Cover  Price) 

O 2 Year  $33  (24  issues) 

(save  39%  off  Cover  Price) 

d 3 Year  $45  (36  issues) 

(save  45%  off  Cover  Price) 


□ Payment  Enclosed 

□ Bill  Me 


NJ  MED-97 


E R S E Y 


The  Magazine  of  the  New  Jersey  Business  & Industry  Association 


New  Jersey  Business  magazine 
310  Passaic  Avenue,  Fairfield,  NJ  07004 

Tel:  201-882-5004  Fax:201-882-4648  e-mail:  mail@njbmagazine.com  http://www.njbmagazine.com 
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continued  from  page  72 


A tribute  to  Dr.  Mineur 

A long-standing  member  of 
| MSNJ,  Henry  J.  Mineur,  MD, 
passed  away  on  October  27, 
1997;  he  was  bom  on  November 
7,  1920,  in  Brooklyn.  His  com- 
mitment  to  MSNJ 

tar  was  far  reacbing 

I and  extensive, 

\ fjB|  j er  of  the  House 

^ liamentarian, 

try  j.  Mineur,  MD  county  and  AMA 
delegate,  and 
participation  on  the  Committee 
on  Review  of  Constitution  and 
Bylaws,  the  Council  on  Legisla- 
tion, the  Council  on  Mental 
Health,  and  the  Committee  on 
] Alcoholism.  He  also  is  a past- 
I president  of  the  Union  County 
Medical  Society  and  served  as 
chair  of  its  Committee  on  Con- 
j stitution  and  Bylaws  and  editor 
of  its  newsletter. 

Mineur  was  affiliated  with 
Muhlenberg  Regional  Medical 
Center,  in  Plainfield,  and  prac- 
ticed in  Cranford  for  many  years 
before  retiring  to  Westfield. 

; Other  achievements  include 
past-president  of  the  Cranford 
Physicians  Club,  the  Union 
I County  Heart  Association,  and 
the  Cranford  Board  of  Health. 
Mineur  was  honored  with  the 
MSNJ  Golden  Merit  Award  in 
1994  and  the  Citizenship  Award 
by  B’nai  B’rith  of  Cranford. 


Improving  children’s  health 

The  Parent  Resource  Guide  covers  parent- 
ing with  an  emphasis  on  health.  Included  is 
the  American  Academy  of  Pediatrics  immu- 
nization schedule,  how  to  choose  a pediatri- 
cian and  an  HMO,  and  help  for  the  parents  of 
children  with  special  medical  needs.  The 
guide  is  compiled  by  the  Association  for 
Children  of  New  Jersey  and  the  Caucus  Educational  Corporation  in 
conjunction  with  Families  in  Focus,  hosted  by  Steve  Adubato.  To 
obtain  a free  copy,  call  the  Caucus  New  Jersey  telephone  hotline 
number  at  973/566-0033. 


Brush  up  on  sports  medicine 


ffc  ft  Cl  T" 


Videotapes  of  the  MSNJ  Sports 
Medicine  ’97  seminar  are  available. 
Each  tape  is  $15.  To  order  your  copy, 
send  payment  to  Christine  Haycock, 
MD,  361  Roseville  Avenue,  ___ 
Newark,  NJ  07107-1721.  CMJ 
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Public  supports  increased 

TOBACCO  TAXES 


In  a state  known  for  its 
anti-tax  attitudes,  70 
percent  of  New  Jerseyans 
overall — including  nearly 
40  percent  of  current 
smokers — believe  that 
smokers  should  pay  higher 
cigarette  taxes  to  help  pay 
for  health  care  and  other 
costs  caused  by  tobacco 
use.  This  was  one  of  the 
findings  in  a major 
statewide  public  opinion 
poll  released  by  New 
Jersey  Breathes  (NJB),  an 
independent,  collective 
voice  for  tobacco  control 
convened  by  MSNJ.  Public 
support  also  was  given  to 


NJB  project  director,  Larry  Downs  (left)  and 
NJB  chair  Paul  Wallner;  DO,  discuss  the  NJB 
statewide  public  opinion  poll  on  smoking. 
® Armstrong  Studios,  Ltd. 

research  on  cancer, 
smoking  prevention 
programs  for  children,  and 
fines  for  retailers  caught 
selling  cigarettes  to 
minors.  The  poll,  notes 
MSNJ  member  Paul 
Wallner,  DO,  chair  of  NJB, 
indicates  that  people  are 
more  aware  of  the 
magnitude  of  problems 
caused  by  tobacco  use  and 
are  alarmed  about 
underage  smoking. 


Insurance,  HMO,  and  third-party  processing 

Health  insurance  claims  processing  is 
a critical  issue  for  most  medical  prac- 
tices. Recent  developments  have  indicat- 
ed that  a number  of  indemnity  and 
HMO  carriers  are  not  respecting  state 
laws  related  to  claims  payment.  In  order 
to  take  advantage  of  state  laws  that 
require  the  payment  of  clean  claims 
within  60  days  of  the  attachment  of 
interest  at  10  percent  per  year,  a physi- 
cian must  establish  clear  documentation  of  a proper  billing 
process.  Rarely  does  an  electronic  claim  fall  into  the  delinquent  cat- 
egory, because  the  process  itself  establishes  a verifiable  trial  of 
essential  documentation.  Paper  claims,  however,  submitted  on  the 
HCFA  1500,  are  another  matter.  Frequently,  they  are  incomplete  or 
inaccurate  when  submitted,  and  thus  are  not  considered  “clean.” 

Essentials  of  a clean  claim 

A clean  claim  usually  refers  to  a properly  completed  HCFA 
1500,  which  is  transmitted  to  the  carrier/HMO  within  30  days  of 
the  date  of  service. 

All  boxes  on  the  form  should  be  completed.  If  a given  question 
requires  a negative  response,  either  “no”  or  “none”  should  be 
entered.  ICD  9 codes  as  well  as  CPT  codes  must  be  checked  for 
accuracy,  and  must  be  consistent. 

Particular  attention  must  be  paid  to  the  patient/insured  autho- 
rization lines.  The  date  of  the  billing  must  be  entered,  even 
though  there  is  a signature  on  file.  The  physician  signature  must 
be  completed  and  dated  using  the  date  of  billing. 

Copies  of  all  initial  bills  must  be  maintained  until  the  accounts 
are  reconciled.  A computer  journal  entry  from  the  doctor’s  office 
system  will  not  suffice. 

Whenever  possible  and  practical,  bills  should  be  sent  to  the  car- 
rier/HMO via  certified  mail. 

continued  on  page  71 
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HRONIC 

rHROUGHOUT  NEW  JERSEY 


Wound  Gare  Centers 


CLARA  MAASS  MEDICAL  CENTER 

Belleville  • Bayonne 

CURATIVE  WOUND  CARE  CENTER 
OF  MONMOUTH  COUNTY 

Shrewsbury 

CURATIVE  WOUND  CARE  CENTER 
AT  KIMBALL  MEDICAL  CENTER 

Lakewood 

ENGLEWOOD  HOSPITAL  & MEDICAL  CENTER 

Englewood 

KESSLER  MEMORIAL  HOSPITAL 

Hammonton 

MERCER  MEDICAL  CENTER 

Trenton  • Hamilton  • Lawrenceville 

MORRISTOWN  MEMORIAL  HOSPITAL 

Morristown 

ST.  PETER  S MEDICAL  CENTER 

New  Brunswick 


Subacute  Location 


CURATIVE  WOUND  CARE  PROGRAM5 
AT  FRANKLIN  CARE  CENTER 

Franklin  Park 


WOUND 
CARE 
CENTER® 

AFFILIATED  WITH  CURATIVE 

1 *800*991  *HEAL 


Five  reasons  why 


The  number  of  -^jIX  insureds 
grew  by  50  percent  over  5 years 


El  Physician  owned  and  directed. 

H The  only  medical  malpractice  carrier  endorsed  by  the  Medical  Society  of  New  Jersey. 

s Consent  to  settle  — An  unconditional  clause  that  states  an  insured's  consent  must  be 
obtained  before  a claim  can  be  settled. 

□ HIV  coverage  provides  income  protection  to  eligible  insureds  at  no  additional  charge. 
A”  (Excellent)  rating  by  A.M.  Best,  the  nation's  premier  insurance  rating  agency. 


MIIX  members  renew  their  policies  for  these  reasons  AND  because  our  liability  representatives 
provide  prompt,  personal,  24-hour  service,  seven  days  a week.  We  understand  that  protecting 
your  assets  and  reputation  is  too  important  to  be  left  to  outsiders.  Call  us  and  find  out  why 
12,500  insureds  turn  to  MIIX  for  liability  protection. 


1 -800-234-MIIX 


* uuman  Services  Uhr&*y. 
HeaHh  ^Sersity  o.  Maryland, 
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Health  Sciences  & u.. _ 
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